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Social environments lacking basic resources—healthy food, safe housing,
living-wage jobs, decent schools, supportive social networks, access to health
care and other public and private goods and services—present the highest
public health risk for serious illness and premature death.1,2 Understand-
ing why this happens requires an ecologic approach to population health,
one that recognizes that individuals and communities interact with their
physical and social environments.3 Conceptualizing health as a product, in
part, of social conditions facilitates the identification of relationships be-
tween social determinants and health outcomes that may be amenable to
community interventions.4
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*Insufficient evidence means that we were not able to determine whether or not the intervention works.

The Task Force approved the recommendations in this chapter in 2000–2001. The research on which
the findings are based was conducted from 1966 to 2000. This information has been previously pub-
lished in the American Journal of Preventive Medicine [2003; 24(suppl 3):12–79] and the MMWR Rec-
ommendations and Reports series [2002; 51(no. RR-1):1–8].



The fundamental premise of the Community Guide’s social environment
and health model (Figure 3–1) is that access to societal resources determines
community health outcomes.5 Standard of living, culture and history, social
institutions, built environments, political structures, economic systems, and
technology are all societal resources that a population draws upon to sustain
health. Patterns of exposure to risk vary among socioeconomic groups and
are associated with a fundamental access to resources.5 Prosperity, whether
at the community, family, or personal level, provides such resources as
knowledge, money, power, and prestige, which can be used to avoid or buffer
exposure to health risks. Poverty, on the other hand, with all of its attendant
burdens, also powerfully influences health status. An impoverished social en-
vironment is a potential source of stressors (e.g., high-crime neighborhood or
job scarcity) as well as resources (e.g., after-school programs or homeless
shelters).6 – 8

In this chapter, we focus on three broad areas of the social environment
that affect health: early childhood development, affordable housing, and cul-
turally competent health care. These three topics, covering broad and essen-
tial areas, represent just a small beginning of the review of evidence that inter-
ventions can effectively address the social conditions that influence health.

OBJECTIVES AND RECOMMENDATIONS FROM OTHER ADVISORY GROUPS

Table 3–1 shows the goals and objectives outlined in Healthy People 20109 for
all three topics covered in this chapter: early childhood education, housing,
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Figure 3–1. Logic framework illustrating the conceptual approach used in systematic reviews of
interventions in the social environment to improve community health. (Reprinted from Am J Prev Med,
Vol. 24, No. 3S, Anderson LM et al., Methods for conducting systematic reviews of the evidence of
effectiveness and economic efficiency of interventions to promote healthy social environments, p. 26,
Copyright 2003, with permission from American Journal of Preventive Medicine.)



Table 3–1. Selected Healthy People 20109 Goals and Objectives 
Directly Relevant to the Social Environment

2010 
Objective Population Baseline Objective

Early Childhood Development: Maternal and Child Health

Increase the proportion of preg- Pregnant women 74% (1998) 90%
nant women who receive early 
and adequate prenatal care 
(Objective 16–6b)

Reduce: (Both 1998)
• low birthweight (LBW) Infants 7.6% 5.0%

(16–10a)

• very low birthweight  1.4% 0.9%
(VLBW) (16–10b)

Reduce the occurrence of devel-
opmental disabilities per 10,000 
people: (Both 1991–94)

• Mental retardation (16–14a) All 131a 124

• Cerebral palsy (16–14b) 32.2b 31.5

• Autism spectrum disorder Developmental
(16–14c)

• Epilepsy (16–14d) Developmental

Early Childhood Development: Educational and Community-Based Programs

Increase high school completion Adolescents/ 85% (1998) 90%
among 18- to 24-year-olds (7–1) young adults

Housing: Educational and Community-Based Programs

Increase the proportion of Tribal American Indian Developmental
and local health service areas or communities
jurisdictions that have estab-
lished a community health pro-
motion program that addresses 
multiple Healthy People 2010 
focus areas (7–10)

Culturally Competent Health Care: Educational and Community-Based Programs

Increase the proportion of pa- All Developmental
tients who report that they are 
satisfied with the patient educa-
tion they receive from their 
healthcare organization (7–8)

Increase the proportion of local Health Vary by 
health departments that have departments condition
established culturally appropri-
ate and linguistically competent 
community health promotion 
and disease prevention pro-
grams (7–11)
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and culturally competent health care. Objectives and recommendations spe-
cific to each topic are listed below.

Early Childhood Development

The National Education Goals panel (created in 1994 by the Goals 2000: Edu-
cate America Act) established a national priority for research in education:
improve learning and development in early childhood so that all children can
enter kindergarten prepared to learn and succeed in elementary and second-
ary school. Two goals of this panel are directly relevant here.

Goal 1 states that “By the year 2000, all children in America will start school
ready to learn.”10 Two objectives toward achieving that goal are: (1) Children
will receive the nutrition, physical activity experiences, and health care
needed to arrive at school with healthy minds and bodies, and to maintain
the mental alertness necessary to be prepared to learn, and the number of
low-birthweight babies will be significantly reduced through enhanced pre-
natal health systems; and (2) All children will have access to high-quality and
developmentally appropriate preschool programs that help prepare children
for school. Goal 2 was to increase the high school graduation rate to at least
90% by the year 2000.

The Institute of Medicine’s Committee on Capitalizing on Social Science
and Behavioral Research to Improve the Public’s Health issued corresponding
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Table 3–1. Continued

2010 
Objective Population Baseline Objective

Culturally Competent Health Care: Programs Using 
Communication to Improve Health

Increase the proportion of per- All Developmental
sons who report that their 
healthcare providers have satis-
factory communication skills 
(11–6) 

Culturally Competent Health Care: Programs to Improve 
Access to Appropriate, Quality Mental Health Services

Increase the number of States, All Developmental
Territories, and the District of 
Columbia with an operational 
mental health plan that ad-
dresses cultural competence 
(18–13)

aChildren aged 8 years in metropolitan Atlanta having an IQ of 70 or less.

bChildren aged 8 years in metropolitan Atlanta.



recommendations in 2000.11 Two of their nine recommendations apply to
early childhood education interventions:

• Recommendation 2: Rather than focusing on a single or limited number of
health determinants, interventions on social and behavioral factors should
link multiple levels of influence (i.e., individual, interpersonal, institu-
tional, community, and policy levels).

• Recommendation 6: High-quality, center-based early education programs
should be more widely implemented. Future interventions directed at in-
fants and young children should focus on strengthening other processes af-
fecting child outcomes such as the home environment, school and neigh-
borhood influences, and physical health and growth.

Housing

The FY 2000–2006 Strategic Plan of the U.S. Department of Housing and
Urban Development12 included four goals related to housing programs whose
aim is to reduce residential segregation by income. These goals and their cor-
responding objectives are:

Goal 1: Increase the availability of decent, safe, and affordable housing in
American communities.

Objective: By 2005, the number of families with children, elderly house-
holds and persons with disabilities with worst-case housing needs will
decrease by 30% from 1997 levels. (Worst-case housing needs are defined
as the needs of unassisted very-low-income renters who pay more than
half of their income for housing or live in severely substandard housing.)

Goal 2: Ensure equal opportunity in housing for all Americans.
Objective: Segregation of racial and ethnic minorities and low-income

households will decline.

Goal 3: Promote housing stability, self-sufficiency, and asset development
of families and individuals.

Objective: The annual percentage growth in earnings of families in public
and assisted housing increases.

Goal 4: Improve community quality of life and economic vitality.
Objective: The share of households located in neighborhoods with extreme

poverty decreases.
Among low- and moderate-income residents, the share with a good

opinion of their neighborhood increases.
Residents of public housing are more satisfied with their safety. (Note:

For the purposes of this measure, a “good opinion” of the neighbor-
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hood is defined as a response of 7–10 on a 10-point scale assessing
“overall opinion of neighborhood.”)

Culturally Competent Health Care

In March 2001, the Department of Health and Human Services’ Office of Mi-
nority Health published National Standards for Culturally and Linguistically
Appropriate Services in Health Care (CLAS).13 The CLAS standards were de-
veloped to provide a common understanding and a consistent definition of
culturally and linguistically appropriate healthcare services. Additionally, they
were proposed as one means of correcting inequities in the provision of
health services and making healthcare systems more responsive to the needs
of all clients. Ultimately, the standards aim to eliminate racial and ethnic dis-
parities in health status and improve the health of the entire population.

The interventions selected for this review complement the recommended
CLAS standards for linguistic and cultural competency by examining the ex-
tent to which meeting some of these standards results in improved processes
and outcomes of care.

METHODS

Methods used for the reviews are summarized in Chapter 10. Specific meth-
ods used in the systematic reviews of the social environment have been de-
scribed elsewhere14 and are available at www.thecommunityguide.org/social.
The logic framework depicting the conceptual approach used in reviews of
interventions in the social environment to improve community health is pre-
sented in Figure 3–1.

ECONOMIC EFFICIENCY

A systematic review of economic evaluations was conducted for all recom-
mended interventions (i.e., those shown to be effective), and a summary of
each economic review is presented with the related intervention. The meth-
ods used to conduct these economics reviews are summarized in Chapter 11.

RECOMMENDATIONS AND FINDINGS

This section presents a summary of the findings of the systematic reviews
conducted to determine the effectiveness of the selected interventions in this
topic area. Three areas were reviewed: early childhood development, hous-
ing, and culturally competent health care.
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Early Childhood Development

Infancy and early childhood are periods of opportunity for growth as well as
vulnerability to harm.15 Living in poverty can affect a child’s cognitive and
behavioral development, which, in turn, affects readiness for school.16,17 A
child’s readiness when starting school is related to motivation and intellec-
tual performance in subsequent years and is therefore critical to establishing
a trajectory for successful educational attainment. Educational attainment, in
turn, is related to a wide range of adult disease outcomes.18,19

Early childhood development programs are designed to promote social
competence and school readiness among children three to five years old. Pub-
licly funded programs such as Head Start target preschool children disad-
vantaged by poverty. These programs address cognitive, social, emotional, and
physical development, as well as the ability of the child’s family to provide a
home environment appropriate for healthy development.

Comprehensive, Center-Based, Early Childhood Development Programs for Low-Income 
Children: Recommended (Strong Evidence of Effectiveness)

Comprehensive early childhood development programs are designed to im-
prove the cognitive, social, and emotional functioning of preschool children,
which, in turn, influence readiness to learn in the school setting. School
readiness, particularly among poor children, may help prevent the cascade of
consequences of early academic failure and school behavioral problems:
dropping out of high school, delinquency, unemployment, and psychological
and physical problems in young adulthood.

Effectiveness

• These programs are effective in improving children’s cognitive and social
development.

Applicability

• Our findings should be applicable to all preschool children in the United
States, especially those disadvantaged by poverty.

The findings of our systematic review are based on assessment of four dif-
ferent aspects of early childhood development: cognitive, social, health, and
family. We identified a total of 90 effect measures for the four outcomes, with
over 70% of the reported effects measuring cognitive outcomes. 

In terms of cognitive change, consistent improvements were found in mea-
sures of intellectual ability (IQ), standardized academic achievement tests,
standardized tests of school readiness, promotion to the next grade level, and
decreased placement in special education classes because of learning prob-
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lems. These results came from 12 studies (in 17 reports).20 – 36 The median ef-
fect size for improvement in academic achievement tests was 0.35 (the effect
size is the difference between the means of the intervention and control
groups divided by the standard deviation of the control group); for standard-
ized tests to determine school readiness, 0.38; and for standardized tests
measuring IQ, 0.43. The median reduction in students held back to repeat a
grade was 13 percentage points; placement in special education programs be-
cause of various sources of learning difficulty showed a median reduction of
14 percentage points. Use of comprehensive, center-based early childhood
development programs for low-income children is recommended on the basis
of these improvements in cognitive outcomes.

Of the five studies (in six reports)22,31,33,34,37,38 reporting on social outcomes
as measures of early childhood development, one year after the program two
studies showed improved behavior and motivation in the classroom and one
study showed a decline. Long-term social outcomes (e.g., increased employ-
ment, home ownership, decreased teen pregnancy, arrest) showed improve-
ment in two studies, although no numbers were provided in the reports.

We found only one qualifying study that examined whether more children
in early childhood development programs were being screened for general
health and dental health than those not in programs.39 This study found a
44% increase in health screenings and a 61% increase in dental screenings.

Two studies examined whether enrollment of a child in an early childhood
development program corresponded to an improvement in measures of educa-
tion, employment, poverty, and public assistance among the household.39,40

One of these studies showed an increase in health screenings for siblings of
children enrolled in early childhood development programs.

These results should apply to most preschool children from disadvantaged
backgrounds. Study settings ranged from urban to rural, and the populations
of different studies included people of African-American, Latino, Asian, Na-
tive American, and other ethnic or cultural backgrounds.

No additional harms or benefits from these programs were identified during
the review.

The findings of our systematic review of economic evaluations are based on
one study,41 conducted in a low-income area in Ypsilanti, Michigan, which
modeled the costs and benefits of the Perry Preschool program.34 The study
was conducted in preschool facilities and homes throughout the community.
The population consisted of 128 African-American three-year-olds of low
socioeconomic status from a single school attendance area. The study had a
follow-up of 24 years, but lifetime benefits were factored in. The net benefit
of the program (in 1997 US$) was $108,516 for males and $110,333 for females.
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The Perry Preschool program differs from other programs, however, in terms
of the degree of support and quality of implementation. Its results, therefore,
cannot necessarily be generalized to less intensive programs, such as Head
Start. Nevertheless, careful consideration of the program is valuable because
of the importance of the outcomes, long-term effects, consistency of findings
across numerous measures, and the strong quality of the research design.

Our systematic review identified no barriers to implementing these programs.

In conclusion, the Task Force recommends early childhood development pro-
grams on the basis of strong evidence that they improve intermediate cogni-
tive and social outcomes, which in some cases are markers of improved long-
term health outcomes. Specifically, participants scored higher on cognitive
skills tests, were less likely to be retained in grade in school, and were less
likely to require placement in special education classes. Long-term follow-up
of the Perry Preschool program, in particular, indicates that the benefits of an
early childhood development program may extend to adulthood. That study
showed a correlation between participation in early childhood development
programs and improved educational and economic outcomes. 

Housing

Among the most prevalent community health concerns related to family
housing are the inadequate supply of affordable housing for low-income fami-
lies and the increasing segregation of households into unsafe neighborhoods
based on income, race, ethnicity, or social class. When affordable housing is
not available to low-income households, family resources needed for food,
medical or dental care, and other necessities are diverted to housing costs.
We reviewed two housing programs intended to provide affordable housing
and, concurrently, reduce the residential segregation of low-income families
into unsafe neighborhoods of concentrated poverty: tenant-based rental as-
sistance programs and the creation of mixed-income housing developments.

Tenant-Based Rental Assistance Programs: Recommended (Sufficient Evidence of Effectiveness)

Tenant-based rental assistance programs subsidize the cost of housing se-
cured by low-income households within the private rental market through
the use of vouchers or direct cash subsidies. The Section 8 program of the
U.S. Department of Housing and Urban Development (HUD) is administered
by local and state housing agencies under contract to the federal government.
The Section 8 program subsidizes rental costs for families with incomes
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below 50% of area median income. Families contribute 30% of their monthly
income to housing costs, and the Section 8 subsidy provides the remainder
for rental costs up to a locally defined standard. Figure 3–2 is the conceptual
model (analytic framework) we used to conduct this review.

The success of Section 8 vouchers and certificates in moving assisted fam-
ilies to less impoverished or less racially segregated areas is dependent on
several factors, including housing market discrimination, the inexperience of
program participants as housing “consumers,” the desire of many to remain
near established social ties and the conveniences of the urban core, the time
and transportation constraints that hinder such households in conducting
housing searches in suburban locations, and administrative and program-
matic shortcomings of local housing authorities.42,43 In light of this, some
rental voucher programs are augmented with housing search counseling,
employment and transportation assistance, community networking, landlord
outreach, or post-placement services.44

Effectiveness

• These programs are effective in reducing individuals’ likelihood of being a
victim of crime; in reducing neighborhood social disorder (e.g., trash, graf-
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Figure 3–2. Analytic framework used to conduct the systematic reviews of tenant-based rental
assistance programs. (Reprinted from Am J Prev Med, Vol. 24, No. 3S, Anderson LM et al., Providing
affordable family housing and reducing residential segregation by income: a systematic review, p. 52,
Copyright 2003, with permission from American Journal of Preventive Medicine.)



fiti, abandoned buildings, public drinking); in improving the quality of
housing; in decreasing behavioral problems among youth, both at home
and in school; and in improving the physical and psychological health of
heads of household.

Applicability

• The findings of our review should be applicable to most low-income fami-
lies in urban areas, regardless of race or ethnic origin.

The findings of our systematic review are based on 12 studies (in 23 papers)
on the effectiveness of tenant-based rental assistance (or voucher) programs
in improving community health outcomes.45 – 67 These 12 studies represent
four broad groups of federal housing evaluation efforts: (1) the Housing Al-
lowance Experiment; (2) HUD’s Section 8 Rental Certificate and Voucher pro-
gram; (3) the Gautreaux program, in which rental vouchers were provided 
to African-American families in racially segregated public housing in Chi-
cago; and (4) Moving to Opportunity for Fair Housing research, implemented
in five large cities, which combines rental vouchers with household counsel-
ing to help low-income families move from public housing to nonpoverty
neighborhoods.

Five studies reported measures of neighborhood safety and found that
household victimization, measured, on average, six months after the inter-
vention took place, decreased by a median of 6 percentage points. Four stud-
ies examined changes in neighborhood social disorder and found a median
decrease of 15.5 percentage points. One study compared murder rates in the
neighborhood to which households relocated with rates in their neighbor-
hood of origin and reported a decrease. One study reported decreases in
health and safety risks including peeling paint, inadequate plumbing, rodent
infestation, and broken or missing locks on housing unit doors.

Three studies reported on youth risk behaviors, measured between 1 and
5 years (mean, 2.9 years) after the intervention took place. The median dif-
ference was a decrease in behavioral problems of 7.8 percentage points. Two
studies examined self-reported symptoms of depression and anxiety by heads
of households and found a median decrease of 8 percentage points. The same
two studies reported self-rated health status and found a median increase of
11.5 percentage points among people rating their health as “good” or “excel-
lent” compared with “fair” or “poor.” One study reported on diverse child
health outcomes. A median decrease of 4.5% was observed in the need for
acute medical care for injuries or asthma episodes, although a median de-
crease of 5.5% was also observed for use of child preventive services for chil-
dren (e.g., well-child check-ups and vaccinations).

Overall, these results provide sufficient evidence of the effectiveness of
tenant-based rental assistance programs in improving household safety through
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reducing exposure to crimes against person and property and decreasing
neighborhood social disorder.

These findings should be applicable to most low-income families in urban
areas. Studies were conducted among white, Latino, and African-American
populations, and effects were similar for all of these groups. We did not ex-
amine housing programs that targeted the elderly or people with special
health needs.

Two unintended effects of these programs are common. When families move
from one neighborhood to another, social ties and supports are disrupted.
And, if families move to weak or declining neighborhoods because that is
where they can find affordable housing, new areas of concentrated poverty
can be created. A third postulated effect might be found in the Moving to Op-
portunity program. The very name implies that residents must move to find
opportunities, and could make those who stay in the old neighborhoods feel
that the neighborhoods are undesirable.

We did not find any economic evaluations of tenant-based rental assistance
programs.

Barriers to implementing tenant-based rental assistance programs are de-
scribed in the literature. Families may be limited in their search for housing
in better neighborhoods if they lack transportation, lack money for apartment
application fees, fear discrimination, or fear encountering landlords who re-
fuse to accept them as tenants. Local housing market conditions may also in-
flate rents above what rental voucher recipients can afford to pay.

In conclusion, the Task Force recommends tenant-based rental assistance
programs to improve household safety, on the basis of sufficient evidence of
effectiveness in reducing exposure to crimes against person and property and
decreasing neighborhood social disorder. This recommendation should be
applicable to all low-income urban families. A conclusion about the effec-
tiveness of these programs in reducing housing hazards, youth risk behav-
iors, and psychological and physical morbidity could not be made because
only a few studies reported these outcomes.

Mixed-Income Housing Developments: Insufficient Evidence to Determine Effectiveness

In our systematic review, we defined a mixed-income housing development
as a publicly subsidized multifamily rental housing development in which
the deliberate mixing of income groups is a fundamental part of the devel-
opment’s operating and financial plans. A portion of a development’s units
must be reserved for, and made affordable to, households whose incomes are
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at least below 60% of the area median, although the income levels of all resi-
dents and the relative representation of each income group may vary among
developments. These developments can be created either through new con-
struction or conversion of existing developments, but must exist within
neighborhoods where over 20% of households have income below the fed-
eral poverty level.

Effectiveness

• We found insufficient evidence to determine the effectiveness of mixed-
income housing developments in improving an array of family and neigh-
borhood conditions.

• Evidence was insufficient because no qualifying studies could be found.
• Insufficient evidence means that we were not able to determine whether or

not the intervention works.

We could not determine the effectiveness of mixed-income housing develop-
ments in providing affordable housing in safe neighborhood environments,
because we found no studies comparing families who had moved to such de-
velopments with families who stayed in their old neighborhoods.

Because we could not establish the effectiveness of mixed-income housing
developments in improving neighborhood conditions or family safety or
achievement, we did not examine situations in which such programs would
be applicable, information about economic efficiency, or possible barriers to
implementation.

In conclusion, the Task Force found insufficient evidence to determine the ef-
fectiveness of mixed-income housing developments because no qualifying
studies were found.

Culturally Competent Health Care

When a healthcare provider speaks one language and the client speaks a dif-
ferent language, how is the quality of health care affected? When the provider
bases his or her actions on one set of beliefs and the client on another, what
kind of communication can be expected? The solution to this and other cross-
cultural challenges in health care may lie in developing culturally competent
health care. The goal of culturally competent care is to ensure that appropriate
services are provided and to reduce medical errors resulting from misunder-
standings caused by differences in language or culture. Cultural competence
has the potential to improve the efficiency of care by reducing unnecessary
diagnostic testing or inappropriate use of services. A culturally competent
healthcare setting includes an appropriate mix of a culturally diverse staff
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that reflects the community(ies) served, providers or translators who speak
the clients’ language(s), training for providers about the culture and language
of the people they serve, signage and instructional literature in the clients’
language(s) and consistent with their cultural norms, and culturally specific
healthcare settings. 

An inability to communicate with a healthcare provider not only creates a
barrier to accessing health care68 –70 but also undermines trust in the quality
of medical care received and decreases the likelihood of appropriate follow-
up.71 Furthermore, lack of a common language between client and provider
can result in diagnostic errors and inappropriate treatment.70 According to the
Current Population Reports,72 in March 2000 the foreign-born population of
the United States was estimated to be 28.4 million—a substantial increase
from the population of 9.6 million foreign-born in 1970, reflecting the high
level of immigration over the past three decades. 

Differences in referral and treatment patterns of providers (after controlling
for medical need) are associated with a client’s racial or ethnic group.13,73

Whether conscious or unconscious, negative social stereotypes shape behav-
iors and influence decisions made by providers and their clients.74 For ex-
ample, differences between African Americans and whites in referral for
cardiac procedures,75,76 analgesic prescribing patterns for ethnic minorities
compared with nonminority clients,77 racial differences in cancer treatment,78

receipt of the best available treatments for depression and anxiety by ethnic
minorities compared with nonminority clients,79 and differences in HIV treat-
ment modalities80 are just a few ways in which race and ethnicity can affect
care. Clients’ delay or refusal to seek needed care can result from mistrust,
perceived discrimination, and negative experiences in interactions with the
healthcare system.81– 84 In 2002, the Institute of Medicine report73 on unequal
medical treatment noted: “The sources of these disparities are complex, are
rooted in historic and contemporary inequities, and involve many partici-
pants at several levels, including health systems, their administrative and
bureaucratic processes, utilization managers, healthcare professionals, and
patients.”

Programs to Recruit and Retain Staff Who Reflect the Cultural Diversity 
of the Community Served: Insufficient Evidence to Determine Effectiveness

Workforce diversity in the healthcare setting can be a means of providing rel-
evant and effective services. Workforce diversity programs can go beyond hir-
ing practices to include identification of barriers that prevent employees from
full participation and success. Achieving diversity at all levels of healthcare
organizations could influence the manner and extent to which the needs of
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clients of various cultural and linguistic backgrounds are met. In our sys-
tematic review, we searched for healthcare system interventions to recruit or
retain diverse staff.

Effectiveness

• We found insufficient evidence to determine the effectiveness of programs
to recruit and retain staff who reflect the cultural diversity of the commu-
nity served in improving health care.

• Evidence was insufficient because no qualifying studies could be found.
• Insufficient evidence means that we were not able to determine whether or

not the intervention works.

No comparative studies evaluated these programs. Therefore, evidence was
insufficient to determine the effectiveness of healthcare system interventions
to recruit and retain diverse staff.

Because we could not establish the effectiveness of these programs, we did
not examine situations in which such programs would be applicable, infor-
mation about economic efficiency, or possible barriers to implementation.

In conclusion, the Task Force found insufficient evidence to determine the ef-
fectiveness of programs to recruit and retain staff who reflect the cultural di-
versity of the community served in improving health care because no quali-
fying studies were found.

Use of Interpreter Services or Bilingual Providers for Clients with Limited English Proficiency:
Insufficient Evidence to Determine Effectiveness

Clients should be able to understand the nature and purpose of the health-
care services they receive. Accurate, appropriate communication increases
the likelihood of receiving appropriate care, both in terms of the best techni-
cal care for symptoms or conditions and in terms of client preferences. Lan-
guage capacity varies: a person may understand enough English to complete
an intake form, but may need considerable help to understand diagnosis and
treatment options. Or an English-speaking provider may know basic vocabu-
lary or medical terminology in the client’s language, but may lack under-
standing of the cultural nuances that affect the meaning of words or phrases.
In the healthcare setting, non-English-speaking clients can be assisted by
family members, by staff with other primary duties who act as interpreters,
or by professionally trained interpreters (whose training in medical termi-
nology and confidentiality may both prevent communication errors and pro-
tect privacy). Nonverbal communication also should be considered, as it too
may be culturally bound.
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Effectiveness

• We found insufficient evidence to determine the effectiveness of interpreter
services or bilingual providers in improving health care.

• Evidence was insufficient because only one study, with limitations in the
quality of execution, was available.

• Insufficient evidence means that we were not able to determine whether or
not the intervention works.

The findings of our systematic review are based on one study that examined
the effectiveness of using bilingual staff or providers or professionally trained
interpreters.85 One other study did not meet our quality criteria and was
excluded from the review.86 We searched for studies that examined the effec-
tiveness of bilingual providers, bilingual staff members who serve as inter-
preters (in addition to their regular duties), and professionally trained inter-
preters in improving client satisfaction and health status and reducing racial
or ethnic differentials in the use of healthcare services.

The reviewed study, conducted in an urban hospital emergency depart-
ment serving predominantly Latino clients (74%), included subjects who
were predominantly female (64%), between 18 and 60 years of age (92%),
and uninsured (68%). Clients presenting with overt psychiatric illness and
those too ill to complete an interview were not included. The study evaluated
whether or not physicians and clients could use the same language or if an
interpreter (both professionally trained and untrained) was needed. The need
for an interpreter was determined by the physician or nurse. A comparison
group consisted of clients who reported that an interpreter was needed but
not used. Most interpreters (88%) were family members or hospital staff
serving as ad hoc interpreters; only 12% of interpreters were professionally
trained.

Clients who reported that an interpreter was needed but not used were
more likely to be discharged without a follow-up appointment than clients
who were able to communicate directly with their physicians in a common
language (OR � 1.79, 95% CI 1.00–3.23). Similarly, clients who communi-
cated through interpreters were more likely to be discharged without follow-
up appointments than clients with language-concordant physicians (OR �
1.92, 95% CI 1.11–3.33).

The results of this one study provide insufficient evidence to determine if
interpreters or bilingual providers are effective in improving health care.

Because we could not establish the effectiveness of these programs, we did
not examine situations in which such programs would be applicable, infor-
mation about economic efficiency, or possible barriers to implementation.

In conclusion, the Task Force found insufficient evidence to determine the ef-
fectiveness of interpreter services or bilingual providers for clients with lim-
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ited English proficiency in improving health care. Evidence was insufficient
because only one comparative study, with limitations in the quality of exe-
cution, was available.

Cultural Competency Training for Healthcare Providers:
Insufficient Evidence to Determine Effectiveness

A person’s health is shaped by cultural beliefs and experiences that influence
the identification and labeling of symptoms; beliefs about causality, prognosis,
and prevention; and choices among treatment options. Family, social, and cul-
tural networks reinforce these processes. Cultural competence includes the
capacity to identify, understand, and respect the values and beliefs of others.

Cultural competency training is designed to (1) enhance self-awareness of
attitudes towards people of different racial and ethnic groups; (2) improve
care by increasing knowledge about the cultural beliefs and practices, atti-
tudes toward health care, healthcare-seeking behaviors, and burden of vari-
ous diseases in different populations served; and (3) improve skills such as
communication. We searched for studies that examined the effectiveness of
cultural competency training programs for healthcare providers in improving
the outcomes of client satisfaction, racial or ethnic differentials in use and
treatment, and health status measures.

Effectiveness

• We found insufficient evidence to determine the effectiveness of cultural
competency training for healthcare providers in improving health care.

• Evidence was insufficient because only one study, with limitations in the
quality of execution, was available.

• Insufficient evidence means that we were not able to determine whether or
not the intervention works.

The findings of our systematic review are based on one study that examined
the effectiveness of cultural competency training for healthcare professionals
in improving at least one of these outcomes: client satisfaction, racial or eth-
nic differentials in use and treatment, or health status measures.87 Eighty
women, all lower-income African Americans who resided in the community,
sought help at a counseling clinic (in a metropolitan college mental health
center) or were referred by area social services agencies. Counseling staff
(two white and two African-American counselors) had either received four
hours of cultural sensitivity training or had received only usual training.
Those clients who met with counselors who had cultural sensitivity training
reported greater satisfaction with counseling than those who met with coun-
selors in the “usual training” group (standard effect size 1.6, p � .001), inde-
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pendent of the counselor’s race. Further, those clients who met with cultur-
ally sensitive counselors returned for more sessions than did those assigned
to the other counselors (difference of 33%, p � .001).

Although this study’s results were promising, one study with limitations in
the quality of execution is insufficient to determine the effectiveness of cul-
tural competency training in improving client satisfaction or health status, or
in reducing racial and ethnic differences.

Because we could not establish the effectiveness of cultural competency train-
ing, we did not examine situations in which such programs would be appli-
cable, information about economic efficiency, or possible barriers to imple-
mentation.

In conclusion, the Task Force found insufficient evidence to determine the ef-
fectiveness of cultural competency training programs for healthcare provid-
ers in improving health care because only one qualifying study, with limita-
tions in the quality of execution, was available.

Use of Linguistically and Culturally Appropriate Health Education Materials:
Insufficient Evidence to Determine Effectiveness

Culture defines how health information is received, understood, and acted
upon. Language is a powerful transmitter of culture. Nonverbal expression dif-
fers among ethnic groups. Health information messages (i.e., print materials,
videos, television or radio messages) developed for the majority population
may be inaccessible by or unsuitable for other cultural or ethnic groups.

Culturally and linguistically appropriate health education materials are de-
signed to take into account differences in language and nonverbal communi-
cation patterns, and to be sensitive to cultural beliefs and practices.

Effectiveness

• We found insufficient evidence to determine the effectiveness of linguis-
tically and culturally appropriate health education materials in improving
health care.

• Evidence was insufficient because only a small number of studies, with
limitations in the quality of execution, was available.

• Insufficient evidence means that we were not able to determine whether or
not the intervention works.

The findings of our systematic review are based on four studies that evalu-
ated the effectiveness of linguistically and culturally appropriate health edu-
cation materials in improving client satisfaction, racial or ethnic differentials
in use of services or treatment, or health status measures.88–91 Two other stud-
ies did not meet our quality criteria and were excluded from the review.92,93
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All four reviewed studies examined the effectiveness of culturally sensitive
health education videos among African-American or mixed African-American
and Latino populations. Three studies examined HIV knowledge, attitudes, or
behaviors—two among adults and one among adolescents. The remaining
study examined tobacco use knowledge and behavior among adolescents.

The cultural communication techniques used in the videos included race
or ethnic concordance between actors and the target audience, multicultural
messages versus those targeted specifically to African Americans, and simi-
larity in contemporary music and dress between actors and audience. Of the
four studies reviewed, one reported a change in health behavior: African-
American women exposed to a video specifically designed to emphasize cul-
turally relevant values had an 18% increase (p � .01) in self-reported HIV
testing in a two-week period after the intervention. The remaining studies in-
cluded measures of satisfaction with the cultural relevance of the videos. Sig-
nificant positive differences in satisfaction with the educational video and
credibility of content and attractiveness of the announcer were reported. One
study reported no difference in preference for a “rap” format video targeted
to African-American youth over a standard video.

Although these studies showed promising results, the Task Force found
that they did not provide sufficient evidence to determine whether or not lin-
guistically and culturally appropriate health education materials are effective
in improving client satisfaction or health status or in reducing racial or eth-
nic differences in health care.

Because we could not establish the effectiveness of these materials, we did
not examine situations in which their use would be applicable, information
about economic efficiency, or possible barriers to implementation.

In conclusion, the Task Force found insufficient evidence to determine the ef-
fectiveness of interventions to provide linguistically and culturally appropri-
ate health education materials in improving health care, because only a small
number of comparative studies, with limitations in the quality of execution,
were available.

Culturally Specific Healthcare Settings: Insufficient Evidence to Determine Effectiveness

Healthcare settings may raise both linguistic and cultural barriers for ethnic
subgroups, particularly recent immigrants with limited acculturation. People
with limited English language proficiency or who are of a different ethnic
group from local healthcare providers may delay seeking health care. Ethnic
or culturally specific clinics for immigrant populations provide a welcoming
healthcare environment for clients.
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Effectiveness

• We found insufficient evidence to determine the effectiveness of culturally
specific healthcare settings in improving health care.

• Evidence was insufficient because no qualifying studies could be found.
• Insufficient evidence means that we were not able to determine whether or

not the intervention works.

For our systematic review, we searched for studies that evaluated the effec-
tiveness of culturally or ethnically specific clinics and services located within
the community served. No comparative studies evaluated these programs.
Therefore, evidence was insufficient to determine whether or not interven-
tions to deliver services in culturally or ethnically specific settings are effec-
tive in increasing client satisfaction or health status, or in decreasing racial or
ethnic differences in health care.

Because we could not establish the effectiveness of culturally specific health-
care settings, we did not examine situations in which such programs would
be applicable, information about economic efficiency, or possible barriers to
implementation.

In conclusion, the Task Force found insufficient evidence to determine the ef-
fectiveness of culturally specific healthcare settings in improving health care
because no qualifying studies were found.

IMPROVING HEALTH FACTORS IN THE SOCIAL ENVIRONMENT 
THROUGH USE OF THESE RECOMMENDATIONS

In this chapter, the Task Force recommends early childhood development
programs and tenant-based rental assistance programs as ways to improve
community health. 

Interventions that improve children’s opportunities to learn and develop
capacity are particularly important for children in communities disadvan-
taged by high rates of poverty, violence, substance abuse, and physical and
social disorder. Communities can assess the quality and availability of early
childhood development programs in terms of local needs and resources, and
can use the Task Force recommendation to advocate for continued or ex-
panded funding of early childhood development programs. Current levels of
federal and state funding are not adequate to support accessible quality ser-
vices for the number of at-risk children who would benefit from participa-
tion.94 Child health advocates from all disciplines can use this recommenda-
tion to develop testimony for those making policy and funding decisions
about the effectiveness of these programs. Healthcare providers can use the
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recommendation to promote participation in an early childhood development
program as part of well-child care. Public health agencies can use the rec-
ommendation to inform communities about the importance of early child-
hood development opportunities and their long-lasting effects on children’s
well-being and ability to learn.

The Task Force recommendation for use of tenant-based rental assistance
programs can be used by public health agencies in conjunction with local
housing authorities to inform policy makers of the effectiveness of such pro-
grams for increasing family safety in the neighborhood environment.

The Task Force made no recommendations on mixed-income housing devel-
opments or culturally competent health care.

CONCLUSION

This chapter summarizes Task Force conclusions and recommendations on
interventions in the social environment to improve community health. To im-
prove children’s readiness for school and to reduce retention in grade and
placement in special education, the Task Force recommends comprehensive,
center-based, early childhood development programs for low-income chil-
dren. To improve family safety, the Task Force recommends tenant-based
rental assistance programs (voucher programs), which are effective in reduc-
ing individuals’ experience of victimization and neighborhood social disorder.

Details of these reviews have been published14,95 –100 and these articles,
along with additional information about the reviews, are available at www
.thecommunityguide.org/social.

Acknowledgments

This chapter was written by the members of the systematic review development
teams: Laurie M. Anderson, PhD, MPH, Division of Prevention Research and Analytic
Methods (DPRAM), Epidemiology Program Office (EPO), Centers for Disease Control and
Prevention (CDC), Olympia, Washington; Mindy T. Fullilove, MD, Columbia University,
New York, New York and the Task Force on Community Preventive Services; Susan C.
Scrimshaw, PhD, University of Illinois School of Public Health, Chicago and the Task
Force on Community Preventive Services; Jonathan E. Fielding, MD, MPH, MBA, Los
Angeles Department of Health Services, University of California School of Public Health,
Los Angeles, and the Task Force on Community Preventive Services; Jacques Normand,
PhD, National Institute on Drug Abuse, National Institutes of Health, Bethesda, Maryland;
Carolynne Shinn, MS, DPRAM/EPO/CDC, Olympia; Joseph St. Charles, MPA, DPRAM/
EPO/CDC, Olympia.

Consultants for all topics were: Regina M. Benjamin, MD, MBA, Bayou La Batre Rural
Health Clinic, Bayou La Batre, Alabama; David Chavis, PhD, Association for the Study
and Development of Community, Gaithersburg, Maryland; Shelly Cooper-Ashford, Cen-

134 Risk Behaviors and Environmental Challenges



ter for Multicultural Health, Seattle, Washington; Leonard J. Duhl, MD, School of Pub-
lic Health, University of California, Berkeley; Ruth Enid-Zambrana, PhD, Department of
Women’s Studies, University of Maryland, College Park; Stephen B. Fawcette, PhD, Work
Group on Health Promotion and Community Development, University of Kansas,
Lawrence; Nicholas Freudenberg, DrPH, Urban Public Health, Hunter College, City Uni-
versity of New York, New York; Douglas Greenwell, PhD, The Atlanta Project, Atlanta,
Georgia; Robert A. Hahn, PhD, MPH, DPRAM/EPO/CDC, Atlanta, Georgia; Camara P.
Jones, MD, PhD, MPH, National Center for Chronic Disease Prevention and Health
Promotion (NCCDPHP), CDC, Atlanta; Joan Kraft, PhD, NCCDPHP/CDC, Atlanta;
Nancy Krieger, PhD, School of Public Health, Harvard University, Cambridge, Massa-
chusetts; Robert S. Lawrence, MD, Bloomberg School of Public Health, Johns Hopkins
University, Baltimore, Maryland; David V. McQueen, NCCDPHP/CDC, Atlanta; Jesus
Ramirez-Valles, PhD, MPH, School of Public Health, University of Illinois, Chicago;
Robert Sampson, PhD, Social Sciences Division, University of Chicago, Chicago, Illinois;
Leonard S. Syme, PhD, School of Public Health, University of California, Berkeley; David
R. Williams, PhD, Institute for Social Research, University of Michigan, Ann Arbor.

Articles included in the reviews were abstracted by: Kim Danforth, MPH; Maya
Tholandi, MPH; Carolynne Shinn, MS; Garth Kruger, MA; Michelle Weiner, PhD; Jessie
Satia, PhD; and Kathy O’Connor, MD, MPH.

References

1. Daniels N, Kennedy B, Kawachi I. Is inequality bad for our health? Boston: Bea-
con Press, 2000.

2. Evans RG, Barer ML, Marmor TR. Why are some people healthy and others not?
The determinants of health of populations. New York: A. de Gruyter, 1994.

3. Institute of Medicine (U.S.), Committee on Health and Behavior: Research Prac-
tice and Policy. Health and behavior: the interplay of biological, behavioral, and societal
influences. Smedley BD, Syme SL, eds. Washington, DC: National Academy Press, 2001.

4. Anderson L, Fullilove M, Scrimshaw S, et al. A framework for evidence-based re-
views of interventions for supportive social environments. Ann N Y Acad Sci 1999;896:
487–9.

5. Link BG, Phelan J. Social conditions as fundamental causes of disease. J Health
Soc Behav 1995;Spec No:80–94.

6. Elliot M. The stress process in neighborhood context. Health Place 2000;6:287–99.
7. Singer B, Ryff CD. Hierarchies of life histories and associated health risks. Ann

N Y Acad Sci 1999;896:96–115.
8. McEwen BS. From molecules to mind. Stress, individual differences, and the so-

cial environment. Ann N Y Acad Sci 2001;935:42–9.
9. U.S. Department of Health and Human Services. Healthy people 2010. 2nd edi-

tion. Washington, DC: U.S. Government Printing Office, 2000.
10. U.S. Department of Education. National education goals. Available at: http://

www.ed.gov/legislation/GOALS2000/TheAct/sec102.html. Accessed July 19, 2002.
11. Institute of Medicine (U.S.), Committee on Capitalizing on Social Science and Be-

havioral Research to Improve the Public’s Health, Division of Health Promotion and Dis-
ease Prevention. Promoting health: intervention strategies from social and behavioral
research. Smedley BD, Syme SL, eds. Washington, DC: National Academy Press, 2001.

The Social Environment 135



12. U.S. Department of Housing and Urban Development. FY 2000-FY 2006 strategic
plan. Available at: http://www.hud.gov/reform/strategicplan.pdf. Accessed June 20, 2002.

13. U.S. Department of Health and Human Services, Office of Minority Health. Na-
tional standards for culturally and linguistically appropriate services in health care: final
report. Available at: http://www.omhrc.gov/clas/. Accessed August 20, 2002.

14. Anderson LM, Fielding JE, Fullilove M, Scrimshaw SC, Carande-Kulis VG, Task
Force on Community Preventive Services. Methods for conducting systematic reviews of
the evidence of effectiveness and economic efficiency of interventions to promote
healthy social environments. Am J Prev Med 2003;24(3S):25–31.

15. Levine MD. Neurodevelopmental dysfunction in the school-aged child. In: Nel-
son WE, Behrman RE, Kliegman RM, Arvin AM, eds. Nelson textbook of pediatrics.
Philadelphia, PA: W.B. Saunders, 1996:100–7.

16. Income, socioeconomic status and health. Auerbach JA, Krimgold BK, eds. Wash-
ington, DC: National Policy Association, 2001.

17. Yeung WJ, Linver MR, Brooks-Gunn J. How money matters for young children’s
development: parental investment and family processes. Child Dev 2002;73(6):1861–79.

18. Power C, Hertzman C. Health, wellbeing and coping skills. In: Keating DP, Hertz-
man C, eds. Developmental health and the wealth of nations: social, biological, and edu-
cational dynamics. New York: Guilford Press, 1999:41–54.

19. Board on Children, Youth, and Families, Committee on Integrating the Science of
Early Childhood Development. From neurons to neighborhoods: the science of early
child development. Shonkoff JP, Phillips D, eds. Washington, DC: National Academy
Press, 2000.

20. Barnett WS, Frede EC, Mobasher H, Mohr P. The efficacy of public preschool pro-
grams and the relationship of program quality to efficacy. Educ Eval Policy Anal 1987;
10(1):37– 49.

21. Bee CK. A longitudinal study to determine if Head Start has lasting effects on
school achievement. Unpublished doctoral dissertation: University of South Dakota, 1981.

22. Berrueta-Clement JR, Schweinhart LJ, Barnett WS, Epstein AS, Weikart DP.
Changed lives: The effects of the Perry Preschool Program on youths through age 19.
Ypsilanti, MI: High/Scope Press, 1984.

23. Bryant D, Bernier K, Taylor K, Maxwell K. The effects of Smart Start child care on
kindergarten entry skills. North Carolina University, 1998. ERIC Document # ED 423 068.

24. Campbell FA, Ramey CT. Effects of early intervention on intellectual and aca-
demic achievement: a follow-up study of children from low-income families. Child Dev
1994;65:684 –98.

25. Campbell FA, Ramey CT. Cognitive and school outcomes for high-risk African-
American students at middle adolescence: positive effects of early intervention. Am
Educ Res J 1995;32(4):743–72.

26. Copple CE, Cline MG, Smith AN. Path to the future: long-term effects of Head
Start in the Philadelphia school district. Washington, DC: U.S. Department of Health and
Human Services, Office of Human Development Services, Administration for Children,
Youth and Families, Head Start Bureau, 1987.

27. Eisenberg L, Conners C. The effect of Headstart on developmental processes.
Washington, DC: Department of Health, Education and Welfare, Office of Economic Op-
portunity, 1966. OEO-510.

136 Risk Behaviors and Environmental Challenges



28. Howard JL, Plant WT. Psychometric evaluation of an Operation Headstart pro-
gram. J Genet Psychol 1967;111:281–8.

29. Lazar I, Darlington R. Lasting effects of early education: a report from the Con-
sortium for Longitudinal Studies. Horowitz F, ed. Chicago: University of Chicago Press,
Monographs of the Society for Research in Child Development, 1982: Serial No. 195, Vol.
47, Nos. 2–3.

30. Lee VE, Brooks-Gunn J, Schnur E. Does Head Start work? A 1-year follow-up com-
parison of disadvantaged children attending Head Start, no preschool, and other pre-
school programs. Dev Psychol 1988;24(2):210–22.

31. Lee VE, Brooks-Gunn J, Schnur E, Liaw F. Are Head Start effects sustained? A lon-
gitudinal follow-up comparison of disadvantaged children attending Head Start, no pre-
school, and other preschool programs. Child Dev 1990;61(2):495–507.

32. Ramey CT, Campbell FA. Poverty, early childhood education and academic com-
petence: the Abecedarian experiment. In: Huston A, ed. Children in poverty: child de-
velopment and public policy. New York: Cambridge University Press, 1991:190–221.

33. Schweinhart LJ, Weikart DP, Larner MB. Consequences of three preschool cur-
riculum models through age 15. Early Child Res Q 1986;1:15– 45.

34. Schweinhart LJ, Barnes HV, Weikart DP. Significant benefits: the High/Scope
Perry Preschool study through age 27. Ypsilanti, MI: High/Scope Press, 1993.

35. Sontag M, Sella A, Thorndike R. The effect of Head Start training on the cogni-
tive growth of disadvantaged children. J Educ Res 1969;62(9):387–9.

36. Zigler E, Abelson W, Trickett P, Seitz V. Is an intervention program necessary in order
to improve economically disadvantaged children’s IQ scores? Child Dev 1982;53:340–8.

37. Malakoff ME, Underhill JM, Zigler E. Influence of inner-city environment and Head
Start experience on effectance motivation. Am J Orthopsychiatry 1998;68(4):630–8.

38. Sklerov AJ. The effect of preschool experience on the cognitive style of reflectivity-
impulsivity of disadvantaged children. Grad Res Educ Relat Discip 1974;7(2):77–91.

39. Hale BA, Seitz V, Zigler E. Health services and Head Start: a forgotten formula. 
J Appl Dev Psychol 1990;11:447–58.

40. Oyemade UJ, Washington V, Gullo DF. The relationship between Head Start
parental involvement and the economic and social self-sufficiency of Head Start fami-
lies. J Negro Educ 1989;58(1):5–15.

41. Barnett WS. Lives in the balance: age-27 benefit-cost analysis of the High/Scope
Perry Preschool Program. Ypsilanti, MI: High/Scope Press, 1996.

42. Goering J, Stebbins H, Siewert M. Promoting housing choice in HUD’s rental as-
sistance programs. Washington, DC: U.S. Department of Housing and Urban Develop-
ment, 1995.

43. Maney B, Crowley S. Scarcity and success: perspectives on assisted housing.
Washington, DC: National Low Income Housing Coalition, 1999.

44. Peterson G, Williams K. Housing mobility: what has it accomplished and what is
its promise? Washington, DC: The Urban Institute, 1994.

45. Abt Associates. Participation and benefits in the urban Section 8 program: new
construction and existing housing (2 vols.). Cambridge, MA: Abt Associates Inc., 1981.

46. Atkinson R, Hamilton W, Myers D. Economic and racial/ethnic concentration in
the housing allowance demand experiment. Cambridge, MA: Abt Associates Inc, 1980.

47. Katz LF, Kling JR, Liebman JB. Moving to Opportunity in Boston: early results of

The Social Environment 137



a randomized mobility experiment. Working Paper No. 441. Available at: http://www
.wws.princeton.edu/~kling/mto/. Accessed July 12, 2002.

48. Katz LF, Kling JR, Liebman JB. The early impacts of Moving to Opportunity in
Boston: final report to the U.S. Department of Housing and Urban Development. Avail-
able at: http://www.wws.princeton.edu/~kling/mto/. Accessed June 20, 2002.

49. Kaufman JE. Low-income black youth in white suburbs: education and employ-
ment outcomes. PhD dissertation, Northwestern University, 1991.

50. Kennedy SD. Housing Allowance Demand Experiment: final report. Cambridge,
MA: Abt Associates Inc., 1980.

51. Kennedy SD, Finkel M. Section 8 rental voucher and rental certificate utilization
study: final report. Washington, DC: U.S. Department of Housing and Urban Develop-
ment, 1994.

52. Leger ML, Kennedy SD. Final comprehensive report of the freestanding housing
voucher demonstration (2 vols). Cambridge, MA: Abt Associates Inc., 1990.

53. Leventhal T, Brooks-Gunn J. Moving to Opportunity: what about the kids? Avail-
able at: http://www.wws.princeton.edu/~kling/mto/. Accessed June 20, 2002.

54. Ludwig J, Duncan GJ, Pinkston JC. Neighborhood effects on economic self-
sufficiency: evidence from a randomized housing-mobility experiment. Available at:
http://www.wws.princeton.edu/~kling/mto/. Accessed July 12, 2002.

55. Ludwig J, Duncan GJ, Hirschfield P. Urban poverty and juvenile crime: evidence
from a randomized housing-mobility experiment. JCPR Working Paper 158. Available at:
http://www.jcpr.org/wp/wpprofile.cfm?id�162. Accessed July 12, 2002.

56. Meaden PM. Social integration and self-esteem outcomes among low-income
black adolescents in middle-class white suburbs. PhD dissertation, Northwestern Uni-
versity, 1993.

57. Peroff KA, Davis CL, Jones R, Curtin RT, Marans RW. Gautreaux housing demon-
stration: an evaluation of its impact on participating households. U.S. Department of
Housing and Urban Development, Office of Policy Development and Research, Division
of Policy Studies, 1979.

58. Pettit B, McLanahan S, Hanratty M. Moving to Opportunity: benefits and hidden
costs. Working Paper 98–11. Available at: http://www.wws.princeton.edu/~kling/mto/.
Accessed June 20, 2002.

59. Popkin S, Rosenbaum J, Meaden P. Labor market experiences of low-income
black women in middle-class suburbs: evidence from a survey of Gautreaux program
participants. J Policy Anal Manage 1993;12(3):556–73.

60. Rosenbaum E, Harris LE. Low-income families in their new neighborhoods: the
short-term effects of moving from Chicago’s public housing. Available at: http://www
.wws.princeton.edu/~kling/mto/chicago.htm#Chi3. Accessed June 20, 2002.

61. Rosenbaum E, Harris LE. Residential mobility and opportunities: early impacts of
the Moving to Opportunity demonstration program in Chicago. Available at: http://www
.wws.princeton.edu/~kling/mto/. Accessed June 20, 2002.

62. Rosenbaum J, Popkin SJ. Economic and social impacts of housing integration.
Evanston, IL: Northwestern University Press, 1990.

63. Rosenbaum JE, Kulieke MJ, Rubinowitz LS. Low-income black children in white
suburban schools: a study of school and student responses. J Negro Educ 1987;56(1):
35– 43.

64. Rosenbaum JE, Popkin SJ. Employment and earnings of low-income blacks who

138 Risk Behaviors and Environmental Challenges



move to middle-class suburbs. In: Jencks C, Peterson PE, eds. The urban underclass.
Washington, DC: The Brookings Institution, 1991:342–56.

65. Rosenbaum JE, Popkin SJ, Kaufman JE, Rusin J. Social integration of low-income
black adults in middle-class white suburbs. Soc Probl 1991;38(4):448–61.

66. Rusin-White J. Self-efficacy, residential integration and attainment in Gautreaux
families: a longitudinal study. PhD dissertation, Northwestern University, 1993.

67. Solomon AP, Fenton CG. The nation’s first experience with housing allowances:
the Kansas City demonstration. Working Paper No. 23. Cambridge, MA: Joint Center for
Urban Studies of M.I.T. and Harvard University, 1973.

68. Gazmararian JA, Baker DW, Williams MV, et al. Health literacy among Medicare
enrollees in a managed care organization. JAMA 1999;281(6):545–51.

69. Weinick RM, Krauss NA. Racial and ethnic differences in children’s access to care.
Am J Public Health 2000;90(11):1771– 4.

70. Woloshin S, Bickell N, Shwartz L, Gany F, Welch G. Language barriers in medi-
cine in the United States. JAMA 1995;273(9):724 –8.

71. Brach C, Fraser I. Can cultural competency reduce racial and ethnic disparities?
A review and conceptual model. Med Care Res Rev 2000;57(suppl 1):181–217.

72. Schmidley AD. Profile of the foreign-born population in the United States: 2000.
U.S. Census Bureau, Current Population Reports, Series P23–206. Washington, DC: U.S.
Government Printing Office, 2001.

73. Institute of Medicine Board on Health Sciences Policy. Unequal treatment: con-
fronting racial and ethnic disparities in healthcare. Smedley BD, Stith AY, Nelson AR,
eds. Washington, DC: National Academy Press, 2002.

74. Geiger JH. Racial stereotyping and medicine: the need for cultural competence.
Can Med Assoc J 2001;164(12):1699–700.

75. Giles WH, Anda RF, Casper ML, Esconbedo LG, Taylor HA. Race and sex differ-
ences in rates of invasive cardiac procedures in U.S. hospitals. Data from the National
Hospital Discharge Survey. Arch Intern Med 1995;155:318–24.

76. Shiefer SE, Escarce JJ, Schulman KA. Race and sex differences in the management
of coronary artery disease. Am Heart J 2000;139:848–57.

77. Todd KH, Samaroo N, Hoffman JR. Ethnicity as a risk factor for inadequate emer-
gency department analgesia. JAMA 1993;269:1537–9.

78. Bach PB, Cramer LD, Warren JL, Begg CB. Racial differences in the treatment of
early-stage lung cancer. N Engl J Med 1999;341:1198–205.

79. Young AS, Klap R, Sherbourne CD, Wells KB. The quality of care for depressive
and anxiety disorders in the United States. Arch Gen Psychiatry 2001;58:55–61.

80. Sambamoorthi U, Moynihan PJ, McSpiritt E, Crystal S. Use of protease inhibitors
and non-nucleoside reverse transcriptase inhibitors among Medicaid beneficiaries with
AIDS. Am J Public Health 2001;91:1474 –81.

81. LaVeist TA, Nickerson KJ, Bowie JV. Attitudes about racism, medical mistrust and
satisfaction with care among African American and white cardiac patients. Med Care
Res Rev 2000;57(suppl 1):146–61.

82. Lillie-Blanton M, Brodie M, Rowland D, Altman D, McIntosh M. Race, ethnicity
and the health care system: public perceptions and experiences. Med Care Res Rev 2000;
57(1):218–35.

83. O’Malley AS, Forrest CB, Mandelblatt J. Adherence of low-income women to can-
cer screening recommendations. J Gen Intern Med 2002;17(2):144 –54.

The Social Environment 139



84. Ong LM, de Haes JC, Hoos AM, Lammes FB. Doctor-patient communication: a
review of the literature. Soc Sci Med 1995;40(7):903–18.

85. Sarver J, Baker D. Effect of language barriers on follow-up appointments after
an emergency department visit. J Intern Med 2000;15(4):256–64.

86. Enguidanos ER, Rosen P. Language as a factor affecting follow-up compliance
from an emergency department. J Emerg Med 1997;15(1):9–12.

87. Wade P, Bernstein B. Culture sensitivity training and counselor’s race: effects on
black female client’s perceptions and attrition. J Couns Psychol 1991;38(1):9–15.

88. Herek GM, Gillis JR, Glunt EK, Lewis J, Welton D, Capitanio JP. Culturally sen-
sitive AIDS educational videos for African American audiences: effects of source, mes-
sage, receiver, and context. Am J Community Psychol 1998;26(5):705– 43.

89. Kalichman SC, Kelly JA, Hunter TL, Murphy DA, Tyler R. Culturally tailored HIV-
AIDS risk-reduction messages targeted to African American urban women: impact on
risk sensitization and risk reduction. J Consult Clin Psychol 1993;61(2):291–5.

90. Stevenson HC, Davis G. Impact of culturally sensitive AIDS video education on
the AIDS risk knowledge of African-American adolescents. AIDS Educ Prev 1994;6(1):
40–52.

91. Sussman S, Parker VC, Lopes C, Crippens DL, Elder P, Scholl D. Empirical de-
velopment of brief smoking prevention videotapes which target African-American ado-
lescents. Int J Addict 1995;30(9):1141–64.

92. Stevenson HC, Gay KM, Josar L. Culturally sensitive AIDS education and per-
ceived AIDS risk knowledge: reaching the “know-it-all” teenager. AIDS Educ Prev 1995;
7(2):134 – 44.

93. Lavizzo-Mourey R, Smith V, Sims R, Taylor L. Hearing loss: an educational and
screening program for African-American and Latino elderly. J Natl Med Assoc 1994;
86(1):53–9.

94. Shumacher R, Greenberg M, Lombardi J. State initiatives to promote early learn-
ing: next steps in coordinating subsidized child care, Head Start, and state kindergarten.
Policy brief. Washington, DC: Center for Law and Social Policy, 2001.

95. Centers for Disease Control and Prevention. Community interventions to promote
healthy social environments: early childhood development and family housing. A report
on recommendations of the Task Force on Community Preventive Services. MMWR 2002;
51(RR-1):1–8.

96. Anderson LM, Scrimshaw SC, Fullilove MT, Fielding JE, Task Force on Commu-
nity Preventive Services. The Community Guide’s model for linking the social environ-
ment to health. Am J Prev Med 2003;24(3S):12–20.

97. Task Force on Community Preventive Services. Recommendations to promote
healthy social environments. Am J Prev Med 2003;24(3S):21– 4.

98. Anderson LM, Shinn C, Fullilove MT, et al. The effectiveness of early childhood
development programs: a systematic review. Am J Prev Med 2003;24(3S):32– 46.

99. Anderson LM, St Charles J, Fullilove MT, et al. Providing affordable family hous-
ing and reducing residential segregation by income: a systematic review. Am J Prev Med
2003;24(3S):47–67.

100. Anderson LM, Scrimshaw SC, Fullilove MT, Fielding JE, Normand J, Task Force
on Community Preventive Services. Culturally competent healthcare systems: a system-
atic review. Am J Prev Med 2003;24(3S):68–79.

140 Risk Behaviors and Environmental Challenges


