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1. Introduction

The earliest years of our lives are crucial in many ways, including how they set us
on paths leading toward—or away from—good health. Family income, education,
and neighborhood resources and other social and economic factors affect health at
every stage of life, but the effects on young children are particularly dramatic. While
all parents want the best for their children, not all parents have the same resources
to help their children grow up healthy. Parents’ education and income levels can
i create—or limit—their opportunities to provide their children with nurturing and

Th e earl lest years stimulating environments and to adopt healthy behaviors for their children to model.

Of our | iveS set us These opportunities and obstacles, along with their health impacts, accumulate over
time and can be transmitted across generations as children grow up and become

on p at h S | ead | N g parents themselves.

toward—or away As noted in an earlier Robert Wood Johnson Foundation report *, a large body of
evidence now ties experiences in early childhood with health throughout life,
fro M—ygoo d particularly in adulthood. Strong evidence also demonstrates that it is possible to
h ealth turn vicious cycles into paths to health, by intervening early. Although effects of
- early childhood interventions are greatest for children who are at greatest social and

economic disadvantage, children in families of all socioeconomic levels experience
benefits from early childhood programs that translate into improved development
and health.
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A CYCLE OF OPPORTUNITY
FAMILY
HEALTH AND OR OBSTACLES
WELL-BEING

Figure 1. A cycle of opportunity or obstacles. At every stage of our lives, social
advantage—or disadvantage—is linked to health. Social and health advantage or
disadvantage accumulates over time, creating favorable opportunities or daunting obstacles to
health. Opportunities or obstacles play out across individuals’ lifetimes and across
generations. Intervening early in life can interrupt a vicious cycle, transforming it into a path to
health for all children and leading to a healthy and productive adult workforce. Improving early
childhood social circumstances is one of the most effective ways for a society to achieve its
health potential.





R ROBERT WOOD JOHNSON FOUNDATION
» Commission to Build a Healthier America

By kindergarten
or even earlier,
children in both
lower-income and
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families are at a
developmental
disadvantage
compared with
children in the
most affluent
families.
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2. How do social and economic conditions early in life shape
children’s health and development, thus shaping adult
health?

Children’s social and economic conditions have direct effects on health

The association between socioeconomic factors and child health is evident from
birth, as children born to mothers with low income and educational levels are more
likely to be premature or of low birth weight; these birth outcomes are strong
predictors of infant survival and also of health across the entire life course. In
addition, it is widely recognized that factors such as nutrition, housing quality, and
household and community safety—all linked with family resources—are strongly
linked with child health. Research shows that children’s nutrition varies with
parents’ income and education and can have lasting effects on health throughout
life; for example, inadequate nutrition is linked with obesity during childhood, which
in turn is a strong predictor of adult obesity and its accompanying risks of chronic
disease, disability, and shortened life. Similarly, children exposed to lead-based
paint, most commonly found in lower-income neighborhoods, are more likely to
suffer from lead-poisoning that can lead to irreversible neurologic damage.

Social and economic conditions also affect children’s development

A large body of research also has shown that experiences in early childhood affect
children’s brain, cognitive, and behavioral development. Scientific advances in
recent decades have demonstrated how social experiences in the first few years of
life shape infants’ and toddlers’ development, creating physiological as well as
behavioral foundations—adverse or favorable—for health throughout life. Studies
tracking children’s development have documented environmental factors and
interactions of parents and other caregivers with children while measuring cognitive,
behavioral and physical development and in some cases physical health; some of
these studies have followed children into adulthood. The results consistently link
children’s development with social and economic advantages and disadvantages in
the home environments of young children. Neighborhood conditions—such as
safety, presence of parks and playgrounds, and access to fresh produce—can have
a significant impact as well.

Parents’ social and economic resources can affect the quality and stability of their
relationships with their infants, and parent-infant relationships affect children’s
emotional development and the cognitive stimulation they receive. Maternal
depression, which can inhibit mother-infant bonding, is more prevalent among low-
income mothers than among those with higher incomes 2, Higher income and/or
educational attainment among parents are associated with more stimulation of and
response to infants and young children, which is directly linked to brain
development %, The effect of family socioeconomic circumstances on children’s
language development is evident as early as 18 months; children in families of
middle as well as low socioeconomic status are at a disadvantage compared with
their better-off counterparts *. Results of the Early Childhood Longitudinal Study —
Kindergarten Cohort (ECLS-K), a national sample of children entering kindergarten,
showed that family income is associated with children having the academic and
social skills necessary for kindergarten. Compared to children in the highest-income
families, children in the lowest-income families were least likely to have the needed
skills, but children in middle-class families also performed less well, both socially
and academically, than those at the top °,

The links between social and economic conditions and children’s development may
be explained in part by educational differences in parents’ awareness of early
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Brain, cognitive,
and behavioral
development
early in life are
strongly linked to
an array of
Important health
outcomes later in
life, including
cardiovascular
disease and
stroke,
hypertension,
diabetes, obesity,
smoking, drug
use, and
depression.

childhood developmental needs. Research also shows, however, that higher
income generally means lower levels of chronic stress in the home, as well as
greater resources to cope with stressors—both of which enable parents to interact
more often and more favorably with their children.

Children’s development shapes social and economic well-being throughout
life

The first few years of life are crucial in establishing the path—including the
opportunities and obstacles along the way—that a child will follow to social and
economic well-being in adulthood. Particularly without intervention, the gaps in
academic and cognitive skills that are apparent when children enter school
generally do not close. In fact, these gaps can grow even larger as disadvantaged
children progress more slowly than children from higher-income and better-
educated families. ECLS-K study results showed that children at higher social risk
had lower reading and math scores in kindergarten and also experienced smaller
gains in both these areas by the end of third grade than children with fewer family
risk factors ®. Poor academic performance is linked to subsequently dropping out of
high school, lower educational attainment, delinquency and unemployment later in
life.

Children’s development shapes health throughout life

How a child develops shapes his or her health as an adult. A large body of
research has consistently shown that brain, cognitive, and behavioral development
early in life are strongly linked to an array of important health outcomes later in life,
including cardiovascular disease and stroke, hypertension, diabetes, obesity,
smoking, drug use, and depression—conditions that account for a major portion of
preventable morbidity and premature mortality in the United States. The links
between children’s development and adult health may involve “connecting the dots”
through effects on important social outcomes including educational attainment
and/or on health-related behaviors, but in some cases they may be more direct. For
example, the chronic stress generally associated with families having very limited
socioeconomic resources can affect children’s bodies in ways that lead to lifelong
cognitive limitations and behavioral problems as well as poor physical and mental
health. Physiologic effects of chronic stress in early childhood have been linked
with depression, anxiety, diabetes, cardiovascular disease and stroke later in life .

3. How strong is the evidence connecting early childhood
development programs with health?

There is very strong evidence that social disadvantages experienced in childhood
can limit children’s opportunities for health throughout life. At the same time,
however, there also is strong evidence that it is possible to intervene in early
childhood, breaking the vicious cycle (from social disadvantage to health
disadvantage to more social disadvantage, etc). Knowledge accumulated over the
past 40 years supports the conclusion that children who participate in high-quality
early childhood development (ECD) programs experience a range of immediate and
long term health benefits. These health benefits are in addition to cognitive gains
and better academic achievement measured in the short term and lower rates of
delinquency and arrests later in adolescence—which themselves have strong health
effects. The impact appears universal but is particularly great for socially
disadvantaged children, for whom early child care, education, and family support
programs can act as buffers, providing stability and stimulation to the children and
strengthening parents’ ability to meet children’s developmental needs at home.
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has been asked
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the affirmative
iInnumerable
times.”
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Table 1 briefly describes several of the most well known and well evaluated early
child development programs in the U.S.; it also notes estimates of the programs’
potential impact in monetary terms. Table 2 summarizes results of studies of these
programs, giving an overview of the range of important health and health-related
outcomes that have been demonstrated in association with them 8. Studies of early
child development (ECD) interventions provide strong evidence that ECD programs
(a) directly affect health and health care; and (b) indirectly affect health by affecting
multiple social outcomes with well-established health consequences.

The evidence linking early childhood experiences with health
Relevant studies can be divided into two major categories: (1) studies of child
development and its health consequences, showing that early childhood
experiences affect health indirectly by affecting children’s mental, behavioral and
physical development; and (2) studies of early child development (ECD)
interventions, which provide strong evidence that ECD programs: (a) directly
affect health and health care; and (b) indirectly affect health by affecting social
outcomes with well-established health consequences.

1. Studies of early childhood experience and its links with health: research
findings have consistently shown that (a) social experiences in early
childhood are linked to brain, cognitive, and behavioral development;
and (b) brain, cognitive, and behavioral development are in turn
strongly linked--often through effects on educational attainment—to
an array of important health outcomes, particularly later in life. Examples
of adult health outcomes linked to early child development by connecting
the dots between these two bodies of knowledge include cardiovascular
disease and stroke, hypertension, diabetes, obesity, smoking, drug use,
and depression; these conditions account for a major portion of preventable
morbidity and premature mortality in the United States.

2. Studies of ECD programs (see Table 2):

a) Findings from observational and experimental studies provide evidence
of direct links between particular ECD programs and important
health and health care outcomes. The evidence linking ECD
programs directly to health outcomes is less extensive than for social
outcomes, but it is important to note that the health effects of
interventions in early childhood often do not manifest until middle or
later adulthood and few evaluations have followed subjects for several
decades. Despite this limitation, health outcomes directly linked with
ECD programs have been documented, including child injuries, child
abuse/maltreatment, depressive symptoms, and health-promoting and
health-damaging behaviors such as improved eating habits and
hygiene and reduced use of marijuana. Many studies have directly
linked particular ECD interventions with optimal use of health
services, including health screenings, childhood immunizations, fewer
hospital days, and fewer emergency room visits.

b) Experimental and observational studies indirectly link particular ECD
interventions with health outcomes by demonstrating their impact
on social outcomes that have well-established and important
health consequences. These outcomes include, for example, teen
pregnancy, cognitive development, school performance, 1Q, placement
in special education, and/or educational attainment, employment (of the
child’s mother and of the child in adulthood), income, delinquency, and
criminal behavior/arrests/incarceration.
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4. Successful early childhood development programs often have

been multi-faceted. Do we know what specific components
work?

A report issued by the Institute of Medicine (IOM) in 2000 concluded that “the
general question of whether early childhood programs can make a difference has
been asked and answered in the affirmative innumerable times.” The questions in
need of investigation are about the most effective and efficient ways of intervening
in early childhood, especially, according to the IOM report, among “children and
families who face differential opportunities and vulnerabilities °.”

There is wide consensus that key elements of ECD programs include early
education and stimulation for preschool children along with support and training for
parents and caregivers to improve children’s experiences at home and in the
community. Some studies have concluded that programs need to be sustained over
multiple years to have lasting effects. Highly trained and responsive caregivers,
small class sizes with low child-teacher ratios, safe and adequate physical
environments, and age-appropriate activities focused on enhancing the cognitive
and socio-emotional development of the child are often cited as hallmarks of high-
quality child development and day care centers.

Some of the well-evaluated ECD programs have provided a range of services to
parents and families in addition to education and stimulation for the children. The
Perry Preschool and the Chicago Child-Parent Centers programs tried to improve
the parent-child relationship and increase parental involvement in the child’s
education through parental education and participation. The Nurse-Family
Partnership and Parents as Teachers provide parent training and supportive
guidance with the goal of increasing parents’ self-efficacy and life skills. Head Start
and the Carolina Abecedarian Project have provided health care, nutrition, and
social services to participants and their parents. In addition to child care and early
education, a range of policies and programmatic interventions can support the
healthy development of infants and young children. They include work-based
income supplements for the working poor, paid maternity and parental leave,
workplace policies promoting and supporting breastfeeding, periodic developmental
screening and follow-up services, and environmental protection policies.

5. Investing in early child development to achieve America’s
health and economic potential

Several national business organizations—including the Committee for Economic
Development (CED), PNC Financial Services Group, and the Business
Roundtable—as well as Nobel Prize-winning economist James J. Heckman and
economists Arthur Rolnick and Rob Grunewald of the Federal Reserve Bank of
Minneapolis have called for universal early childhood development programs as a
wise financial investment in the future U.S. workforce *°.

A larger investment in early child development would benefit the overall economy of
the United States. Children who participate in ECD programs are more likely to have
the necessary skills—such as abstract reasoning, problem solving and
communication—to meet the demands of tomorrow’s work force. A cost-benefit
analysis of the Perry Preschool program estimated that approximately 80% of the
monetary benefits of the program are benefits to the general public, with the
remaining 20% accruing to the individual children and/or the adults they will

become **. Children who participate in ECD programs are more likely to be healthy,
have higher earnings, and are less likely to commit crime and receive public
assistance. These benefits translate into tremendous savings for society.
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Based on current knowledge, it is reasonable to expect large returns—in human and
economic terms—on investment in high-quality early child development programs;
at the same time, we must realize that this is a long-term investment, with benefits
that may not be measurable for years. If we can, however, take the long view,
current knowledge tells us that investing in improving children’s development at the
beginning of life is probably the most effective strategy for realizing the health
potential of all Americans.

About the Robert Wood Johnson Foundation

The Robert Wood Johnson Foundation focuses on the pressing health and health
care issues facing our country. As the nation's largest philanthropy devoted
exclusively to improving the health and health care of all Americans, the Foundation
works with a diverse group of organizations and individuals to identify solutions and
achieve comprehensive, meaningful and timely change. For more than 35 years the
Foundation has brought experience, commitment, and a rigorous, balanced
approach to the problems that affect the health and health care of those it serves.
When it comes to helping Americans lead healthier lives and get the care they need,
the Foundation expects to make a difference in your lifetime.

About the Commission to Build a Healthier America

The Robert Wood Johnson Foundation Commission to Build a Healthier America is
a national, independent, non-partisan group of leaders that will raise visibility of the
many factors that influence health, examine innovative interventions that are making
a real difference at the local level and in the private sector, and identify specific,
feasible steps to improve Americans’ health.
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Table 1: What are the components of promising early childhood development programs?
And what do we know about their economic impact?

Program

Description

Dollars saved for every dollar spent on early
childhood development*

Nurse-Family Partnership

Intensive home-visiting program providing medical and psychosocial service beginning
during pregnancy and continuing 2 years postpartum for first-time mothers who are
generally young, unmarried and/or of low socioeconomic status.

Participants were followed to age 15:
Overall sample: $2.88 saved for every $1 spent
e Higher-risk sample (both unmarried and low
income/education): $5.70 for every $1 spent
e Lower-risk sample (unmarried or low
income/education but generally not both): $1.26
for every $1 spent

Early Head Start

Federally funded community-based program for low-income pregnant women and families
with children up to age 3. Provides family and child development services using a range of
strategies (variable across sites) such as home visiting, parenting education, child care,
health care and family support.

Not available

Carolina Abecedarian
Project

Center-based program operating from 1972-1985 for infants at high-risk for developmental
delays and school failure. Emphasized language development. Pre-school and
elementary school components. Health, nutrition and social services.

Participants were followed to age 21:
$3.23 saved for every $1 spent

High/Scope Perry Preschool
Project

Center-based early childhood education for low-income, African-American pre-schoolers
with low 1Q scores. Conducted in Ypsilanti, Ml from 1962-1967. Participatory learning
approach. Daily classroom sessions emphasized learning through active and direct child-
initiated experiences. Weekly home visits to strengthen the parent-child relationship and
increase parent involvement in the child’s education.

Participants were followed to age 27:
$5.15 to $8.74 saved for every $1 spent, (depending
on how crime costs were calculated)

Participants were followed to age 40:
$17.07 saved for every $1 spent

Chicago Child-Parent Center
Program

Federally funded, center-based program providing preschool and K-3 education to children
living in high-poverty Chicago school neighborhoods eligible for Title | funding.
Emphasizes parent participation and a child-centered, individualized approach to social
and cognitive development.

Participants were followed to age 21:
$7.14 saved for every $1 spent

Head Start

Federally funded, comprehensive community-based early child development program
focused on improving school readiness among children ages 3 to 5 years in low-income
families. Programs vary across sites.

Not available

Monetary costs and savings (discounted to 2003 dollars) were determined by estimating the costs/savings associated with child care, child health, education, labor force participation,
use of welfare programs, crime, smoking, substance abuse and childbearing. Costs and savings may be based on outcomes for the child, parent and/or the child’s descendant.
* Due to differences in the outcomes measured and in the follow-up periods, the savings-cost ratios should not be used to compare programs.

Source: Karoly LA, Kilburn MR and Cannon JS. Early Childhood Interventions: Proven Results, Future Promise. MG-341. Santa Monica, CA: The RAND Corporation, 2005.
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Table 2: How do early childhood development programs affect health? Program highlights.
Impact on child participants during their childhood, adolescence and adulthood.*

Early childhood
development
programs

Health, health behaviors and
health services

Social outcomes that affect health

Children’s socio-
emotional and/or
cognitive development

Educational outcomes

Adult
employment
and earnings

Adult social
services use

Crime

Nurse-Family
Partnership

| Child abuse

| Sex partners (teen)

| Alcohol consumption (teen)

| Emergency room visits (child)
| Hospital days (child)

1 Positive social/emotional
behaviors
1 Achievement test scores

| Arrests, convictions
and violations of
probation (teen)

Early Head Start

1 Positive social/emotional
behaviors
1 Achievement test scores

Carolina
Abecedarian Project

| Depressive symptoms' (adult)
| Teen pregnancy
| Marijuana use (adult)

1 1Q scores
1 Achievement test scores

| Special education placement
(child/teen)

| Grade retention (child/teen)

1Years of completed schooling (adults)
1Ever attended four-year college (adults)

1 Skilled
employment

High/Scope Perry
Preschool Project

| Teen pregnancy.

1 1Q scores
1 Achievement test scores

| Special education placement
(child/teen)
1 High school graduation (adult)

1 Employment
1 Earnings
1 Income

| Use of social
services

| Arrests (teen/adult)
| Arrests for violent
crimes (adults)

| Time in prison/jail
(adults)

Chicago Child- | Child abuse 1 Social competence | Special education placement | Delinquency (teen)
Parent Center | Depressive symptoms®* (adult) 1 Achievement test scores | (child/teen) | Felony arrests (adults)
Program | Grade retention (child/teen) | Incarcerations (adults)
1 High school graduation (adult)
1 Highest grade completed (adult)
1Ever attended four-year college (adults)
Head Start 1 Positive health behaviors (child) 1 1Q scores | Grade retention (child) | Booked or charged

1 Immunizations (child)

1 High school graduation (white adults)
1 College attendance (white adults)

with crime (black adults)

*This does not include impact on the children’s parents.
1 = The program was associated with an increase in the specified outcome.

“Children” includes teenagers.
| = The program was associated with a decrease in the specified outcome.

2 p-value=0.06, all other results were statistically significant at the p<0.05 level.
"From McLaughlin AE, Campbell FA, Pungello EP et al. “Depressive symptoms in young adults: The influences of the early home environment and early educational child care.” Child
Development, 78(3):746-756, 2007
*From Reynolds AJ, Temple JA, Ou S et al. “Effects of a school-based, early childhood intervention on adult health and well-being: A 19-year follow-up of low-income families.” Archives of
Pediatrics & Adolescent Medicine, 161(8):730-739, 2007
Adapted from Tables S.2 and S.3 in Karoly LA, Kilburn MR and Cannon JS. Early Childhood Interventions: Proven Results, Future Promise. MG-341. Santa Monica, CA: The RAND

Corporation, 2005.
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ISSUE BRIEF 6: EDUCATION AND Education Matters for Health
HEALTH

SEPTEMBER 2009 Everyone knows that without a good education, prospects for a good job with good

earnings are slim. Few people think of education as a crucial path to health,
however. Yet a large body of evidence strongly—and, with very rare exceptions,
consistently—links education with health, even when other factors like income are
taken into account.® By “education” we mean educational attainment, or the years
or level of overall schooling a person has, rather than instruction on specific health
topics like hygiene, diet or exercise; while the quality of education also is important
for health outcomes, this information is more difficult to measure and thus typically
unavailable. People with more education are likely to live longer, to experience

A large body of

evidence links better health outcomes (Figures 1 & 2), and to practice health-promoting behaviors
education with health such as exercising regularly, refraining from smoking, and obtaining timely health

’ care check-ups and screenings.4' ™9 Educational attainment among adults is linked
even when other with children’s health as well, beginning early in life: babies of more-educated
factors like income mothers are less likely to die before their first birthdays, and children of more-

. educated parents experience better health (Figures 3 & 4).
are taken into

account. Education can influence health in many ways. This issue brief examines three major
interrelated pathways through which educational attainment is linked with health:
health knowledge and behaviors; employment and income; and social and
psychological factors, including sense of control, social standing and social support.
In addition, this brief explores how educational attainment affects health across
generations, examining the links between parents’ education—and the social and
economic advantages it represents—and their children’s health and social
advantages, including opportunities for educational attainment.
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People with more
education are likely
to live longer and
experience better
health outcomes.

Figure 1. For both men and women, more education typically means longer life.
College graduates can expect to live at least 5 years longer than individuals who have not

60

LIFE EXPECTANCY AT AGE 25

finished high school.

Educational Attainment

| I Less than high-school graduate

W High-school graduate
B some college
College graduate

MEN

Source: National Longitudinal Mortality Study, 1988-1998.

WOMEN

T This chart describes the number of years that adults in different education groups can expect to live
beyond age 25. For example, a 25-year-old man with only a high-school diploma can expect to live 50.6
more years and reach an age of 75.6 years.

IN LESS THAN VERY GOOD HEALTH*
N
S

PERCENT OF ADULTS, AGES 25-74 YEARS,

D
o

N
o

Figure 2. Less education is linked with worse health.?
Across racial or ethnic groups, adults with greater educational attainment are less likely to
rate their health as less than very good.

BLACK,
NON-HISPANIC

HISPANIC

ASIAN

Educational Attainment

B Less than high-school graduate
B High-school graduate

M some college

College graduate

AMERICAN INDIAN
OR ALASKA NATIVE

WHITE,
NON-HISPANIC

Source: Behavioral Risk Factor Surveillance System Survey Data, 2005-2007.
1 Based on self-report and measured as poor, fair, good, very good or excellent.
* Age-adjusted.
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Educational
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Figure 3. Infant mortality rates vary by mother’s education.
Babies born to mothers who have not finished high school are nearly twice as likely to die
before their first birthdays as babies born to college graduates.

10 Mother’s Educational Attainment
W o011 years
H 2 years
M 13-15years
8.1 Y
8 16 or more years

4.2

INFANT MORTALITY RATES (PER 100,000 LIVE BIRTHS)

Source: Matthews TJ, MacDorman MF. Infant Mortality Statistics from the 2004 Period Linked Birth/Infant Death
Dataset. National Vital Statistics Reports, vol 55 no 15. Hyattsville, MD: National Center for Health Statistics, 2007

well, beginning early
in life.

Figure 4. Parents’ education is linked with children’s health.T
Children whose parents have not finished high school are more than six times as likely
to be in poor or fair health as children of college graduates.

6 Parent’s Educational Attainment

M Less than high-school graduate
M High-school graduate

5 B some college
College graduate

WITH POOR/FAIR HEALTH*
w

0.7

PERCENT OF CHILDREN, AGES < 17 YEARS,

Source: National Health Interview Survey, 2001-2005.
1 Based on parental assessment and measured as poor, fair, good, very good or excellent.
* Age-adjusted.
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Low educational attainment is a major problem in this country.

In the United States overall, nearly 16 percent of adults ages 25 years and older
have not completed high school, 30 percent have no schooling beyond high school,
27 percent have attended but not completed college, and 28 percent are college
graduates (Figure 5). These overall percentages mask dramatic differences across
racial or ethnic groups, however: for example, 50 percent of Asian and 31 percent of
non-Hispanic white adults are college graduates, compared with 17 percent of non-
Hispanic black and 13 percent of Hispanic and American Indian or Alaska Native
adults.

Figure 5. Educational attainment among adults varies by racial or ethnic group.
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Approximately 30 percent of high-school freshmen in this country—and nearly half of
all freshmen in school systems in the 50 largest U.S. cities—fail to graduate within
four years.10 The likelihood of dropping out increases with decreasing income. In
2007, for example, 17 percent of 16 to 24 year-olds from families in the lowest
income quartile were not enrolled in high school and had not received a high-school
credential, compared with 3 percent of those from families in the highest income
quartile.11 At the same time, college has become increasingly unaffordable for low-
and middle-income families. For the 2007-2008 school year, net college costs for a
family in the lowest income quintile represented 55 percent of median family income,
compared with 33 percent, 25 percent, 16 percent and 9 percent, respectively, for
families in successively higher income quintiles.12 In response to budget constraints,
at least 28 states have cut funding for public colleges and universities and/or
substantially increased college tuitions in their 2009 fiscal year budgets.13

The United States is the only industrialized nation where young people currently are
less likely than members of their parents’ generation to be high-school graduates.14
Given the changing demography of the country and the escalating costs of college,
bold action will be needed to meet President Obama’s goal of having the highest
proportion of college graduates in the world by 2020.
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How does education influence health?
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Educational Health knowledge = Exercise
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attainment literacy & behaviors = Drugs & alcohol
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resources = Other benefits
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Figure 6. Interrelated pathways through which educational attainment affects health.

Researchers have found supporting evidence for each of the following interrelated
pathways (Figure 6):

1) Education can lead to improved health by increasing health knowledge
and healthy behaviors.

This is the pathway that many people think of first to explain the strong links
between education and health. Education can increase people’s knowledge and
coghnitive skills, enabling them to make better-informed choices among the health-
related options available for themselves and their families, including those related to
obtaining and managing medical care.* ***® Greater educational attainment has
been associated with health-promoting behaviors including increasing consumption
of fruits and vegetables and other aspects of healthy eating, engaging in regular
physical activity, and refraining from excessive consumption of alcohol and from
smoking (Figure 7).19'22 In addition, changes in health-related behaviors in response
to new evidence, health advice and public health campaigns (about the risks of
smoking, for example) tend to occur earlier among more-educated people.“' 2

As discussed in the section below on employment, more education is typically linked
with higher-paying jobs providing the necessary income to live in neighborhoods that
are less stressful, have stores with affordable healthy foods, and provide access to
recreational facilities. In other words, people with more education are more likely to
live in health-promoting environments that encourage and enable them to adopt and
maintain healthy behaviors.
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Figure 7. Persistent education gaps in smoking.
Education disparities in cigarette smoking have persisted over decades. While rates of
smoking have declined in every education group, the gaps between college graduates and
those with less education appear to have widened.

50 Educational Attainment

B Less than high-school graduate
M High-school graduate

\ M some college

College graduate

T GGddddttdd

PERCENT OF ADULTS, AGES 2 25 YEARS, WHO
ARE CURRENT SMOKERS*

0

1976 1980 1984 1988 1992 1996 2000 2004

Source: National Center on Health Statistics. Health, United States, 2006 with Chartbook on Trends in the
Health of Americans. Hyattsville, MD.
*Age-adjusted.

The links between education and health through health knowledge and behaviors
are likely to be explained at least in part by literacy.?* ?* Low literacy is common in
the United States (a 2003 survey found that 30 million or 14 percent of U.S. adults
had literacy levels below the level needed to perform “simple and everyday” literacy
activities), with higher prevalence among people with fewer years of education.”
More specifically, average health literacy (i.e., the degree to which individuals have
the capacity to obtain, process and understand basic health information and
services needed to make appropriate health decisions and adhere to sometimes
complex disease management protocols) increases with educational attainment.
. The proportion of American adults with “below basic” health literacy, for example,
More education ranges from 3 percent of college graduates to 15 percent of high-school graduates
general |y means a and 49 percent of adults who have not completed high school.?® Levels of health
. . literacy in turn have been associated with self-reported overall health, which
greater likelihood of correlates strongly with objective clinical assessments:?” 2 compared with adults
bei ng emp | oyed at who have adequate functional health literacy, adults with inadequate functional
. health literacy are more likely to rate their health as poor.29
all, and of having a

job with healthier
working conditions,
better employment-

2) Greater educational attainment leads to better employment opportunities
and higher income, which are linked with better health.

based benefits and Education provides the knowledge and skills necessary for employment, which can
; shape health in many ways. More education generally means a greater likelihood of
higher wages. being employed at all, and of having a job with healthier working conditions, better

employment-based benefits and higher wages (see Commission Issue Brief 4:
“Work and Health”).

e Education, unemployment, financial instability and health. Americans with
lower educational attainment are more likely to be affected by fluctuations in the
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economy. While current unemployment rates are higher now than in more than
a quarter-century, increases in unemployment rates over the past year have
been greatest for adults who have not completed high school—6.9 fercentage
points, compared with 2.2 percentage points for college graduates. % In June
2009, unemployment rates were 15.5 percent for adults who had not graduated
from high school, 9.8 percent for high-school graduates, 8.0 percent for those
who had attended but not completed college, and 4.7 percent for college
graduates.30 These differences have major health implications; compared with
their employed counterparts, peog)le who are unemployed experience poorer
health and higher mortality rates.**

Education, working conditions and health. Workers with less formal education
and training are more likely to hold lower-paying jobs with more occupational
hazards, including environmental and chemical exposures (e.g., pesticides,
asbestos) and poor working conditions (e.g., shift work with few breaks,
potentially harmful tools) that put them at higher risk of injury and fatality.35
Less-educated workers are also likely to experience more psychosocial stress
at work®®3®—for example, to have jobs that make high demands yet offer few
opportunities for control and skill utilization. Such psychosocial aspects of
work—including perceived balance between a worker’s efforts and rewards,
perceived justice and discrimination in the workplace, and social support
among co-workers—have been shown to have both short- and longer-term
impacts on health, particularly through pathways related to stress.

Education, work-related benefits and health. Less-educated workers in lower-
wage jobs also are less likely to have health-related benefits including paid sick
and personal leave, workplace wellness programs, child and elder care
resources, and retirement benefits, in addition to employer-sponsored health
insurance. Although most Americans receive their health insurance through
their jobs, not all workers have access to this benefit. Employers with lower-
wage workers offer health insurance less frequently, and, even if employment-
sponsored benefits are available, low-wage workers may not be able to afford
the premiums, copayments or deductibles.*® *°

Education, income and health. For the vast majority of Americans, employment
is the sole or main source of income—a work-related resource that affects
health through multiple well-documented direct and indirect pathways.7 With
limited exceptions, greater educational attainment generally corresponds with
higher-paying employment. A recent study estimated that on average each
additional year of schooling represents an 11 percent increase in income,** and
median yearly earnings in 2007 were $32,862 for a full-time year-round worker
with only a high-school degree, $40,769 for a worker with some college, and
$56,118 for a worker with a bachelor’s degree.42 These differences are
particularly dramatic when compounded over a person’s lifetime: lifetime
earnings (in 1999 dollars, and based on a 40-year, full-time work life) for adults
who have graduated from high school but not attended college have been
estimated at $1.2 million, compared with $2.1 million for those with bachelor’s
degrees and $4.4 million for those with post-baccalaureate professional
degrees.*®

Higher-paying jobs offer greater economic security and increased ability to
accumulate wealth, enabling individuals to obtain health care when needed, to
provide themselves and their families with more nutritious foods, and to live in
safer and healthier homes and neighborhoods with supermarkets, parks and
places to exercise—all of which can promote good health by making it easier to
adopt and maintain healthy behaviors. Work-related income may also affect
health through pathways involving stress. Lower-paid workers experience
greater stress because they have fewer financial resources to cope both with
everyday challenges, including child care and other family responsibilities, and
with unexpected challenges such as illness.”
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Stress and health.

Much has been learned recently about physiologic pathways that help explain
the links between education and health. Coping with the constant challenges of
daily living—balancing the demands of work and family, for example—can be
particularly stressful for people whose financial and social opportunities and
resources have been limited by low educational attainment. Stressful
experiences have been linked repeatedly with many adverse health outcomes
across the life course, through physiological mechanisms including
neuroendocrine, immune and vascular responses to stressors. Stress can
trigger the body to release hormones and other substances that over time can
damage immune defenses and vital organs. The physiologic chain of events
can accelerate aging and lead to serious chronic illnesses including
cardiovascular disease.**

3) Education is linked with social and psychological factors that affect

health.
Social and
psych ol og ical factors Education is linked with social and psychological factors, including sense of control,
. . . social standing and social support. These factors can improve health through
linked with education reducing stress, influencing health-related behaviors and providing practical and
can influence health emotional support.

through pathways

e Sense of control. Education may influence health by shaping people’s sense of

related to stress, control—their perceptions of the extent to which they can influence their life
health-related circumstances. Several studies have concluded that more education confers a
. greater sense of control, which perhaps is not surprising given the influence o
beh q f [, which perh i isi i he infl f
enaviors, an education on prospects for jobs and income. Higher levels of education have
P ractical and been linked with greater perception of personal control, fostering skills, habits
. and attitudes—such as problem-solving, purposefulness, self-directedness,
emotional su Ppo rt. perseverance and confidence—that contribute to people’s expectations that their

own actions and behaviors shape what happens to them.**" Increased sense of

control in turn has been linked with health outcomes including higher levels of
self-rated health, lower levels of physical impairment, and decreased risk of
chronic conditions; it also has been associated with health-related behaviors
including smoking, alcohol consumption, physical activity and diet.***° Sense of
control may also influence health through job-related pathways, by affecting a
person’s job seeking and performance, for example.***? It is important to note
that an individual with a greater sense of control may also be more likely to
achieve higher educational attainment, making it difficult to separate out the
effects of sense of control and education on health.

e Social standing. Many experts believe that social standing is another important
factor linking education with health. Along with income and occupation,
educational attainment is an important determinant of where individuals rank
within social hierarchies that reflect status and influence in societies. Greater
educational attainment typically is associated with higher social standing, which
in turn has been linked with better health status.>® An individual’s perception of
where she or he ranks in a social hierarchy has been referred to as subjective
social status and has been shown to powerfully predict health status even after
controlling for conventional measures of socioeconomic status such as
occupation, income and education.>"*® While the pathways linking it to health are
not well understood, subjective social status may be a more comprehensive
reflection of social and economic resources.*®
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Parents’ educational
attainment is linked
to their children’s
health and their
children’s
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attainment—both of
which influence their
children’s health as
adults.

e Social support. Social support is another factor relating education to health.
Social support can be “emotional” (having someone to turn to for comfort or
advice) or “practical” (having someone to turn to for practical or material help).
Higher educational attainment, income and occupational status all have been
associated with higher levels of social support.>’*° Higher educational
attainment increases a person’s likelihood of having close friends on whom to
rely and of experiencing greater family stability, including a stable and supportive
marriage.3 Formal educational settings may encourage the development of
friendships and interpersonal skills; people with more education and related
social advantages may also have more time and resources to maintain
relationships and support friends emotionally and financially.>” *

Higher levels of social support have been linked with better physical and mental
health outcomes.®*®* People with more social contacts have lower mortality
rates across multiple age groups and in both sexes, and disruptions in family
stability have been linked with worse health among adults and poorer health
behaviors and well-being among children.* ®°° Social support can buffer the
health-damaging effects of stress by reducing negative emotional and behavioral
responses to stressful situations.”” "> Social relationships may also have
beneficial health effects unrelated to stress:** " larger social networks can
provide access to employment, housing and other opportunities and resources
that influence health,”*"® and behavior norms within social groups can influence
health-related behaviors such as smoking, exercise and alcohol consumption.63

Parents’ education influences children’s prospects for health
during childhood and beyond.

Parents’ educational attainment is linked to their children’s health and their
children’s educational attainment—both of which influence their children’s health as
adults.

Child's Health and

Developmentin Childhood
Parents’ 1 Child’s Health

Educational Attainment in Adulthood

Child’s

Educational Attainment

Figure 8. The impact of education on health crosses generations.

As illustrated in figures 3 and 4, parents’ education is strongly linked to their
children’s health and development.”®"® Parents with lower educational attainment
typically face greater obstacles—including lack of knowledge, skills, time, money
and other resources—to creating healthy home environments and modeling healthy
behaviors for their children. The quality of children’s health and development in turn
influences health later in life, through both direct and indirect pathways. A large
body of research has consistently linked adverse effects on brain, cognitive and
behavioral development early in life with important health outcomes later in life,
including cardiovascular disease and stroke, hypertension, diabetes, obesity,
smoking, drug use and depression—conditions that account for a major portion of
preventable morbidity and premature mortality in the United States. Healthy
development in childhood can also affect health later in life through its association
with greater academic achievement and educational attainment g0 (see Commission
Issue Brief 1: “Early Childhood Experiences and Health”).

Page 9



http://www.commissiononhealth.org/PDF/095bea47-ae8e-4744-b054-258c9309b3d4/Issue%20Brief%201%20Jun%2008%20-%20Early%20Childhood%20Experiences%20and%20Health.pdf�



w4
A ROBERT WOOD JOHNSON FOUNDATION

-

The level of
educational
attainment children
eventually achieve
also affects the
health of their own
children—
perpetuating a
vicious
intergenerational
cycle of low
educational
attainment and
poorer health.

%’ Commission to Build a Healthier America commissiononhealth.org

Parents’ educational attainment can also shape children’s prospects for healthy
lives through links to children’s educational attainment. Children’s academic
achievement is associated with parental education and related social and economic
advantage; children with less-educated parents and lower-income families face
greater obstacles to success in school and are less likely to go on to receive college
educations (Figure 9).41' 818 parents’ education levels can affect their children’s
education prospects both directly, through the kinds of support and resources
parents are able to provide at home, and indirectly, through the quality of schools
their children are likely to attend. Less-educated parents are less likely to have high
educational expectations and to create stimulating and nurturing environments for
their children;87 in addition, they are more likely to live in lower-income
neighborhoods in which schools may have insufficient resources. The level of
educational attainment children eventually achieve affects their health as adults,
through the same pathways experienced by their parents, and it also affects the
health of their own children in turn—perpetuating a vicious intergenerational cycle of
low educational attainment and poorer health.

PERCENT OF 1990 HIGH-SCHOOL SOPHMORES WHO
OBTAINED A BACHELOR'S DEGREE OR HIGHER BY 2000

Figure 9. Children with less educated parents are less likely to succeed in school.

[T — Parent’s Educational Attainment
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Source : Snyder TD, Dillow SA, Hoffman CM. Digest of Education Statistics, 2006. National Center for Education
Statistics, Institute of Education Sciences, US Department of Education. Washington, DC: US Government Printing
Office, 2007.
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Improving health through education policies and programs

By providing the knowledge and skills necessary to fully participate in the labor
force, education can be key in promoting social mobility and in breaking the cycle of

intergenerational disadvantage and related health disparities.*" &

Investments to

promote and increase educational attainment could have both human and economic
benefits; for example, a recent analysis estimated that, if adult Americans who have
not completed college experienced the lower death rates and better health of
college graduates, the resulting improvements in health status and life expectancy
would translate into potential gains estimated at more than $1 trillion annually.7

Current knowledge described in this brief indicates that one of the most effective
strategies for reducing health disparities in this country could be to take steps to
close the gaps in educational attainment. Reviewing specific policies and programs
to increase educational attainment was beyond the scope of this brief, but more
information can be obtained from the resources listed below.

RESOURCES

Achieve

www.achieve.org

Alliance for Excellent Education
http://www.all4ed.org/

The Annie E. Casey Foundation
http://www.aecf.org/OurWork/Education.aspx

Bill and Melinda Gates Foundation United States Program
http://www.gatesfoundation.org/united-states/Pages/united-states-

education-strategy.aspx

Brown Center on Education Policy at Brookings
http://www.brookings.edu/brown.aspx

Center for Research on Education, Diversity and Excellence
http://crede.berkeley.edu/

Education Commission of the States
http://www.ecs.org/

The Education Trust
http://www?2.edtrust.org/edtrust/default

Future of Children

www.futureofchildren.org

Lumina Foundation
http://www.luminafoundation.org/

Mathematica Policy Research, Inc.
http://www.mathematica-mpr.com/education/
National Assessment of Educational Progress
http://www.nces.ed.gov/nationsreportcard/

National Center for Education Statistics
http://www.nces.ed.qgov/

National Center for Post-Secondary Improvement
http://www.stanford.edu/group/ncpi/

The National Center for Public Policy and Higher Education
http://www.highereducation.org/index.shtml
Promising Practices Network
http://www.promisingpractices.net/

RAND Education

http://www.rand.org/education/

U.S. Department of Education
http://www.ed.gov/index.jhtml
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About the Robert Wood Johnson Foundation

The Robert Wood Johnson Foundation focuses on the pressing health and health
care issues facing our country. As the nation's largest philanthropy devoted
exclusively to improving the health and health care of all Americans, the Foundation
works with a diverse group of organizations and individuals to identify solutions and
achieve comprehensive, meaningful and timely change. For more than 35 years the
Foundation has brought experience, commitment, and a rigorous, balanced
approach to the problems that affect the health and health care of those it serves.
When it comes to helping Americans lead healthier lives and get the care they need,
the Foundation expects to make a difference in your lifetime.

About the Commission to Build a Healthier America

The Robert Wood Johnson Foundation Commission to Build a Healthier America is
a national, independent, non-partisan group of leaders formed in February 2008 to
raise visibility of the many factors that influence health, examine innovative
interventions that are making a real difference at the local level and in the private
sector, and identify specific, feasible steps to improve Americans’ health. The
Commission released its recommendations on April 2, 2009.
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Most Americans
spend about 90% of
their time indoors,
and an estimated
two-thirds of that
time is spent in the
home. " Very young
children spend even
more time at home 2
and are especially
vulnerable to
household hazards.
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Where We Live Matters for Our Health: The Links
Between Housing and Health

1. Introduction

Where we live is at the very core of our daily lives. For most Americans, home
represents a place of safety, security, and shelter, where families come together.
Housing generally represents an American family’s greatest single expenditure,
and, for homeowners, their most significant source of wealth. Given its importance,
it is not surprising that factors related to housing have the potential to help—or
harm—our health in major ways. This issue brief examines the many ways in which
housing can influence health and discusses promising strategies to improve
America’s health by ensuring that all Americans have healthier homes.

The focus is on three important and inter-related aspects of residential housing and
their links to health: the physical conditions within homes; conditions in the
neighborhoods surrounding homes; and housing affordability, which not only shapes
home and neighborhood conditions but also affects the overall ability of families to
make healthy choices. A companion brief examines neighborhoods and health in
more depth than possible here: www.commissiononhealth.org/Publications.aspx

Housing affordability

Health

Figure 1. Housing influences health in many ways.
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2. Housing conditions and health

Good physical and mental health depends on having homes that are safe and free
from physical hazards. When adequate housing protects individuals and families
from harmful exposures and provides them with a sense of privacy, security,
stability, and control, it can make important contributions to health. In contrast, poor
quality and inadequate housing contributes to health problems such as infectious
and chronic diseases, injuries, and poor childhood development. 3.4

For example:
Hea[thy homes e Lead poisoning irreversibly affects brain and nervous system development,
resulting in lower intelligence and reading disabilities. An estlmated
promote gOOd 310,000 children ages one to five have elevated blood lead levels.” Most
h ical d tal lead exposures occur in the home, particularly in homes built before 1978
physical ana menta that often contain lead-based paint and lead in the plumbing systems.
health. Deteriorating paint in older homes is the primary source of lead exposure

for children, who ingest paint chips and inhale lead-contaminated dust.
Between 1998 and 2000, a quarter of the nation’s housing—24 m|II|on
homes—was estimated to have significant lead-based paint hazards.

e Substandard housing conditions such as water leaks, poor ventilation, dirty
carpets and pest infestation can lead to an increase in mold, mites and
other allergens associated with poor health. Indoor allergens and damp
housing conditions play an important role in the development and
exacerbation of respiratory condltlons including asthma, which currently
affects over 20 million Americans "2 and is the most common chronic
disease among children. Approximately forty percent of diagnosed asthma
among children is believed to be attributable to residential exposures. o
In 2004, the cost of preventable hospltallzatlons for asthma was $1.4
billion, a 30 percent increase from 2000."

e Exposure to very high or very low indoor temperatures can be detrimental
to health. Cold indoor conditions have been assomated with poorer health,
including an increased risk of cardiovascular disease. * Extreme low and
high temperatures have been associated with increased mortallty,
especially among vulnerable populations such as the eIderIy

e Housing can be a source of exposure to various carcinogenic air
pollutants. Radon, a natural radioactive gas released from the ground, has
been associated with lung cancer; an estimated one in 15 homes has
elevated radon levels. ' Residential exposure to environmental tobacco
smoke, pollutants from heating and cooking with gas, volatile organic
compounds and asbestos have been linked with respiratory illness and
some types of cancer."

e Each year, injuries occurring at home result in an estimated 4 m|II|on
emergency-department visits and 70,000 hospital admissions. '
Contributing factors include structural features of the home such as steep
staircases and balconies, lack of safety devices such as window guards
and smoke detectors, and substandard heating systems. 3.4

¢ Residential crowding has been linked both with physical illness, mcludmg
infectious diseases such as tuberculosis and respiratory infections,> '° and
with psychological distress among both adults and children; children who
live in crowded housing may have poorer cognitive and psychomotor
development or be more anxious, socially withdrawn, stressed or
aggressive.
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Multiple unhealthy
conditions often
cluster in homes.

Poor indoor air quality, lead paint, lack of home safety devices, and other housing
hazards often coexist in homes, placing children and families at great risk for
multiple health problems. And substandard housing is much more of a risk for some
families than others; housing quality varies dramatically by social and economic
circumstances. Families with fewer financial resources are most likely to
experience unhealthy and unsafe housing conditions and typically are least able to
remedy them, contributing to disparities in health across socioeconomic groups in
this country.

Examples of public and public-private initiatives to improve physical
conditions in homes

Healthy People 2010 called for a 52% reduction in the more than six million
currently occupied housing units in the United States with moderate or severe
physical problems. Other housing-related goals include reducing indoor household
allergen levels and increasing the proportion of people living in pre-1950’s homes
that have been tested for presence of lead paint.17 Because housing hazards often
coexist in homes, evidence suggests that it may be more cost-effective to combat
these home hazards together. While links between housing deficiencies and
health conditions are well substantiated, research evaluating the health benefits of
specific interventions has been limited. There is, however, some evidence that
multifaceted interventions may lead to improvements in children’s health in general
and asthma symptoms specifically as well as to reduced use of medical services."®
Examples of multifaceted interventions to improve conditions in homes for which
some evidence is available include:

e Healthy Homes Initiative (HHI). Congress established the HHI to “develop
and implement a program of research and demonstration projects that
would address multiple housing-related problems affecting the health of
children.” Begun in 1999, this HUD initiative strives both to identify
multiple housing deficiencies that affect health, safety and quality of life
and to take actions to reduce or eliminate the health risks related to poor
quality housing. HHI supports interventions (executed through
competitively-awarded agreements, contracts with private and public
agencies and interagency agreements) in four areas: excess moisture;
dust; ventilation and control of toxins; and tenant education in high-risk
housing areas. A1ppr0ximately $48.5 million was spent on these programs
from 1999-2005. ' %

e Seattle King County Healthy Homes Project (SKCHHP). From 1997-
2005, this project, sponsored by the Seattle Partners for Healthy
Communities and primarily funded by the National Institute of
Environmental Health Science, was developed by a partnership of public
and private agencies to improve asthma-related health status by reducing
exposure to allergens and irritants in low-income households of families
with asthmatic children. Paraprofessional community home
environmental specialists visiting homes over a 12-month period provided
a comprehensive set of interventions including a home environmental
assessment, individualized action plans, education and social support,
and the provision of materials and resources to reduce exposures to
allergens. Building on the success of this program, the HUD-funded
Seattle Healthy Homes Initiative incorporated remediation of structural
lead and injury hazards into the intervention gackage to address
exposures to multiple household hazards.?" %
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3. Neighborhood conditions and health

Along with conditions in the home, conditions in the neighborhoods where homes
are located also can have powerful effects on health.?® The social, physical and
economic characteristics of neighborhoods have been increasingly shown to affect
short- and long-term health quality and longevity. A neighborhood’s physical
characteristics may promote health by providing safe places for children to play and
for adults to exercise that are free from crime, violence and pollution. Access to
LiVing in a grocery stores selling fresh produce—as well as having fewer neighborhood liquor
. and convenience stores and fast food outlets—can make it easier for families to find
dlsadvantaged and eat healthful foods. Social and economic conditions in neighborhoods may
neighborhood can improve health by affording access to employment opportunities and public
0 F ann resources including efficient transportation, an effective police force, and good
limit opportunltles schools. Neighborhoods with strong ties and high levels of trust among residents

for hea[thy choices, may also strengthen health. Not all neighborhoods enjoy these opportunities and
resources, however, and access to neighborhoods with health-promoting conditions
I’egafdless of a varies by a household’'s economic and social resources. Housing discrimination has

family’s own level of limited the ability of many low-income and minority families to move to healthy
neighborhoods. The concentration of substandard housing in less advantaged

resources. neighborhoods further compounds racial and ethnic as well as socioeconomic
disparities in health.

Note: The growing body of evidence of the association between neighborhoods and
health is discussed in a separate issue brief and can be found on the Commission
website at www.commissiononhealth.org/Publications.aspx.
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4. Housing affordability and health

The affordability of housing has clear implications for health. The shortage of
affordable housing limits families’ and individuals’ choices about where they live,
often relegating lower-income families to substandard housing in unsafe,
overcrowded neighborhoods with higher rates of poverty and fewer resources for
health promotion (e.g., parks, bike paths, recreation centers and activities). The
financial burden of unaffordable housing can prevent families from meeting other
basic needs including nutrition and health care, and is particularly significant for low-
income families.

Housing is commonly considered to be “affordable” when a family spends less than

The avallab’hty of 30 percent of its income to rent or buy a residence. An estimated 17 million
affordable housing households in the United States pay more than 50 percent of their incomes for
cre housing.24 It is important to note that a given percentage of income can reflect very
Shapes families different burdens depending on a family’s overall level of financial resources—
choices about having 50 percent of a $200,000 annual salary left to spend after covering housing
) costs provides a very different set of options than having 50 percent of a $19,000
where they IlVe, annual salary left. Not surprisingly, lower-income families are more likely to lack
often relegating affordable housing (Figure 2).
lower-income o 100
ays £
families to .
o
substandard F
. . S 80
ho_usmg in _ : 1
neighborhoods with £ 7-
" o
higher rates of Sy
- [x¢]
poverty and crime '§, s
and fewer health- 2
- o |
promoting o 40
k=
resources. % 30 -
S
2 20-
e 9.2
§ 10 - ’
g
0
Household income*
M bottom quartile B lower-middle quartile B upper-middle quartile @ upper quartile

*Income quartiles are equal fourths of all households sorted by pre-tax income.
Based on 2006 American Community Survey tabulations from The State of the Nation's Housing, 2008.

Figure 2. The percentage of American families who spend at least 30 percent
of their income on housing decreases dramatically with higher income levels.
Lower-income families are more likely to experience health impacts
associated with unaffordable housing.
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Homeownership can
promote social ties
and investment in
the community, and
neighborhoods with
higher rates of
homeownership
tend to have higher
levels of
neighborhood
stability and wealth.
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The lack of affordable housing affects families’ ability to meet other essential
expenses, placing many families under tremendous and constant financial strain.
High housing-related costs place a particular economic burden on low-income
families, forcing them to make trade-offs between food, heating, and other basic
needs.

e High housing payments relative to income, along with rising utility costs,
force some families to choose between heating, eating, and filling
prescriptions. One study found that low-income people with difficulty
paying rent, mortgage or utility bills were less likely to have a usual source
of medical care, were more likely to postbpone treatment, and more likely to
use the emergency room for treatment.?

¢ In addition, another study showed that children who lived in areas with
higher rates of unaffordable housing tended to have worse health, more
behavioral problems and lower school performance.26

e People also make trade-offs when trying to obtain affordable housing.
Many live far away from their work, requiring them to spend more time and
money commuting and less time engaging in health-promoting activities.

e Families who lack affordable housing are more likely to move frequently.
Residential instability is associated with emotional, behavioral and
academic problems among children, and with increased risk of teen
pregnancy, early drug use, and depression during adolescence. 27.28
These impacts in turn can have longer-term health consequences.

Housing affordability and its implications for health affect both renters and
homeowners. For low-income renters, there are simply not enough affordable units;
an estimated 9 million low-income renters must compete for only 3 million available
and affordable rental units.?* Homeownership can promote social ties and
investment in the community, and neighborhoods with higher rates of
homeownership tend to have higher levels of neighborhood stability and wealth.

Not all members of our society have the same opportunities to realize the American
dream of homeownership, however. Families at greater social and economic
disadvantage are less likely to own their own homes. Among those who do, the
recent rise in foreclosures has had a disproportionate impact. Low-income and
minority homeowners are more likely to receive subprime loans, be the victims of
predatory lending and end up in default. The health impacts of foreclosure have yet
to be studied. Many suspect, however, that foreclosures may harm the health of
families undergoing foreclosure, as well as the broader community, through
increased stress, loss of financial resources and breakdown in social networks.

29-31
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Public Housing has
been a major focus
of efforts to make
housing more
affordable, but more
needs to be done.
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Seeking healthier alternatives to traditional public housing: Public and
public-private initiatives

Awareness of the ways housing affects health have led the Federal government to
launch a number of initiatives and programs to promote low-income families’
access to better housing. Objectives in HUD’s Strategic Plan for 2000-2006
included increasing the availability of decent, safe and affordable housing in
American communities and promoting housing stability, self-sufficiency and asset
development for individuals and families. Public housing has been a major focus
of efforts to make housing more affordable, but more needs to be done. While an
estimated 1.2 million households currently live in public housing,32 wait lists
remain long and the need for assistance has outpaced federal funding in recent
years. Less than a quarter of people who are eligible for these programs are
currently enrolled. The large public housing projects constructed in the 1960s
have been widely criticized for leading to the concentration of poverty.

Two alternatives to these housing projects have been evaluated, with results
showing that the issues are complex:

e Housing subsidies to low-income families enabling them to rent in the private
sector. Housing vouchers help individuals rent privately-owned houses that
meet certain criteria for quality standards and rent guidelines. Moving to
Opportunity (MTO) for Fair Housing Demonstration Project, a randomized
controlled experiment in five cities, was designed to test long-term effects on
well-being and health associated with moving from high poverty areas to
private-market housing in lower poverty neighborhoods. While early findings
suggested favorable outcomes for families, the longer-term effects varied by
the age and sex of the participants. Compared with families who had similar
resources and characteristics but did not receive the vouchers, adults who
received vouchers and were able to obtain housing in low-poverty areas
experienced significant improvements in neighborhood satisfaction and
safety, lower prevalence of psychological distress and depression, and
reductions in obesity incidence. Among teenagers, girls experienced
improved mental health and reported fewer risky behaviors; boys, however,
actually experienced adverse outcomes including more delinquent and risky
behaviors, ** which some have speculated could be due to the stresses of
moving and specifically of moving to areas where most peers were better-off.

e Replacing traditional public housing with more health-promoting designs.
Since its creation in 1992, the HOPE VI program has invested $6.3 billion
dollars to demolish, reconfigure, or replace the nation’s worst housing
projects. As of June 2006, over 78,000 units had been demolished and
another 10,400 were slated for redevelopment. The health evaluations of this
program did not include randomization or control groups, precluding definitive
conclusions. However, housing development residents who relocated
generally moved to lower poverty and safer neighborhoods and reported less
fear and anxiety for their own safety and that of their children. Following their
moves, children in relocated families had fewer reported behavior problems,
and this effect was strongest among girls. Despite evidence of improved
living conditions among program participants who relocated, there have been
no conclusive findings of corresponding improvements in health; rates of
mortality actually appeared higher among some relocated participants relative
to other vulnerable populations. 36

Evidence from these initiatives indicates that simply moving low-income families
to higher-income neighborhoods is unlikely to be sufficient for improving health,
and that a broader range of strategies is needed. While an increasing number of
efforts have incorporated mixed-income housing developments and may assist
eligible households in buying homes, the potential health effects have not yet
been evaluated.
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Now, in light of the
growing body of
evidence about the
many ways that
housing can affect
health, it is clear
that strategies must
be multifaceted —
focusing on
improving the
physical quality of
housing, on
strengthening
health-promoting
social as well as
physical conditions
in neighborhoods,
and on increasing
access to affordable
housing for all
Americans.

5. Strategies for improving health through public and private
housing policies: Healthier, more affordable homes in
healthy neighborhoods

The evidence reviewed in this brief indicates that Americans’ health could be
improved in important ways through actions that target housing-related issues.
History has shown the importance of addressing issues such as fire hazards,
sanitation, ventilation and crowding to reduce injuries and certain infectious
diseases. Now, in light of the growing body of evidence about the many ways that
housing can affect health, it is clear that strategies must be multifaceted—focusing
on improving the physical quality of housing, on strengthening health-promoting
social as well as physical conditions in neighborhoods, and on increasing access to
affordable housing for all Americans. Although it is beyond the scope of this brief to
assess which strategies merit highest priority, the list below includes several
examples of approaches that have received serious consideration by experts and
public agencies. This non-exhaustive list includes strategies affecting multiple
aspects of housing and approaches that would involve a wide range of different
actors, from local to state to national government and non-governmental agencies
and groups. Insofar as these or other policies can improve housing and reduce
socioeconomic and racial or ethnic disparities in housing, there is a firm basis for
expecting that they will make important contributions to improving America’s health.

Examples of strategies targeting conditions within the home:

e Sustaining and expanding Healthy Homes initiatives at the federal, state
and local levels, including public-private collaborative programs.

e Providing support for high utilities costs through the federal Low Income
Home Energy Assistance Program and similar state and voluntary
programs that assist households with unaffordable heating, cooling, and
electricity bills.*”

e Pursuing public and private initiatives to encourage viable green building in
residential construction and federal affordable housing programs by using
energy efficient and green building standards; by providing resources to
help support additional costs of implementing the programs; by providing
incentives to private developers and builders to help meet and exceed
sustainable goals; and by developing supportive financin% mechanisms
such as energy-efficient and location-efficient mortgages. 8

e Increasing federal funding for state and local research and evaluation of
demonstration projects in order to better identify, assess and control the
multiple, overlapping hazards that exist in homes. 3

¢ Improving and enforcing current Federal, state and local housing codes
and guidelines to reflect current knowledge regarding hazards within the
home environment. * %

e Educating and empowering private- and public-sector housing providers,
owners and tenants through national, state and local public campaigns and
programs on the dangers of unsafe and unhealthy housing and about their
rights and r(-:AsponsibiIities.39

e Increasing resources and expanding the role of public health agencies in
housing education, inspections and enforcements at the local, state and
national level. 3
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Policies targeting
affordable housing
include subsidies
enabling tenants to
rent in the private
sector, zoning
policies promoting

fair housing

prac tices, fair An example of strategies targeting neighborhood conditions (explored further
opportunities for in a separate brief on Neighborhoods and Health):

Cl’edit, and private e  Strengthening enforcement of fair housing laws, including Federal Fair

o BAE Housing Act and other state and local regulations prohibiting racial
initiatives such as discrimination in housing markets, and evaluatin% housing

Habitat for antidiscrimination policy for its effects on health. 0.41

Humanity that Examples of strategies targeting housing affordability:

expand the stock of e Developing public-private initiatives to expand affordable housing options
housing. through subsidies enabling individual tenants to rent in the private sector
and through construction of new health-promoting affordable housing.

e Implementing state and local Iang l‘{se and zoning policies to promote fair
housing choice in communities. ** *®

e Continuing federal involvement in lending and fairness standards for
banking and loan institutions. Improve banking and Iending procedures of
the private-sector to create equal opportunities for credit. 4

¢ Increasing collaboration across government agencies at all levels and
between stakeholders from community groups, public health agencies, and
private groups (e.g., employers) to ensure a coordinated ayproach to
housing as a source of health and health disparities. * 3% *

e Exploring private initiatives—such as Habitat for Humanity—to create more
affordable, healthy housing.
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About the Robert Wood Johnson Foundation

The Robert Wood Johnson Foundation focuses on the pressing health and health
care issues facing our country. As the nation's largest philanthropy devoted
exclusively to improving the health and health care of all Americans, the Foundation
works with a diverse group of organizations and individuals to identify solutions and
achieve comprehensive, meaningful and timely change. For more than 35 years the
Foundation has brought experience, commitment, and a rigorous, balanced
approach to the problems that affect the health and health care of those it serves.
When it comes to helping Americans lead healthier lives and get the care they need,
the Foundation expects to make a difference in your lifetime.

About the Commission to Build a Healthier America

The Robert Wood Johnson Foundation Commission to Build a Healthier America is
a national, independent, non-partisan group of leaders that will raise visibility of the
many factors that influence health, examine innovative interventions that are making
a real difference at the local level and in the private sector, and identify specific,
feasible steps to improve Americans’ health.
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While there are rich
resources—literally
decades of research
and volumes of
scholarly articles—to
document health
disparities and the
iImportance of social
determinants of
health, much of this
work has been
unfamiliar to leaders
outside of public
health and related
fields.
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Breaking Through on the Social Determinants of
Health and Health Disparities

An approach to message translation

Message Headlines — At a Glance

The Social Determinants of Health: “Where we live, learn,
work and play can have a greater impact on how long and how
well we live than medical care.”

Health Disparities: “The health of America depends on the
health of all Americans. Despite enormous investment, America
is not achieving its full health potential.”

Background

The Robert Wood Johnson Foundation (RWJF) convened the Commission to Build a
Healthier America (2008-2009) to explore why some Americans are so much
healthier than others and why America is not the healthiest country in the world. The
vision was to impanel a diverse, multi-sector, nonpartisan Commission of leaders to
investigate the issues and identify solutions, outside of the health care system, to
improve the health of all Americans.

Inherent in this approach was increasing awareness and involvement of leaders
outside of public health and health care—leaders who were likely to be somewhat
unfamiliar with “social determinants.”

Audiences

The primary audiences for the Commission’s work were public policy makers and
private sector leaders—those with the power to implement the Commission’s
recommendations. These decision makers span the political spectrum and cross
many sectors. To engage these decision makers, the Commission also hoped to
engage health organizations, leaders and organizations outside of the health and
health care sectors and targeted media.

Communication Objective

To raise awareness and achieve greater consensus among diverse leaders about
the social factors that affect health and the need to act across sectors to improve the
health of all Americans—particularly those who face the greatest obstacles.

The Challenge

While there are rich resources—literally decades of research and volumes of
scholarly articles— to document health disparities and the importance of social
determinants of health, much of this work has been unfamiliar to leaders outside of
public health and related fields. This was particularly true for the public and private
sector decision makers with authority to make changes.
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The challenge was to
identify how to frame
communications in a
way that spoke to how
people really feel and
think about these
Issues—not just what
they openly express.

Commission to Build a Healthier America

Translating any data for a broad audience can be challenging. Translating the wide
ranging, highly specific and technical information that characterizes the fields of
social determinants and health disparities presented a particularly confounding
problem. The complexities were intensified by deeply-held beliefs about the issues
that made communicating across a broad spectrum of stakeholders sensitive as well
as complex.

If the Commission was to accomplish its objectives of reaching, informing and
engaging diverse leaders across the political spectrum as a way to make headway
on these long-studied issues, it was essential to:

1. Communicate complex information in a way that accurately reflected the
research findings in a context that mattered to identified target audiences;
and

2. Make the case in a way that appealed to leaders across the political
spectrum and connected with leaders both within and outside of the public
health and health care communities.

Message Development Approach

The research-based approach to crafting messages and compelling arguments that
would break through to new audiences included:

1. Qualitative Audience Research;

2. Quantitative Audience Research;

3. An Interactive Messaging Workshop; and

4. Development of Stories

1. Qualitative Audience Research to Reveal “Deep Metaphors”

The Commission engaged Olson Zaltman Associates (OZA) to gain a better
understanding of the target audiences’ thoughts and feelings about differences in
health among Americans. The objective was to identify how to frame
communications in a way that spoke to how people really feel and think about these
issues—not just what they openly express.

OZA conducted a series of intense, highly-focused, one-on-one interviews with
individuals who represented the Commission’s target audiences, looking for a
cluster of “deep metaphors” that would enable the Commission to make
fundamental connections with those audiences. According to OZA, these “deep
metaphors” reflect the basic structures in our minds that organize our perceptions
and shape the sense we make of them and how we react. The feelings around
these metaphors are unconscious—an automatic viewing lens that is seldom
explicitly acknowledged.

Such metaphors are thought to represent fundamental and widely-shared
conceptual orientations. Identifying a relevant set of these metaphors would help the
Commission craft language and create imagery that connected to the underlying
motivations that influence our target audiences’ opinions.

Individuals included in these one-on-one interviews were divided into two sets:
those who identified themselves as Democrats and those who identified themselves
as Republicans. Based on their analysis of information from the interviews, OZA
researchers provided recommendations about the three most salient metaphors that
seemed to resonate best across these groups.

Each of these three metaphors—journey, connection and resources—is described
below, along with an example of how the Commission communications team
incorporated the metaphor concepts in written and visual communications:
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Overcoming Ob l/\
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» Journey: Journey is often used as a metaphor for life itself, where life is framed
as one long journey including many twists and turns. Journey metaphors can
be used to convey both the unknown nature of some trips, with unanticipated
detours, as well as the predictable outcomes of others, such as knowing that
“staying on track” means reaching a pre-set goal or destination.

e The “journey” metaphor was played out in both imagery and words.
For example, the cover of the report issued by RWJF to the
Commission as it began its work features a photograph of a car driving
away down a long road, while the report’s title, “Overcoming Obstacles
to Health,” reflects the barriers, or “twists and turns,” that people
encounter along life’s journey.

e  The Commission also produced a series of maps displaying often
dramatic differences in life expectancy within defined geographic
areas. Each map incorporated language that referred to the “journey”
metaphor—for example, “A short distance to large disparities in
health.”

» Connection: Encompassing feelings of belonging or exclusion, connection is
reflected in psychological ownership and shows how things are related to one
another. Lack of connection is reflected in feelings of distance or separation
from others.

e The “connection” metaphor, which can be particularly effective when it
draws people’s attention to associations they may not have previously
recognized, is reflected in one of the main Commission messages:
“Where we live, learn, work and play can have a greater impact on
how long and well we live than medical care. In fact, the connections
are greater than most of us realize.”

e The Commission also used the “connection” metaphor to
communicate the long-lasting impact of social determinants:
“Problems that surround people early in life create a chain of events
that is often difficult to stop.”

Koreas _eFortugal @ Denmark

America Is Not Getting Good Value for Its Health Dollar » Resources: Resources are essential to our survival. We require resources
such as nutrients and water to live and grow. Our family and friends are
" s s ST ! resources that support us in tough times. Because many valuable resources
W e are limited, we must use them judiciously.

e The “resources” metaphor—especially wasting resources—played

heavily in the Commission’s messaging. The Commission consistently
—— highlighted that “America spends more on health care than any other
nation, but we are not the healthiest people” and that “America is not
getting good value for its health dollar.”

LIFE EXPECTANCY (LE) AT BIRTH

HEALTH EXPENDITURES PER CAPITA®

2. Quantitative Audience Research

The Commission also engaged a bipartisan team of polling firms, Public Opinion
Strategies and Greenberg Quinlan Rosner Research, to conduct a national survey
to gauge registered voters’ perceptions of health differences in the United States.
The survey provided a benchmark level of public awareness and identified potential
receptivity to changes in public and private sector policies. The surveyl found:

The majority of voters believe health differences due to social factors in this country

are an important problem that needs to be addressed.

» 78% agree that “it is important to make sure health differences between groups
of people in this country no longer exist because of factors such as income and
education.”

1. A complete report of this survey can be found on the Commission’s Web site at:
http://www.commissiononhealth.org/PDF/14a4f32d-73e8-4f85-820c-
5al0acfOb022/Commission%20Media%20Kit.pdf Page 3
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Three clusters of
messages collectively
created the
Commission’s
storyline:

- Documenting the
problem of health
disparities

- Describing the
important role of
social determinants
in health

- Conveying the
Commission’s call
to action

In addition to personal behavior, voters view social factors such as income,
education and environment as having significant impacts on a person’s health.

» 82% believe living in a safe neighborhood can have a positive influence on a
person’s health.

» 67% believe a higher educational level can have a positive influence on a
person’s health.

» 68% believe a lower income can have a negative influence on a person’s

health.

The majority of voters believe government should do more to address health

differences in this country due to social factors such as income, education, and

environment.

» 60% believe current government policies are not working to reduce health
differences.

3. Interactive Messaging Workshop

With the findings and insights gathered through the qualitative and quantitative
research, along with key health disparities and social determinants research
findings, the Commission’s communications team led an interactive messaging
workshop with staff experts to craft the Commission’s messaging framework.

The Commission’s messaging framework followed a time-tested communications
formula to:

» Gain and maintain message control when communicating the Commission’s
purpose and activities;

» Tell a clear, compelling story about social determinants of health and health
disparities that would matter to key audiences; and

» Frame the issue in a way that would sway and engage target audiences.

Three clusters of messages collectively created the Commission’s overarching
narrative: documenting the problem of health disparities in America, describing the
important role of social determinants in health, and conveying the Commission’s call
to action.

Considerations for Message Framing

Headline what’s most important.

How do we make the information clear
and compelling without oversimplifying
decades of research?

How do we break through to gain
attention?

Challenge conventional wisdom with
unexpected facts.

How do we make theories tangible? Use real stories, analogies and

everyday language.

How do we connect with a target
audience?

Utilize the identified deep metaphors.

How do we make it timely and relevant? | Provide a call to action.
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Results: Commission Messages, At a Glance

Included here is a sample of the Commission’s key messaging, using language
rooted in its research. (The complete set of facts and supporting content is not
included here.)

Theme One:
The Problem of Health Disparities in America

The health of America depends on the health of all Americans. Despite
enormous investment, America is not achieving its full health potential.

» America spends more on health care than any other nation, but ranks
below many countries on key health indicators like infant mortality and life
expectancy.

» All Americans do not have the same opportunities to make healthy choices.
Sometimes, barriers to healthier decisions are too high for an individual to
overcome — even with great motivation.

» Good health requires individuals to make responsible personal choices and
requires a societal commitment to remove the obstacles preventing too
many Americans from making healthy decisions.

Theme Two:
The Importance of the Social Determinants of Health

Where we live, learn, work and play can have a greater impact on how
long and well we live than medical care.

» Our zip code may be more important to our health than our genetic code.

» A person’s health and chances of becoming sick and dying early are
greatly influenced by powerful social factors such as education, income,
nutrition, housing and neighborhoods.

> There is more to health than health care.

Theme Three:
The Commission’s Call to Action

The Commission to Build a Healthier America will look beyond medical
care for ways to improve the health of all Americans.

» Health care reform is essential, but improving the health of all Americans
requires broadening our view beyond medical care.

» We must find ways to enable more people to lead healthy lives and avoid
getting sick in the first place.
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The repetition of
messages supported
a consistent and
cumulative narrative.

4. Story Development — Putting a Face on the Issues

In addition to the core message points, and as a way to bring the issues and
messages to life, the Commission developed a series of human interest stories to
illustrate health disparities and how social factors influence health.

The stories showcased how nonmedical interventions—school-based programs,
workplace programs, nutrition and physical activity programs—have had a positive
impact on an individual’s or a family’s health. These stories provided content for
story booklets, videos, the Web site, imagery for reports and presentations by
Commissioners and RWJF spokespersons.

Kenyon McGriff, Philadelphia: As a 10" grader weighing
270 pounds, Kenyon knew that his neighborhood’s fast
food restaurants, corner markets and dimly lit sidewalks
challenged his health. An after-school running program
helped Kenyon make healthier food and physical activity
choices with good results.

Abang Ojullu, Worthington, Minn.: Abang’s young
daughter experienced a major improvement in her severe
asthma when the family moved to a renovated apartment
with air conditioning, exhaust fans in the kitchen and
bathrooms, and no mold. Abang says a checkup by the
nurse after the move found that her daughter’s lung
capacity had noticeably improved.

Putting the Messages to Work

A key to success was the discipline required to ensure that the Commission,
including staff and Commissioners, used the messages consistently across all
communications to reinforce the Commission’s main themes with target audiences.
The core messages, imagery and stories were used as appropriate in publications,
events, media outreach, stakeholder outreach, Web site content and presentations.
The repetition of messages allowed the Commission to communicate a consistent
and cumulative story.

Conclusion

The Commission’s purposeful messaging approach—guided by market research
and public health research findings as well as communications principles and a
creative content development process—helped the Commission craft a focused
messaging framework. The process was central to success and worth the upfront
investment given the challenges the Commission faced in advancing a sensitive and
complex set of issues among diverse decision makers from across the political
spectrum. The messages were used by Commissioners representing different
sectors and points of view. Given the potential for particular issues related to social
determinants and health disparities to have divided Commissioners, this acceptance
was an important accomplishment—and a measure of success for how the topics
were positioned.
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APPENDIX

From Research Findings to Message Points: Examples of Message Translation

This chart provides examples of the kinds of more technical research findings that were restated for public

consumption in the Commission’s messaging.

Research Findings

Commission Messages

If SES effects are due to poverty and its correlates, one would
expect to find a threshold effect above which SES would show
little or no association with health outcomes. Studies at both the
individual and aggregate levels challenge this expectation. An
association of SES and mortality occurs throughout the SES
hierarchy.

(Adler NE, Boyce WT, Chesney MA, et al. "Socioeconomic Inequalities in
Health. No Easy Solution." The Journal of the American Medical
Association, 269(24): 3140-5, 1993.)

At all income levels, our health falls
short of what it could be.

Through a combination of latent effects and pathways of living,
child development affects health, well-being, and competence
throughout the life cycle.

(Hertzman C and Wiens M. "Child Development and Long-Term
Outcomes: A Population Health Perspective and Summary of Successful
Interventions." Social Science & Medicine, 43(7): 1083-95, 1996.)

The early years of life set us on
paths leading toward — or away from
— good health.

Area-based measures of poverty and deprivation have been found
to be associated with health outcomes after adjustment for
individual-level factors. Additional studies have suggested that
neighborhood-level variables may also shape the distribution of
health-related behaviors, although other studies have found little
evidence of area effects.

(Diez-Roux AV. “Bringing Context Back into Epidemiology: Variables and
Fallacies in Multilevel Analysis.” American Journal of Public Health,
88(2):216-22, 1998)

Where we live, learn, work and play
can have a greater impact on how
long and well we live than medical
care.

Our zip code may be more important
to our health than our genetic code.

When health risk behaviors were considered, the risk of dying was
still significantly elevated for the lowest-income group (hazard rate
ratio, 2.77; 95% Cl, 1.74-4.42) and the middle-income group
(hazard rate ratio, 2.14; 95% Cl, 1.38-3.25)...Although reducing
the prevalence of health risk behaviors in low-income populations
is an important public health goal, socioeconomic differences in
mortality are due to a wider array of factors and, therefore, would
persist even with improved health behaviors among the
disadvantaged.

(Lantz PM, House JS, Lepkowski JM, et al. "Socioeconomic Factors,
Health Behaviors, and Mortality: Results from a Nationally Representative
Prospective Study of US Adults." The Journal of the American Medical
Association, 279(21):1703-1708, 1998.)

A person’s health and chances of
becoming sick and dying early are
greatly influenced by powerful
social factors such as education,
income, housing and
neighborhoods.
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Commission Messages

Compared with babies born to the most-educated mothers (those
with at least 16 years of schooling), infant mortality rates were
higher—by as much as 12 deaths per 1,000 live births—for babies
born to the least-educated mothers (those with less than 12 years
of completed schooling). With few exceptions, infant mortality
rates also were higher—by up to five deaths per 1,000 live
births—among babies born to mothers in the second highest
education group (those with 13-15 years of completed schooling).

Compared with children in higher-income families, children in
poor, near-poor or middle-income families were 4.7, 2.8 and 1.5
times as likely to be in less than optimal health. Even among
children in higher-income families, the percent of children with
less than optimal health in almost every state exceeded the
national benchmark—3.5 percent—which should be attainable.

(Egerter S, Braveman P, Pamuk E, et al. America's Health Starts with
Healthy Children: How Do States Compare? Washington, DC: Robert
Wood Johnson Foundation Commission to Build a Healthier America,
2008. Available at www.commissiononhealth.org.)

There are substantial shortfalls in
the health of children based on their
families’ income and education.

Children in the poorest and least-
educated households suffer the
worst health outcomes. Even middle
class children and children in the
best-off families are not as healthy
as they could be.

Throughout this century, average life expectancy for all persons in
the United States has been increasing... but data show that
during 1979-89, 45-year-olds with the highest incomes could
expect to live 3 to 7 years longer than those with the lowest
incomes.

(Pamuk E, Makuc D, Keck K, et al. Health, United States, 1998 with
Socioeconomic Status and Health Chartbook. Hyattsville, MD: National
Center for Health Statistics, 1998.)

While America has seen great gains
in improving health overall, some
Americans face much poorer
prospects for good health and long
life than others.

A 1998 study revealed dramatic disparities in life expectancy
across U.S. counties overall, and particularly when racial or ethnic
differences were also considered. For example, black men in the
county with the shortest life expectancy for blacks lived only 58
years (well below average life expectancy in many developing
nations), while white men in the county with the longest life
expectancy for whites could expect to live to age 78—two
decades longer.

(Braveman P and Egerter S. Overcoming Obstacles to Health.
Washington, DC: Robert Wood Johnson Foundation Commission to Build
a Healthier America, 2008. Available at www.commissiononhealth.org.)

Some Americans will die 20 years
earlier than others who live just a
short distance away because of
differences in education, income,
race, ethnicity and where and how
they live.

Health shortfalls are even more dramatic when considering the
level of adult health that should be attainable. At every level of
education in every racial or ethnic group, the percentage of adults
in less than very good health exceeds the national benchmark.*

In the overall population, observed patterns were clearly
consistent with a socioeconomic gradient in life expectancy at age
25, health status, and activity limitation due to chronic disease; for
these indicators, better health outcomes were seen at each higher
level of income or education and the confidence intervals did not
overlap.2

1. (Egerter S, Braveman P, Cubbin C, et al. Reaching America’s Health
Potential: A State-by-State Look at Adult Health. Washington, DC:
Robert Wood Johnson Foundation Commission to Build a Healthier
America, 2009. Available at www.commissiononhealth.org.)

2. (Braveman P, Cubbin C, Egerter S, et al. “Socioeconomic disparities in
health in the United States: What do the patterns tell us?” American
Journal of Public Health. In press.)

Americans at every income and
education level should be healthier.
Many people with incomes and
education above the national
average die prematurely from
preventable health problems. And
for those with limited incomes and
education, health outcomes are far
worse.
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About the Robert Wood Johnson Foundation

The Robert Wood Johnson Foundation focuses on the pressing health and health
care issues facing our country. As the nation's largest philanthropy devoted
exclusively to improving the health and health care of all Americans, the Foundation
works with a diverse group of organizations and individuals to identify solutions and
achieve comprehensive, meaningful and timely change. For more than 35 years the
Foundation has brought experience, commitment, and a rigorous, balanced
approach to the problems that affect the health and health care of those it serves.
When it comes to helping Americans lead healthier lives and get the care they need,
the Foundation expects to make a difference in your lifetime.

About the Commission to Build a Healthier America

The Robert Wood Johnson Foundation Commission to Build a Healthier America is
a national, independent, non-partisan group of leaders formed in February 2008 to
raise visibility of the many factors that influence health, examine innovative
interventions that are making a real difference at the local level and in the private
sector, and identify specific, feasible steps to improve Americans’ health. The
Commission released its recommendations on April 2, 2009.

Resources on the Commission Web Site:

The Commission’s Web site—commissiononhealth.org—includes a variety of
examples of how the messaging was used, along with supporting resources
including reports, issue briefs, state-level child and adult health data, fact sheets,
multimedia personal stories, downloadable charts, polling results and blogs.
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SR BRIEE 4 NEICHBORHOODS Wh_ere We Live Matters for Our Health:
AND HEALTH Neighborhoods and Health

SEPTEMBER 2008 _
1. Introduction

Just as conditions within our homes have important implications for our health,
conditions in the neighborhoods surrounding our homes also can have major health
effects. Social and economic features of neighborhoods have been linked with

The nei g hborhoods mortality, general health status, disability, birth outcomes, chronic conditions, health
. . behaviors and other risk factors for chronic disease, as well as with mental health,
we live in shape our injuries, violence and other important health indicators. *

behaviors and , o o
Physical and social environments in neighborhoods can be overtly hazardous—for

influence our health example, polluted or crime-infested. They also can severely limit the choices and

in other im po rtant resources available to individuals. For example, an individual’s ability—and
motivation—to exercise and avoid smoking and excessive drinking can be

ways as well. constrained by living in a neighborhood that lacks safe areas for exercise, where

intensive tobacco and alcohol advertising targets poorer and minority youth and
liquor stores are plentiful, and where healthy role models are scarce. For example,
studies have shown that a neighborhood’s socioeconomic conditions can affect
whether its residents smoke,*® have healthy diets, ®’ and practice safe reproductive
behaviors.? By the same token, aspects of neighborhood environments—such as
the presence of sidewalks and playgrounds, after-school physical activity programs
for children and youth, and availability of affordable nutritious food—can promote
health by encouraging healthy behaviors and making it easier to adopt and maintain
them. Similarly, people are more likely to receive recommended medical care when
facilities are accessible from where they live, either because they are located
nearby or because safe, convenient transportation is available.
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How could
neighborhoods
affect health?

The physical, social and
service environments of
neighborhoods can promote
health or put health in
jeopardy.

e The physical
environment includes
the “built environment”—
the environment resulting
from structures built by
humans—as well as the
natural environment.

e The social environment
includes the quality of
relationships—such as
trust, connectedness and
cooperation—among
neighborhood residents.

e The service
environment includes
neighborhood resources
for education,
employment,
transportation, health
care, grocery shopping,
recreation and other
services directly or
indirectly tied to health.

Features of physical, social,
and service environments
often overlap (for example,
neighborhood access to
grocery stores reflects both
the physical and service
environments), but together
they can create vastly
different opportunities to be
healthy.

Social and economic conditions in neighborhoods can also influence health by
affecting access to employment opportunities and public resources including
efficient transportation, an effective police force, and good schools. Strong ties and
trust among people within neighborhoods have been associated with better health.
Not all neighborhoods enjoy these opportunities and resources equally, however,
and access to neighborhoods with health-promoting conditions varies by a
household’s economic and social resources; housing discrimination has limited the
ability of many blacks and Hispanics to live in health-promoting neighborhoods. The
concentration of substandard housing in less-advantaged neighborhoods further
compounds racial and ethnic as well as socioeconomic disparities in health.

This issue brief examines the current state of knowledge about neighborhoods and
their links with health, exploring the following questions:
e How could neighborhoods affect health?
e Are features of places really that important for health—or should we focus
primarily on the individuals who live in them?
e Do all Americans have the opportunity to live in a healthy neighborhood?
e Could public and private policies improve neighborhoods in ways likely to
improve America’s health?

The brief also includes several examples of public, private and joint public-private
initiatives intended to make neighborhoods healthier places to live, learn and play.

Activate Omaha (Omaha, NE). A public-private partnership that launched an
awareness campaign about the benefits of active living, Activate Omaha is an
example of a large-scale social marketing and intervention effort. The collaborative
has implemented a “walking schoolbus” program in two Omaha schools, and has
also worked with an Omaha planning firm and the city to develop an east to west
network of bicycle routes to connect with existing greenways which run north to
south. The project was one of 25 demonstration projects selected by Active Living
by Design, a national program of The Robert Wood Johnson Foundation.
http://activateomaha.org/

NYC Playgrounds Program (New York, NY). Through this private-public
collaboration between the Trust for Public Land (TPL) and the City of New York’s
PlaNYC 2030 initiative, elementary schoolyards are being transformed from barren
asphalt lots into playgrounds and community parks. At each site, TPL facilitates a
participatory design process involving students, school staff and community
members; many sites will integrate the design process with classroom learning and
afterschool programs. http://www.tpl.org

2. How could neighborhoods affect health?
The links between neighborhood physical environments and health

Neighborhoods can influence health in many ways. First—and perhaps most
obvious—is through the physical characteristics of neighborhoods. Health can be
adversely affected by poor air and water quality or proximity to facilities that produce
or store hazardous substances;’ by substandard housing conditions exposing
residents to lead paint, mold, dust or pest infestation; by lack of access to nutritious
foods and safe places to exercise combined with concentrated exposure and ready
access to fast food outlets and liquor stores; and by adverse traffic conditions.
Research has examined how the physical characteristics of the buildings, streets
and other constructed features of neighborhoods—also referred to as the “built
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Children in more
closely-knit
neighborhoods are
more likely to
receive guidance
from multiple adults
and less likely to
engage in health-
damaging behaviors
like smoking,
drinking, drug use
or gang
involvement.
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environment’—affect smoking, exercise and obesity.’**? For example, proximity to

supermarkets (which typically sell fresh produce) has been linked with less obesity,
while proximity to small convenience stores (which generally do not sell fresh
produce) has been linked with more obesity™® and smoking.” People are more likely
to be physically active when they live in neighborhoods with better resources for
exercise, such as parks and walking or jogging trails; with less litter, vandalism and
graffiti; and with street patterns that present fewer pedestrian obstacles.’**® Many
characteristics of the physical environment—supermarkets and parks, for
example—can also be thought of as characteristics of the service environment.

The links between neighborhood social environments and health

Health can also be shaped by the social environments of neighborhoods—that is, by
characteristics of the social relationships among their residents, including the
degree of mutual trust and feelings of connectedness among neighbors. Residents
of “close-knit” neighborhoods may be more likely to work together to achieve
common goals (e.g., cleaner and safer public spaces, healthy behaviors and good
schools), to exchange information (e.g., regarding childcare, jobs and other
resources that affect health), and to maintain informal social controls (e.g.,
discouraging crime or other undesirable behaviors such as smoking or alcohol use
among youths, drunkenness, littering and graffiti),l'16 all of which can directly or
indirectly influence health. Children in more closely-knit neighborhoods are more
likely to receive guidance from multiple adults and less likely to engage in health-
damaging behaviors like smoking, drinking, drug use or gang involvement.
Neighborhoods in which residents express mutual trust and share a willingness to
intervene for the public good have been linked with lower homicide rates.*”*®
Conversely, less closely-knit neighborhoods and greater degrees of social disorder
have been related to anxiety and depression.**?
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Feet First (Seattle, WA). This Seattle-area nonprofit organization used its Active
Living by Design grant from the Robert Wood Johnson Foundation to help
neighborhood residents become involved in improving their neighborhoods and in
more physical activity. Feet First staff organized neighborhoods through monthly
walking audits, during which they trained groups of up to 40 neighbors to see their
streets as a resource with potential for physical activity. At the end of the
inspections, participants received notes with photos and maps documenting
assets, possible improvements and needed policy changes. The organization
assists citizens in working with city agencies and departments to address
neighborhood concerns. http://www.feetfirst.info/aboutus/accomplishments

The Edible Schoolyard (Berkeley, CA). A private initiative with public school
collaboration, the Edible Schoolyard is an organic teaching garden that engages a
public middle school’'s students in growing, harvesting and preparing nutritious,
seasonal produce. Goals include cultivating ecoliteracy among students and
promoting the environmental and social well-being of the middle school
community. http://www.edibleschoolyard.org/homepage.html

Living in a poor
neighborhood can
be bad for your
health, even if you
are not poor.

The links between neighborhood service environments and health

The availability of services and opportunities in neighborhoods is another general
pathway through which neighborhoods can influence health. Where we live is
highly correlated with the quality of schools, transportation and other municipal
services, health care services and employment opportunities to which we have
access. Health care can influence health in relatively direct ways. Education,
employment opportunities and other services influence health more indirectly, such
as by providing the means to achieve an adequate standard of living now and in the
future. Differences across neighborhoods in education and employment
opportunities can create and reinforce social disadvantage that translates into worse
healtrzlé (2:5reating health disparities along both socioeconomic and racial or ethnic
lines.”™™

3. Are features of places really that important for health — or
should we focus primarily on the individuals who live in
them?

Many researchers have questioned whether links between neighborhood conditions
and health might be largely a function of the characteristics of individuals living in
neighborhoods, rather than of the features of neighborhoods themselves. It is
reasonable to question whether neighborhood conditions really matter once
individual characteristics are taken into account. For example: Are people who live
in poor neighborhoods less healthy only because they themselves are poor as
individuals, or do features of the neighborhoods they live in add something extra to
the mix?

Many (but not all) studies have found relationships between neighborhood
disadvantage and health even after considering individual characteristics—that is,
the links do not appear to be due only to characteristics of the individuals
themselves. For example, one study that compared heart disease among people
living in different neighborhoods found that individuals who lived in the most
socioeconomically disadvantaged neighborhoods were more likely to develop heart
disease than socioeconomically similar individuals who lived in the most
advantaged neighborhoods.?
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Both places and the
people in them
matter for health.

Rio Grande Riverpark, El Paso County Parks and Recreation (El Paso, TX). This
public-sector project, currently under development, will be a multi-use trail and open
space network along the Rio Grande River in the El Paso del Norte region of Texas.
The 32-mile linear park and trail network will support wetland conservation,
neighborhood revitalization, cultural heritage and environmental education, and
economic development. The project has catalyzed a collaborative effort among
local residents, health care professionals, and city, county and federal governments
to create a healthier community with more opportunities for active living.
http://www.co.el-paso.tx.us/parksandrec/riverpark/

Safe Routes to School (CA). An international movement that has taken hold in
communities throughout the United States, Safe Routes to School (SRTS) aims to
improve health by increasing the number of children who walk or bicycle to school.
In California, state and federal funds are distributed through a competitive grants
process to local projects within a collaborative community framework. Projects
bring together parents, schools, and professionals in transportation, engineering,
health and law enforcement to reduce barriers by improving safety and through
education/encouragement programs.
http://www.dot.ca.gov/hg/LocalPrograms/saferoutes/saferoutes.htm

Children may be
particularly
vulnerable to
unhealthy
conditions in
neighborhoods,
with consequences
for health both in
childhood and later
in life.

Some groups of people may be more affected by neighborhood conditions than
others. Children may be particularly vulnerable to unhealthy conditions in
neighborhoods, with consequences for health both in childhood and later in life.
Findings from one study suggest that low-income women are more likely than
higher-income women to benefit when resources for physical activity become more
available.”” On the other hand, other research has concluded that lower-income
individuals who live in more advantaged neighborhoods may actually fare worse
than their individually similar counterparts living in worse neighborhoods,
speculating that this may be due to negative psychological effects of feeling inferior
to better-off neighbors.*?*3°

Although research on how neighborhoods affect health has come a long way over
the past decade, there are still important scientific challenges in the field and some
argue that the scientific evidence is inconclusive.**** Most experts on the health
effects of social factors, however, agree that where you live can shape your health
in many important ways. The physical features, social relationships, services and
opportunities available in neighborhoods can either enhance or constrain an
individual’s choices benefiting health and well-being. Although the links between
neighborhoods and health are not simple, the overwhelming weight of evidence
indicates that both features of neighborhoods and characteristics of individual
residents influence health. Both places and people matter.

4. Do all Americans have the opportunity to live in a healthy
neighborhood?

Nearly one fifth of all Americans—about 52 million people—live in poor
neighborhoods (i.e., neighborhoods in which at least 20 percent of residents are
poor). The percentage of individuals living in poor neighborhoods varies
considerably across states, from a low of 2 percent in New Hampshire to a high of
42 percent in Louisiana, Mississippi and Washington, D.C.** Some groups of people
are more likely to live in poor neighborhoods than others, however. Between 1970
and 2000, poor families became more likely to live in neighborhoods with
concentrated poverty and rich families became more likely to live in neighborhoods
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At any income level,
blacks and
Hispanics are more
likely to live in poor
neighborhoods than
whites of similar
iIncome.

Racial and
economic
segregation go hand
In hand, so that
blacks are
concentrated in the
poorest
neighborhoods to a
much greater extent
than any other racial
or ethnic group.
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with concentrated wealth. ** Individuals in minority racial or ethnic groups also are
more likely to live in poor neighborhoods: nearly half of all blacks live in poor
neighborhoods, compared with only one in ten whites (Figure 1).33 The uneven
pattern of neighborhood disadvantage across racial or ethnic groups is not fully
explained by differences in family income. Among families with similar incomes,
blacks® and Hispanics live in neighborhoods with higher concentrations of poverty
than whites.*®

Figure 1. Percent of people in different racial or
ethnic groups living in poor* neighborhoods.

60

50

40 |
30 |
20 |
107 I

American Indian ~ Asian alone Black alone Hispanic origin  Native Hawaiian ~ White alone, not
and Alaska Native (of anyrace) and Other Pacific Hispanic
alone Islander alone

*A poor neighborhood is one in which at least 20% of residents have incomes at or below the federal
poverty level.

Adapted from Bishaw A. Areas with concentrated poverty: 1999. Washington, D.C.: U.S. Department of
Commerce, Economics and Statistics Administration, U.S. Census Bureau; 2005.

Socioeconomic and racial or ethnic segregation can influence neighborhood
conditions—and thus health—in a variety of ways, including the funding and quality
of public schools, employment oppor‘[unities,24 housing quality, municipal services,
and hazards such as pollution, noise and crime. Historically, poor neighborhoods
have been more vulnerable than affluent areas to effects of reduced public
spending.24 These neighborhood differences can contribute to health disparities,
given disproportionate access to resources and exposures to harmful conditions.
Living near toxic waste dumps, freeways and other sources of exposures that are
harmful to health is highly correlated with race as well as socioeconomic status.?**’
Racial segregation also has meant that blacks and Hispanics are more likely than
whites to live in poor-quality housing,38 posing a greater risk of exposure to
conditions that can contribute to poor health, such as indoor allergens that can lead
to and exacerbate asthma.***° Escaping health-damaging physical and social
environments is challenging, because these neighborhoods typically lack
employment opportunities and services— including good schools—that can lead to
upward social and economic mobility. There may also be fewer positive role models
and fewer community members with sufficient resources themselves to provide a
“leg up” to those who are most in need.
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The overwhelming
weight of evidence
Indicates that
physical, social and
service
characteristics of
neighborhoods
Influence health in
Important ways,
including by
shaping choices
and behaviors.

We need more
research, conducted
rigorously and on a
large enough scale
to yield results that
can guide public-
and private-sector
policies.

Pennsylvania Fresh Food Financing Initiative (PA). Supported by a private-
public partnership including the Pennsylvania Food Trust, the Greater Philadelphia
Urban Affairs Coalition, The Reinvestment Fund and the Commonwealth of
Pennsylvania, FFFI works to increase the number of supermarkets in under-served
communities across Pennsylvania. The initiative helps meet the financing needs of
supermarket operators where infrastructure costs and credit needs cannot be met
solely by conventional financial institutions. To date, FFFI has helped fund 52
supermarket projects in Philadelphia and other Pennsylvania cities and towns.
http://www.thefoodtrust.org/php/programs/super.market.campaign.php

Growing Gardens (Boulder, CO). In addition to supporting eight community
gardens and a neighborhood composting program, Growing Gardens partners with
low-income families to help them meet their food needs and runs two programs
targeted to youth. Cultiva! involves at-risk teens in community service while
teaching them about business practices and healthy eating; participants tend
gardens together, donating most of their produce to those in need while selling the
rest at the Boulder Farmers Market. The Children’s Peace Garden educates
younger children about gardening and the environment. Growing Gardens also
runs programs for disabled and elderly citizens. www.growinggardens.org

5. Could public and private policies improve neighborhoods in
ways likely to improve America’s health?

A wide range of public and private-sector policies have been proposed to make
neighborhoods healthier places to live for everyone, and particularly for those who
experience the most health-damaging environments and face the greatest obstacles
to changing their environments. Because children may be particularly vulnerable to
unhealthy conditions in neighborhoods, with consequences for health both in
childhood and later in life, proposals focusing on healthier neighborhoods for
families with children deserve special priority. It is beyond the scope of this brief to
assess which policies appear most promising, particularly because rigorous
research on the effectiveness of different interventions is very limited.

In addition to the specific examples highlighted throughout this brief, the box below
describes a range—not intended to be exhaustive—of diverse and sometimes
overlapping strategies that have received serious consideration by experts.
Unfortunately, few of these strategies have been rigorously evaluated. Given
current gaps in knowledge, high priority should be given to research focused on the
health impacts of these and other knowledge-based approaches to improving
neighborhoods—for all Americans, but particularly for those who now live in
conditions presenting the greatest threats to health. Although the current evidence
is limited, we know enough now based on existing research to design—and carefully
evaluate—promising experiments to help us learn how to ensure that all Americans
live in neighborhoods that safeguard and promote their health. Many promising
smaller-scale approaches could be tested on a scale large enough to guide both
public- and private-sector policies.
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We know enough,
based on existing
knowledge, to
design and carefully
evaluate a range of
promising
experiments that
can show us how to
ensure that all
Americans live in
healthy
neighborhoods.

Improving health by making neighborhoods healthier: arange of
strategies

We know that, when it comes to health impact, characteristics of both people
and places matter. Listed below are several examples of general strategies
targeting action at the neighborhood level. In addition to strategies directly
targeting improvement at the neighborhood level, however, it should be noted that
many interventions targeting individuals also can be expected to contribute to
improving the quality of neighborhoods from a health perspective. For example,
housing mobility programs, such as Moving to Opportunity, which provide
recipients of public housing assistance more choice in where they live, can enable
people to move into healthier neighborhoods with lower exposure to crime and
social disorder.*" Studies show the Earned Income Tax Credit, a poverty
reduction policy directly benefiting low-income households, significantly
concentrates financial resources in poor neighborhoods. ** Similarly,
homeownership assistance to families could contribute to neighborhood stability
and development, as individual assets become investments in neighborhoods.43

The following non-exhaustive list includes several examples of
neighborhood-level interventions that have received considerable attention:

e Bringing retail food markets into disadvantaged communities would
increase the availability of affordable healthful food choices in
neighborhoods that now have the most limited choices. ***?

e Smart growth, a model of planning and zoning by The American
Planning Association, includes encouraging the clustering of homes near
shopping areas, public transportation and employment possibilities.49 The
type of community design proposed by the principles of smart growth
could encourage healthy behaviors and positive social relationships
among neighbors.

e Arange of community revitalization initiatives designed to promote
neighborhood economic development and improve physical, social and
service environments in neighborhoods have been considered as
important approaches to improving community health. The U.S. Public
Health Service Task Force on Community Preventive Services and a
team of experts have recognized the large potential health impact of such
initiatives.>

¢ Animportant aspect of revitalization and other relevant neighborhood
improvement initiatives is community organizing to motivate action,
bringing people together to work collectively to improve neighborhoods.

e “Environmental justice” interventions seek to reduce toxic exposures
in the physical environment in communities with large concentrations of
low-income residents, particularly low-income black and Hispanic
residents. It is important to eliminate health hazards in all communities,
but it is well documented that hazardous wastes, pollution and other toxic
substances are differentially concentrated in such communities®**’; hence
the widely used term “environmental justice.”

e  Other promising approaches with potential health implications include
strategies to reduce residential segregation along socioeconomic lines,
for example through: zoning measures; expanding the supply of
affordable housing in neighborhoods that offer opportunities for
employment and quality schools; enforcement of fair housing laws,
including the Federal Fair Housing Act; and a range of other initiatives.>*
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About the Robert Wood Johnson Foundation

The Robert Wood Johnson Foundation focuses on the pressing health and health
care issues facing our country. As the nation's largest philanthropy devoted
exclusively to improving the health and health care of all Americans, the Foundation
works with a diverse group of organizations and individuals to identify solutions and
achieve comprehensive, meaningful and timely change. For more than 35 years the
Foundation has brought experience, commitment, and a rigorous, balanced
approach to the problems that affect the health and health care of those it serves.
When it comes to helping Americans lead healthier lives and get the care they need,
the Foundation expects to make a difference in your lifetime.

About the Commission to Build a Healthier America

The Robert Wood Johnson Foundation Commission to Build a Healthier America is
a national, independent, non-partisan group of leaders that will raise visibility of the
many factors that influence health, examine innovative interventions that are making
a real difference at the local level and in the private sector, and identify specific,
feasible steps to improve Americans’ health.
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ISSUE BRIEF 5: RACE AND Race and Socioeconomic Factors Affect

SOCIOECONOMIC FACTORS

Opportunities for Better Health

APRIL 2009
Striking differences in health are seen among racial or ethnic groups.

Dramatic differences in health among racial or ethnic groups*r in the United States
have been observed repeatedly across a wide range of important indicators of
health from the beginning of life through old age. The largest and most consistent
health disparities generally are observed for blacks and—when data are available—
American Indians compared with whites, although Hispanics and some Asian
groups also have significantly worse health than whites on a number of measures.
For example, compared with a baby born to a white mother, a baby born to a black
mother is more than twice as likely, and an infant born to an American Indian or
Alaska Native mother almost 1% times as likely, to die before reaching his or her
first birthday (Figure 1). Age-adjusted overall mortality rates are higher for blacks
compared with all other groups (Figure 2); these age-adjusted rates mask even
larger disparities among the young." Adult Hispanics, Asians and blacks have

higher rates of diabetes than adult whites (Figure 3).
To understand health

disparities, it is not
enough to consider

only race or only

2 2 Figure 1. Black and American Indian or Alaska Native babies are much more likely
socioeconomic than babies in other racial or ethnic groups to die in their first year of life.

factors. Both affect
health.

Racial or Ethnic Group
@ Black, Non-Hispanic
Hispanic*

Asian or Pacific Islander
@ American Indian or Alaska Native
@ White, Non-Hispanic

INFANT MORTALITY RATE PER 1,000 LIVE BIRTHS

* Persons of Hispanic origin may be of any race.
Source: Mathews TJ & MacDorman MF. “Infant Mortality Statistics from the 2005 Period Linked Birth/Infant Death Data Set.”
National Vital Statistics Reports, vol 57, no 2. Hyattsville, MD: National Center for Health Statistics, 2008.

T We use “racial or ethnic groups” to refer to population groups identified by their ancestral origin on
different continents. Black denotes African-American background, white denotes European-American
background and Hispanic or Latino denotes Latin-American background. Based on scientific consensus
that race is primarily a social rather than biological construct, we use race and ethnic group interchangeably;
given common usage, which may distinguish between these terms, we mention both to avoid confusion.
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Figure 2. Overall, blacks have the highest age-adjusted mortality rates.

1200 «rooorrrrmrre e Racial or Ethnic Group
@ Black, Non-Hispanic
@ Hispanic*
Asian or Pacific Islander
@ American Indian or Alaska Native
................................ @ White, Non-Hispanic

1034.5

796.6

AGE-ADJUSTED DEATH RATE PER 100,000 POPULATION

Dramatic differences

0 . 440.2
In health among racial
O r et h n I C g r 0 U p S I n * Persons of Hispanic origin may be of any race.
. Source: Kung HC, Hoyert DL, Xu J, et al. “Deaths: Final Data for 2005.” National Vital Statistics Report, vol 56, no 10. Hyattsville, MD: National
t h e Uni ted States Center for Health Statistics, 2008.

have been observed
repeatedly across a

Wlde range Of Figure 3. Adult blacks, Hispanics and Asians all have higher rates of diabetes than adult
im portant indicators whites. Diabetes increases the risk of heart disease, stroke and premature death.
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Source: Centers for Disease Control and Prevention. National Diabetes Fact Sheet, 2007.

Gaps in life expectancy by racial or ethnic group may have narrowed in recent
years. However, racial and ethnic disparities in many other health measures have
persisted over time. For some outcomes, such as maternal mortality, the disparities
have widened.? This issue brief focuses on disparities in health itself, contrasted
with health care; widespread racial or ethnic disparities in health care have been
well documented®® and undoubtedly contribute to disparities in health.
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Socioeconomic factors—including income and education—also matter for
health.

Income and educational attainment are the two most commonly used markers of
socioeconomic status or position in the United States.” Both are strongly related to
A person’s income most measures of health and health-related behaviors across the life course. A
. person’s income and education—along with other correlated characteristics
and education—along including accumulated wealth, occupation and neighborhood socioeconomic
with other correlated conditions—can influence health in myriad ways. These include the direct and
.. obvious effects of extreme poverty (such as malnutrition or exposure to extreme
characteristics heat or cold) to the less obvious health effects of chronic stress that accompanies a
includin g constant struggle to meet life’s needs with inadequate resources. Overcoming

| d Ith Obstacles to Health®, published by the Robert Wood Johnson Foundation (RWJF) in
accumulatead wealtn, February 2008, reveals striking income and education gradients at the national level
occup ation and for many health measures across the lifespan: As income or education levels rise,

: health improves incrementally. America’s Health Starts With Healthy Children: How
n elg_ hborh OOd_ Do States Compare?g, published by the RWJF Commission to Build a Healthier
socioeconomic America in October 2008, documents similar patterns by income and education, as
conditions—can well as disparities by racial or ethnic group, for infant mortality and children’s overall

. . health status at both the national and state levels.
influence health in

myriad ways. _ _ _ _
Both racial or ethnic group and socioeconomic factors matter for health.

Figures 4a—4d illustrate the importance of considering health disparities across both
socioeconomic factors and racial or ethnic groups. For example, studies of self-
reported health status—which corresponds closely with objective clinical
assessments by health professionals—have found that poor or fair (as opposed to
good, very good or excellent) health is more common among both black and
Hispanic adults than among white adults (Figure 4a) and among adults with lower
incomes compared with those who are more affluent (Figure 4b).

Figure 4a. On average, black and Hispanic adults have worse health than white adults.

25
Racial or Ethnic Group
@ Black, Non-Hispanic
20.8 Hispanic

@ White, Non-Hispanic

114

PERCENT OF ADULTS, AGES 2 25 YEARS, WITH POOR/FAIR HEALTH *

*Age-adjusted
Source: National Health Interview Survey, 2001-2005.
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Health varies
markedly by income
within every racial
group, and racial or
ethnic differences
can be seen at each
level of income.
These patterns are
seen across a wide
range of health
conditions.

A ROBERT WOOD JOHNSON FOUNDATION

Q

Figure 4b. As income goes up, health status improves. Adults who are poor (with
incomes below the Federal Poverty Levelt (FPL)) are most likely to report being in poor
or fair health, but even adults with middle-class incomes (200-399% FPL) are less healthy
than those with higher incomes. This stepwise pattern, also seen when comparing
across education groups, is referred to as the socioeconomic gradient in health.

35 -
Family Income
(Percent of Federal Poverty
Level)
@ <100% FPL
@ 100-199% FPL
@ 200-299% FPL
300-399% FPL
2400% FPL

30

25 -

20

15

10 -
6.6

PERCENT OF ADULTS, AGES 2 25 YEARS, WITH POOR/FAIR HEALTH *

0 -

1In 2005, the Federal Poverty Level for the 48 contiguous states and the District of Columbia was $16,090 for a family of three and $19,350
for a family of four.

*Age-adjusted

Source: National Health Interview Survey, 2001-2005.

Figure 4c. In every racial or ethnic group, health status improves as income increases.
Socioeconomic differences in health are related to differences in resources and
opportunities that affect all racial or ethnic groups.

40 e ey Income
36.1 (Percent of Federal Poverty
Level)
35 -
@ <100% FPL
30.8 @ 100-199% FPL

@ 200-299% FPL
300-399% FPL

2 400% FPL

30

25 o

20

15 -

9.8 9.7

10 --
6.2

PERCENT OF ADULTS, AGES 2 25 YEARS, WITH POOR/FAIR HEALTH *

BLACK, NON-HISPANIC HISPANIC WHITE, NON-HISPANIC

*Age-adjusted
Source: National Health Interview Survey, 2001-2005.

Figure 4c examines income differences within three large racial or ethnic groups.
Health varies markedly by income within every racial or ethnic group, indicating that
income differences in health are not based on racial or ethnic differences.

This does not mean, however, that differences by income (or other socioeconomic
factors) should be considered without taking racial or ethnic differences into
account. As seen in Figure 4d, racial or ethnic differences can be seen at each
level of income. These general patterns—displayed here for adult self-reported
health status but also seen across a wide range of health conditions and age
groups—tell us that both race and socioeconomic factors are important for health;
both must be considered.
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Figure 4d. Within most income groups, blacks and Hispanics have worse health than
whites. Both racial or ethnic group and socioeconomic factors, such as income or
education, are important for health.

Racial or Ethnic Group

@ Black, Non-Hispanic
Hispanic

@ White, Non-Hispanic

The social patterns of
many racial or ethnic

di Spariti es in health <100%FPL 100-109% FPL 200-299% FPL  300-399%FPL 2400%FPL
St r o n g |y S u g g est th at FAMILY INCOME (PERCENT OF FEDERAL POVERTY LEVEL)

PERCENT OF ADULTS, AGES 2 25 YEARS, WITH POOR/FAIR HEALTH *

*Age-adjusted
Source: National Health Interview Survey, 2001-2005.

modifiable social
differences—such as

income, wealth,

education and Overview. Disparities in both access to and quality of medical care likely play an
. important role in racial or ethnic disparities in health.® Although medical care is

nei g hborho OC! important, an accumulating body of evidence suggests that racial or ethnic

socioeconomic differences in living and working conditions that affect health may be even more

condition s—p | ay a |mp0rtapt, det.ermlnlng who will be healthy or pecome sick in the first place.
Increasing evidence also suggests that chronic stress related to overt or subtle

key role. experiences of racial or ethnic bias may significantly contribute to disparities in
health among racial or ethnic groups, over and above differences in living and
working conditions and differences in medical care.’® These complex issues are
discussed below.

What explains these patterns?

Levels of income and education—both strongly related to health—vary across
racial or ethnic groups. There are striking racial and ethnic disparities in income,
with blacks and Hispanics consistently experiencing higher rates of poverty than
whites (Figure 5). Some Asian populations and Native Hawaiians and other Pacific
Islanders also have higher rates of poverty than whites.™*? Public health statistics
in the United States generally have been reported by racial or ethnic group but often
not by income, education or other socioeconomic characteristics.™ Without
adequate socioeconomic information, racial or ethnic differences in health often are
assumed to reflect either underlying genetic differences or entrenched “cultural”
differences—both of which have limited potential for intervention. In fact, less
frequently measured modifiable social factors—including income, education, wealth
and neighborhood socioeconomic conditions, both current and earlier in life—are
likely to be more important in explaining health differences by race or ethnicity.7 For
example, researchers at the U.S. Centers for Disease Control and Prevention
(CDC) estimated that 38 percent of the excess mortality among black adults
compared with white adults in the United States was related to differences in
income.**
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While the role of
genetic differences in
health disparities has
been debated,
authoritative
scientific sources
have concluded that
race is primarily a
social, not biological
construct.*®?
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Figure 5. Blacks and Hispanics are more likely than whites to experience poverty;
the disparities are largest in childhood.

Racial or Ethnic Group*
@® Black

333 Hispanic

@ white, Non-Hispanic

PERCENT OF PERSONS IN POVERTY, 2004

ALL PERSONS CHILDREN =17 YEARS

*Persons of Hispanic origin may be of any race. Blacks include persons of Hispanic and non-Hispanic origin.
Source: National Center for Health Statistics. Health, United States, 2006 with Chartbook on Trends in the Health of Americans. Hyattsville, MD.

Differences in income and education partly but not entirely account for racial
or ethnic disparities in health. Many racial or ethnic disparities in health—as
distinguished from health care—may be reduced markedly or even “disappear”
when income and/or education are considered.” Many differences (like those in
adult health status, shown in Figure 4d), however, remain even after taking income
and education into account.’®*® These patterns strongly suggest that modifiable
social differences play a key role in many racial or ethnic disparities. While the role
of genetic differences in health disparities has been debated, authoritative scientific
sources have concluded that race is primarily a social rather than a biological
construct.**%

The Hispanic Paradox

The patterns and relationships between race and ethnicity and health can be
complex. For example, although Hispanics as a group have lower levels of
income (Figure 6), wealth (Figure 7) and education than whites, they fare as
well or sometimes even better than whites on several key health outcomes,
including low birth weight, premature birth and age-adjusted mortality. This
relative health advantage on some health indicators, despite typically greater
economic disadvantage, is referred to as the “Hispanic paradox.”?*?* The
Hispanic paradox is most striking among Mexican Americans and does not
appear to hold for Puerto Ricans.? (It is important to note that Hispanics, like
all other large racial or ethnic groups used in typical classifications, represent a
heterogeneous group of individuals from many ethnic groups that often have
markedly different socioeconomic and demographic characteristics.) The
Hispanic paradox appears to be concentrated among immigrants and typically
is not seen among people born in the United States; in fact, birth outcomes
among Mexican Americans appear to worsen with successive generations in
this country.24 Several hypotheses have been advanced to explain these
patterns. Individuals who face the challenges of emigration may be inherently
healthier (the “healthy immigrant effect”). Recent immigrants also may benefit
from healthier behaviors, stronger social networks and other sources of
psychological resilience that their U.S.-born counterparts may not have.
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Unmeasured
socioeconomic
differences are likely
to explain a large part
of many racial or
ethnic disparities in
health.’

Like income and education, racial or ethnic group is an important marker
for social experiences reflecting opportunities and resources.

The social patterns of many racial or ethnic disparities in health strongly
suggest that modifiable social differences—such as income, wealth, education
and neighborhood socioeconomic conditions—play a key role. Evidence also
indicates that belonging to a particular racial or ethnic group can itself represent
different social experiences beyond the effects of income or education.

For example, if the underlying explanation for two-fold disparities in birth
outcomes seen for U.S.-born black women compared with white women were
primarily genetic, we would also expect immigrant black women to have worse
outcomes relative to white women. Instead, immigrants from Africa or the
Caribbean have relatively favorable birth outcomes.?*® Evidence that
differences in birth outcomes between blacks and whites are greatest among
more affluent and educated women also is not easily explained by genetic
differences.”’ Many scientists are exploring the potential role of psychosocial
factors in health disparities, focusing particular attention on the chronic stress
associated with belonging to a group that historically has experienced
racial/ethnic bias.'®?*% This stress can affect even people who may not have
experienced major incidents of overt bias themselves but are aware of their
group’s unfair perception and treatment.

What explains racial or ethnic differences in health among people with
similar levels of income or education?

Unmeasured socioeconomic differences are likely to explain a large part of
many racial or ethnic disparities in health. Figure 4d shows racial or ethnic
differences in health within groups defined by level of income. As noted earlier,
blacks, Hispanics, American Indians and some Asian groups historically have been
socioeconomically disadvantaged relative to whites. However, the magnitude of this
relative disadvantage may not be adequately captured using the income or
education information typically available in health studies. Studies rarely describe
wealth or educational quality, and typically use broad income and education
categories—for example, grouping income as below or above 100 percent of the
Federal Poverty Level (poor vs. non-poor), or grouping education as less than high-
school graduate vs. high-school graduate. Within broad categories like these, some
groups (e.g., people of color) may cluster systematically near the lower cut-off, while
others (e.g., whites) cluster at the top, but these differences are not reflected by the
categories used. Furthermore, large racial or ethnic differences have been
documented in:

. Income at a given level of education. At each level of educational attainment,
blacks and Mexican Americans (the largest of the Hispanic ethnic subgroups,
representing about 66 percent of Hispanics in the United States) consistently
have lower incomes than whites (Figure 6).

. Wealth at a given level of income. At each level of income, blacks and
Hispanics have far less accumulated wealth than whites (Figure 7). Although
income is the most commonly used measure of economic resources,
wealth—which typically reflects income and assets over a longer period of
time, often since childhood—could be at least as important for health.”*
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Figure 6. At every educational level, blacks and Mexican Americans have lower
mean family incomes than whites.
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Figure 7. At every income level, blacks and Hispanics have less accumulated wealth
than whites.
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Source: Braveman PA et al. Socioeconomic status in health research: One size does not fit all. JAMA, 294(22), 2005. Based on US Census
Bureau Survey of Income and Program Participation, 2000.

. Neighborhood socioeconomic characteristics at a given level of income.
Although most studies do not consider socioeconomic characteristics of the
neighborhoods where people live, neighborhood characteristics such as the
percentage of residents who are poor have been shown to affect people’s
health over and above the effects of individual socioeconomic characteristics.
At a given level of income, blacks and Hispanics generally live in more
disadvantaged neighborhoods than their white counterparts.7
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Chronic stress
related to overt or
subtle experiences of
racial or ethnic bias
may significantly
contribute to
disparities in health
among racial or
ethnic groups, over
and above
differences in living
and working
conditions and
differences in medical
care.’®

. Socioeconomic conditions experienced in childhood. Childhood
socioeconomic conditions have been shown to have major effects on adult
health, independently of how they shape socioeconomic conditions during
adulthood; yet they are rarely measured. Black and Hispanic adults are more
likely to have experienced lower socioeconomic circumstances in childhood,
compared with whites of comparable current educational levels.”

Other social factors related to race or ethnicity also may contribute to racial
or ethnic disparities in health. In particular, a number of scientists have
hypothesized that chronic stress related to experiences of racial/ethnic bias—
including relatively subtle experiences that arise even in the absence of conscious
or intentional prejudice—may contribute significantly to unexplained racial or ethnic
disparities in health, regardless of one’s income or education. Chronic stress has
been found to have major adverse health effects through multiple neuroendocrine,
vascular, immune and/or inflammatory mechanisms®*>*, resulting in increased risk
of heart disease, stroke, diabetes, low birth weight or premature birth and other
serious conditions.** Findings from studies in the United States and other countries
have found that perceived racial/ethnic bias makes an additional contribution to
racial or ethnic disparities in health, after income and education are
considered.'%*>%

Blacks, American Indians, Hispanics, Pacific Islanders and some Asian groups are
disproportionately represented among the more socioeconomically disadvantaged
groups in the United States. This reflects a long history of racial inequality in which
racial or ethnic origin was legally used to exclude individuals from employment,
educational opportunities and property ownership. Although most explicit uses of
race to demean or exclude people from participation in society have been outlawed,
racial residential segregation persists. The legacy of segregation, together with
subtle institutional forms of bias that limit economic and social opportunities,
continues to shape living and working conditions, with adverse health
consequences for many people of color.*’

Race, income and education matter for health because they reflect access to
different resources and opportunities to be healthy.

Figures 8 and 9, below, excerpted from Overcoming Obstacles to Health®, depict
some of the influences that shape health. Good education, for example, gives
people access to safe jobs providing a stable income, health insurance and other
benefits. Income can determine whether people can afford to eat nutritious foods
and live in healthy homes in safe neighborhoods with good schools and places to
exercise and play. Racial or ethnic group, along with income and education, also
shapes economic and social opportunities and resources for three major reasons:

e  First, in many respects, the United States remains a highly segregated society,

with racial residential segregation that systematically tracks blacks and
Hispanics into neighborhoods with fewer resources and opportunities to be
healthy (see Commission Issue Brief 3: “Neighborhoods and Health”). Blacks
and Hispanics of all incomes are more likely than whites with similar incomes to
live in neighborhoods with concentrated di&":\dvantage.?’&39

e Second, although advances have been made, as reflected by the recent

election of a black President, the legacy of racial discrimination persists and
may have direct adverse effects on health by adding to chronic stress among
blacks and Hispanics, even in the absence of conscious intent to discriminate.
These effects are experienced not just among those who are at greatest
socioeconomic disadvantage but among relatively affluent and highly-educated
individuals as well.
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Figure 8. Along with income and education, racial or ethnic group represents
economic and social opportunities and resources.

Economic & Social
Opportunities and Resources
(reflected in income, education, and racial or
ethnic group)

4
5 Living & Working Conditions
in Homes and Communities

HEALTH

Third, along with income and education, racial or ethnic group can reflect
experiences that can hurt or enhance health over lifetimes and across
generations (Figure 9). Experiences in childhood are particularly crucial in
shaping health across a person’s entire lifetime (see Commission Issue Brief 1:
“Early Childhood Experiences and Health”). Because of the legacy of racial
discrimination, blacks are more likely to have experienced social and economic
disadvantage in childhood than their white counterparts, who may appear
similar when only current income and years of education are considered. Social
advantage and disadvantage affect opportunities for good health. They are
transmitted across a person'’s lifetime, with poverty and ill health in childhood
increasing the likelihood of lower income, less wealth and less educational
attainment in adulthood. Social advantage and disadvantage also are
transmitted across generations, as children become adults, have families and
raise their own children.

Figure 9. Social advantage or disadvantage—which leads to health advantage or
disadvantage—accumulates over time and is transmitted across generations.
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Americans are not as healthy as they should or could be. This is an issue for
us all—for all racial or ethnic groups and for the middle class as well as the
poor.

Health disparities by racial or ethnic group, income and education reflect unrealized
health potential in our society. In addition to needless suffering and premature
disability and death, this translates in hard economic terms to less economic
productivity and greater health care expenditures for conditions that could have
been prevented—issues that affect us all. The United States spends more per
person on medical care than any other country4°, but ranks at or near the bottom
among affluent nations on key health indicators and even performs poorly on health
by comparison with a number of low-income countries*"*>—even when looking only
at white Americans.>* Perhaps not coincidentally, our low international ranking on
health is matched by the highest rate of child poverty among affluent nations.*
Within each large racial or ethnic group, however, the middle class as well as the
poor have worse health than the most affluent (Figure 4c)—a finding that provides
an important clue to understanding and addressing the problem.

We have much to learn about how race, income and education affect health. We do
know, however, that both race and socioeconomic factors reflect social factors that
contribute to large gaps in health for the vast majority of Americans, across lifetimes
and generations. Realizing our full health potential will require high-quality medical
care for all, but that will not be enough. Successful, sustainable strategies will need
to focus on improving living and working conditions for everyone, particularly those
in the most health-damaging circumstances.
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Historically, programs and policies addressing social and/or economic
conditions have led to significant reductions in health disparities between racial
or ethnic groups. Examples of efforts with demonstrated or promising impacts
on racial or ethnic differences in health include the following:

e The Civil Rights Act of 1964, banning racial segregation in schools,
public places and employment, and the Voting Rights Act of 1965,
banning discriminatory voting practices, have had significant effects on
the health of blacks in the United States. Desegregating hospitals had
dramatic effects on infant mortality (see below). At least as dramatic,
however, is how broader opportunities for black women led to
economic and social gains in the late 1960s and the 1970s, with
declines in income disparities between white and black women and
significant increases in life expectancy and decreases in mortality
rates for working-age black women compared with white women
during this period.**

e After passage of Title VI of the 1964 Civil Rights Act prohibiting
discrimination and segregation in all institutions receiving federal
funding, the federally-mandated desegregation of public hospitals,
particularly in Mississippi, led to dramatically improved access to care
for black mothers and infants. From 1965 to 1971, declines in the
black infant mortality rate (IMR) resulted in the narrowest gap between
black and white IMRs in the post-World War Il era. Benefits
associated with reduced infant mortality generated an estimated
welfare gain of more than $7 billion during 1965 to 1975.%

e |Initiated in 1961 as part of the federal “war on poverty,” the Food
Stamp Program is the means-tested food and nutrition program
intended to improve nutrition among the low-income population. The
passage of 1973 Amendments to the Food Stamp Act mandated that
all counties offer the Food Stamp Program by 1975. The rollout of
Food Stamp Program benefits during the 1960s and early 1970s
improved birth outcomes for both whites and blacks, with larger
impacts for births to black mothers.*®

e The Baltimore Regional Housing Campaign resulted from a lawsuit
by the American Civil Liberties Union on behalf of 14,000 black
tenants and potential beneficiaries of public housing in Baltimore. In
2005, the District Court found the U.S. Department of Housing and
Urban Development (HUD) in violation of the Fair Housing Act and
liable for failing to provide poor families with access to housing outside
of segregated, high-poverty communities. Funded by HUD and
administered by the Housing Authority of Baltimore County, the
Campaign allowed families who were eligible for housing assistance to
move from public housing into “communities of opportunity” defined on
the basis of school performance, employment, transportation, child
care, health care and institutions facilitating civic and political activity.
A public health intervention incorporated into the housing mobility
strategy provided services such as nutrition assessments and health-
related counseling.*’
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Continued:

e REACH (Racial and Ethnic Approaches to Community Health) 2010 is
a federal initiative funded by the U.S. Centers for Disease Control and
Prevention to eliminate health disparities among racial and ethnic
communities. For example, beginning in 2001, the local Charlotte
REACH 2010 program was implemented over a seven-year period to
reduce health disparities in cardiovascular disease and diabetes in a
North Carolina community of 20,000 blacks by creating changes in
individual behaviors, community capacity and systemic policies. The
program featured lay health advisors, targeted individual interventions
(e.g., exercise, nutrition, smoking cessation, primary care), and
environmental and systemic interventions (e.g., launching a culturally-
specific mass media campaign to raise awareness and target specific
health behaviors, starting and maintaining a local farmer’s market,
expanding physical activity programs and promoting healthy food
labeling in area schools and restaurants). Statistically-significant
improvements were found in physical activity, smoking and healthy
eating for those who participated in the program.*

¢ Rooted in the American Civil Rights Movement, the Children’s Defense
Fund (CDF) created the CDF Freedom Schools program in 1993 to
mobilize the black community to address children’s needs by
emphasizing reading enrichment, youth leadership development,
parent involvement and social action. The Kansas City CDF
Freedom Schools initiative, begun in 1995, provided a summer
program for mostly black children ages 5 to 15 years. By 2007, 18
CDF Freedom Schools sites, operating in churches, enrolled between
1,000 and 2,000 students each year. An external three-year
evaluation found improvements in reading ability, as well as positive
change in measures including community involvement, acceptance of
responsibility and social adjustment. Health impacts were not directly
measured, but the measured outcomes have been linked repeatedly
with health in research literature.*®

e In 2001, a group of concerned residents, community-based
organizations and social service agencies formed the West Oakland
Food Collaborative (WOFC) with the goal of increasing access to
nutritious and affordable food while stimulating economic development
in this low-income, primarily black community in California. With
funding from the University of California, Davis, and The California
Endowment, WOFC helped open the Mandela Farmers’ Market in
April 2003. This initiative provides farmers and vendors with
equipment, training, resources and technical assistance, and helps
connect the community with black farmers suffering from the
displacement of small family farms. WOFC also offers free shuttle bus
service to the weekly market for residents with limited public
transportation access. The group plans to add screening and
application services at the farmers’ market to help residents apply for
public benefits such as WIC, food stamps and Medi-Cal (California’s
Medicaid). The market’s turnout has been increasing, with about 200
customers a week.*
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About the Robert Wood Johnson Foundation

The Robert Wood Johnson Foundation focuses on the pressing health and health
care issues facing our country. As the nation's largest philanthropy devoted
exclusively to improving the health and health care of all Americans, the Foundation
works with a diverse group of organizations and individuals to identify solutions and
achieve comprehensive, meaningful and timely change. For more than 35 years the
Foundation has brought experience, commitment, and a rigorous, balanced
approach to the problems that affect the health and health care of those it serves.
When it comes to helping Americans lead healthier lives and get the care they need,
the Foundation expects to make a difference in your lifetime.

About the Commission to Build a Healthier America

The Robert Wood Johnson Foundation Commission to Build a Healthier America is
a national, independent, non-partisan group of leaders formed in February 2008 to
raise visibility of the many factors that influence health, examine innovative
interventions that are making a real difference at the local level and in the private
sector, and identify specific, feasible steps to improve Americans’ health. The
Commission releases its recommendations on April 2, 2009.
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ISSUE BRIEF 4: WORK AND HEALTH Work Matters for Health

e 1. Introduction

Our work affects our health in many ways — and our health affects our work.

On average, American adults spend nearly half of their waking hours at work."
Where we work influences our health, not only by exposing us to physical conditions
that have health effects, but also by providing a setting where healthy activities and

Healthy workers and behaviors can be promoted. In addition to features of worksites, the nature of the

their families are work we do and how it is organized also can affect our physical and mental health.
q . Work can provide a sense of identity, social status and purpose in life, as well as
I’kely to incur lower social support. For most Americans, employment is the primary source of income,
medical costs and be giving them the means to live in homes and neighborhoods that promote health and
. to pursue health-promoting behaviors. In addition, most Americans obtain their
more productive, health care insurance through their jobs. Not only does work affect health; health
while those with also affects work. Good health is often needed for employment, particularly for low-
. skilled workers. Lack of employment among those who are unable to work because
chronic health of ill health can lead to further economic and social disadvantage and fewer
conditions generate resources and opportunities to improve health, perpetuating a vicious cycle.
h ’gh er costs in terms Employment-related health problems have significant human and economic
of health care u se, costs for individuals and for society overall.
absenteeism, In 2007, over 5,000 fatal and 4 million nonfatal work-related injuries and illnesses
disability and overall were reported in private industry workplaces; about half of the non-fatal injuries

. . 4 resulted in time away from work due to recuperation, job transfer or job restriction.?

reduced productivity. Some reports have found that the total economic costs to the nation of occupational
illness and injury match those of cancer and nearly those of heart disease.? Healthy
workers and their families are likely to incur lower medical costs and be more
productive, while those with chronic health conditions generate higher costs in terms
of health care use, absenteeism, disability and overall reduced productivity.4
Workplace injuries and work-related illnesses have a major financial impact on both
large and small employers. In 2006, the cost to employers for workers’
compensation totaled $87.6 billion.®

This issue brief examines how work can affect health, exploring the health effects of
both physical and psychosocial aspects of work as well as of work-related
opportunities and resources. Examples of promising approaches to making work
healthier also are provided.
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2. How does work affect health?

Figure 1. How work shapes health for workers and their families
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Changes in work and in the workforce: Implications for health.

Both the profile of workers and the nature and structure of work in the United
States have evolved over time. Today’s workforce is older, more racially and
ethnically diverse, and increasingly made up of women.® Along with this
growing demographic diversity, the “21* century workplace” features more
multidisciplinary jobs, more collaborative work and reliance on technology, and
a shift away from manufacturing jobs.” As companies have restructured, both
“knowledge work™—requiring a relatively high level of education or technical
training—and service jobs have become more predominant.”® The Bureau of
Labor Statistics projects that the United States workforce will increase by 22
million workers by 2010, with the largest number of workers employed in
professional and related occupations and in the service sector.’ Today's
workers face greater job uncertainty; they are more likely to have many
employers and to be required to enhance or expand their skills over the course
of their working careers.® These shifts in work may have outpaced knowledge
about their implications for the quality of working life and for safety and health
on the job.8 Measures to protect workers from physically hazardous conditions
remain important, but the current context calls for new integrated strategies that
not only will protect workers from major hazards but will promote healthier work
and workplaces.

Page 2






AN ROBERT WOOD JOHNSON FOUNDATION
4

4
y Commission to Build a Healthier America commissiol

onhealth.or
g

The links between health and the physical aspects of work.

There is widespread awareness that both the physical tasks involved in a job and
the physical work environment can have important health effects. These concerns
have been the traditional domain of occupational health and safety.

e Physical working conditions and risk of injury and illness. The type of
work and the tasks involved influence a worker’s risk of physical injury and
illness.

=  Workers in particular sectors of the work force are at increased risk of
work-related injuries and illness. Eight sectors—air transportation, nursing
facilities, work with motorized vehicles and equipment, trucking services,
hospitals, grocery and department stores, and food services—account for
nearly 30 percent of nonfatal occupational injuries.9 Certain jobs are also
associated with higher risks. For example, operators, fabricators and
laborers suffered nearly 40 percent of all reported occupational illnesses
and injuries in 2001, while representing only 15 percent of workers.’

Certain jobs are =  Physically demanding daily tasks and uncomfortable working positions can
associated with lead to pq%/sical strain and injury, increasing the risk of long-term

i ) absence.™ Jobs requiring repetitive movements and those with high
hlgher health risks. physical workload including lifting, pushing or pulling heavy loads put

workers at higher risk for musculoskeletal injuries and disorders,

For example
p'e, overextension and repetitive strain injuries.11 Carpal tunnel syndrome,

operators, fabricators
and laborers suffered
nearly 40 percent of
all reported
occupational
illnesses and injuries
in 2001, while
representing only 15
percent of workers.®

caused by repetitive motion, accounted for the highest median days (25
days) away from work among all occupational illness or injuries in 2001.°
The ergonomics of equipment and work space are important contributors
to occupational health. For example, poorly designed tools, keyboards and
chairs have been linked with arm, back and shoulder pain, as well as other
musculoskeletal disorders.*?

=  Sedentary jobs allow few opportunities for movement or exercise, and
physical inactivity contributes to risk of obesity and chronic diseases such
as diabetes and heart disease.™

Hazardous exposures in the workplace. In addition to workplace conditions
like inadequate ventilation or temperature control that can aggravate allergies
or asthma,™ the physical environment of a workplace can expose workers to a
variety of potentially hazardous chemicals. Lead, pesticides, aerosols,
ammonia and other cleaning products, and asbestos are just a few of the many
workplace-related chemicals for which long-term exposure have been related to
poisoning and serious illnesses.>*® Hearing loss from noisy work environments
is one of the most common occupational injuries worldwide, and workplace
noise also creates a higher risk of accidents.*®*’

The psychosocial aspects of work and how work is organized also can affect
health.

The experience of work itself—how time is organized, and the social and
psychological aspects of working conditions—affect both physical and mental
health. Differences in the degree of control that workers feel they have over their
working conditions are thought to be a major factor accounting for steep social
gradients in health among employed civil servants in the United Kingdom.*®*° For
many Americans, work is a major source of opportunities for personal development
and building stable social networks. These opportunities are shaped by many
characteristics of the work environment, including workplace culture, job demands
and latitude in making decisions about one’s work.
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Work schedules. Evening and night shifts, holding multiple jobs, long work
hours and excessive overtime work can be detrimental to health by causing
fatigue and disturbances in circadian rhythms. Sleep deprivation leads to
decreased concentration and lower cognitive performance, and can cause
mistakes that negatively impact an employee’s health, work, or both.?*
Working more than 40 hours per week has been associated with poorer
perceived overall health, increased injury and illness rates and increased
mortality, with especially pronounced effects in conjunction with extended work
shifts that are longer than 8 hours.?

Commuting to work. More Americans commute to and from work than in the
past, and they are travelling longer distances; 3.3 million Americans have work
commutes of 50 miles or more each way.?* Longer commutes by both train and
automobile have been associated with greater levels of stress.?*?® Car
commuting also has been linked with physical ailments such as lower back
pain,? increased likelihood of obesity, *° and less time for leisure and social
activities.?” Of the 134 million people in the United States who worked outside
their homes during 2007, 120 million commuted in cars, contributing to traffic
congestion, air pollution, reduced physical activity and risk of injury and death
due to accidents.?® As an alternative to car commuting, public transit has been
linked with greater physical activity.?®

Balancing work and family responsibilities: Health implications.

Since 1970, average hours worked by both parents in two-parent families with
children under 18 years of age have increased by approximately 11 hours per
week; over the same time period, more single mothers have joined the work
force and are working longer hours.*® For many families, these changes
represent substantial declines in time for activities like housework, childcare,
leisure and sleep—adding additional strain on families, especially in times of
injury or illness.* Parents reporting stress due to the spillover of work to family
life are more likely to suffer from mood, anxiety and substance dependence
disorders.® Reducing work-related stress can have positive health impacts not
only for workers but for their children as well. By allowing workers to have more
control over their schedules, workplace policies such as flextime (which permits
employees to schedule workday start and end times to accommodate family
responsibilities) and supportive breastfeeding policies can improve health and
well-being for workers and their families.

Control at work, demands and decision latitude. Jobs characterized by
both high psychological demands and high levels of decision-making authority
and skill utilization (“decision latitude”) can promote self esteem and self
efficacy. Conversely, workers whose jobs make high demands yet offer little
decision latitude experience what has been called “job strain.” They are more
likely to suffer from psychological distress, and are at higher risk of chronic
physical illnesses (such as cardiovascular disease) and unhealthy coping
behaviors (such as smoking) that contribute to these illnesses.'®*? Control at
work is considered by some experts to account for a large part of
socioeconomic differences in health among employed persons.*®*°

The balance between efforts and rewards. Perceived balance between a
worker’s efforts and rewards (in terms of earnings, benefits, esteem, jobsecurity
and career opportunities) also has been shown to influence health. Imbalance
of high efforts with low rewards has been associated with poor physical
functioning® and increased incidence of coronary heart disease,* as well as
with moderately elevated risks of impaired mental and social functioning and
onset of mild psychiatric disorders.>*>°
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e Organizational justice. Organizational justice characterizes both processes
and relationships in the workplace. The former include whether decisions are
made with input from affected parties, are consistently applied, and suppress
bias; the latter include whether supervisors treat employees with respect,
transparency and fairness. In the context of work, each of these components
can affect both physical and mental health and well-being. Workers who

Work environments experience low levels of relational justice have longer periods of iIIn%%s-reIated
. absence compared with those who experience high levels of justice.™ Lower
that facilitate mutual levels of justice have been associated with poorer health, higher self-reported
Support between morbidity, and increased mental health problems;37 a combination of high effort-
reward imbalance and high organizational injustice was associated with a
coworkers can greater health risk than either alone.*®

reduce job stress and ) . .
e Social support at work. \Work environments that facilitate mutual support

may provide a buffer between coworkers can reduce job stress and may provide a buffer against

against physical and physical and mental health stressors related to work.>* High levels of soqial
support at work have protective effects on mental health and have been linked

mental health with reduced risk of illness-related absence,*>*° while low levels are associated

stressors related to with increased risk of psychiatric disorders.***°
34

work. e  Gender and racial discrimination in the workplace. Among both men and
women and across racial or ethnic groups, perceived discrimination can be
harmful for mental health.** The negative health impacts of discrimination in
the workplace can be both short-term (increasing stress levels, blood pressure
and other physiological symptoms) and longer-term (leading to musculoskeletal
problems, arthritis, heart disease and other physical illnesses).****

Work-related stress and health.

Working conditions can damage health not only through obvious physical
hazards but also through stress. The last decade has seen marked increases
in scientific knowledge about causal pathways and physiologic mechanisms
that help explain the links between social and economic factors and health.
Important examples include physiologic damage to multiple vital organ systems
caused by chronic stress through neuroendocrine and immune pathways.***°
Stressful experiences—including aspects of working conditions—can trigger the
release of hormones and other substances in the body which, particularly with
repeated stresses over time, can damage immune defenses and vital organs.50
This physiologic chain of events can result in more rapid onset and progression
of chronic illnesses including cardiovascular disease;*® the bodily wear and tear
associated with chronic stress may accelerate aging.>**? Accumulated strain
from trying to cope with daily events may, over time, lead to far more
physiological damage than a single stressful event, even if the event is
dramatic.*® Daily hassles can include constant challenges posed by work
environments in which a person may feel disrespected, intimidated or under
constant strain trying to balance the demands of work and family
responsibilities with inadequate resources.
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For most Americans,
earnings from work
represent the primary
resources and
opportunities
enabling them to
make health-related
decisions about
where and how they
and their families live,
play and go to
school.

In 2006, 7.4 million
workers—5.1 percent
of workers ages 16
years and over who
had been working for
at least six months—
were classified as
working poor.**
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Work-related opportunities and resources also affect health.

For most Americans, earnings from work represent the primary resources and

opportunities enabling them to make health-related decisions about where and how

they and their families live, play and go to school. Other work-related benefits—
including health insurance, paid sick and personal leave, workplace wellness
programs, child and elder care resources and retirement benefits—also shape the
major health-related choices available to individuals and families.

The role of unions in protecting and promoting workers’ health.

Historically, unions have played a major role in protecting workers’ health in this
country. They have, for example, advocated for legislation and enforced
standards, informed members about their rights with respect to working
conditions and about available resources for addressing occupational
illness/injury, helped members receive workers’ compensation benefits and
aided them in disputes over workplace safety. They have been instrumental in
achieving better wages and benefits, including health insurance coverage, for a
substantial proportion of the U.S. workforce. Beginning in the 1970s, however,
union membership began to fall, accompanied by declines in resources and
bargaining power. As foreign and domestic non-union competition and
employer demands for concessions have increased, unions have become less
likely to employ tactics (e.g., protests, strikes and lawsuits) that historically have
been powerful tools used to protect worker’s health.*

Income. For the vast majority of Americans, employment is the sole or main
source of income—a work-related resource that affects health through multiple
well-documented direct and indirect pathways. Well-paying jobs represent
greater economic security and ability to accumulate wealth, enabling individuals
to provide their families with more nutritious foods, to obtain quality child care
(which can affect a parent’s ability to keep a job and can also reduce stress), to
educate their children, and to live in healthier homes and neighborhoods. The
“working poor,” in contrast, generally do not earn enough income to cover basic
living necessities for themselves and their families; in 2006, 7.4 million
workers—5.1 percent of workers ages 16 years and over who had been
working for at least six months—were classified as working poor.>* Income-
related advantages or disadvantages—and the opportunities for or obstacles to
good health they represent—are likely to be passed on to future generations as
well.
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78 percent of
American workers
who qualify for leave
under the FMLA say
they do not use it
because they cannot
afford to go without

pay.60

Health insurance. Although most Americans receive their health insurance
through their jobs, not all workers have access to this benefit. Overall, 56
percent of civilian workers have medical care benefits through their
employment, but the proportion varies across occupational sectors: 78 percent
of workers in management, business and financial sectors receive such
benefits, compared with 35 percent of service industry workers.”® Employers
with lower-wage workers offer health insurance less frequently,56 and, even if
employment-sponsored benefits are available, low-wage workers may not be
able to afford the necessary premiums, copayments or deductibles.

Workplace-based health promotion programs. Workplace-based wellness
and health promotion programs are employer initiatives directed at improving
the health and well-being of workers and, in some cases, their dependents.®’
Although most workplace-based wellness programs focus primarily on
providing traditional health-promotion and disease management programs on
site, some model programs integrate on-site elements with health resources
outside of the workplace and incorporate these benefits into health insurance
plans. While larger worksites offer more health promotion programs, services
and screening programs and policies, only seven percent of employers in 2004
offered a comprehensive worksite health promotion program that incorporated
five key elements defined in Healthy People 2010: health education, links to
related employee services, supportive physical and social environments for
health improvement, integration of health promotion into the organization’s
culture, and employee screenings with adequate treatment and follow up.58

Paid sick and personal leave. Access to paid sick days can help workers
recover from illnesses and provide care for sick family members, potentially
preventing more severe illness and use of expensive hospital care. Although
the Centers for Disease Control and Prevention recommend that workers who
are ill stay home from work to prevent spread of disease in the workplace,59
following this advice may be difficult or impossible when sick days are unpaid.
Nearly all employers who provide this benefit in this country do so on a
voluntary basis. Paid personal leave can also provide workers with flexibility to
accommodate health-related issues. Overall, 41 percent of civilian workers
receive paid personal days, but this percentage varies by occupation—from 58
percent in management, professional, and related fields to 30 percent in service
fields.>® At the federal level, the Family Medical Leave Act (FMLA) enacted in
1993 provides eligible employees with at least 12 work-weeks of unpaid, job-
protected leave for circumstances such as childbirth, a serious personal
medical condition or care of a child, parent or spouse with a serious medical
condition; however, 78 percent of American workers who qualify for leave under
the FMLA say they do not use it because they cannot afford to go without pay.60

Child care and elder care resources. Providing child and elder care
assistance as a work benefit can be important for the health of both workers
and their dependents. In addition to the benefits of high-quality child care for
children themselves (see Commission Issue Brief 1: “Early Childhood
Experiences and Health”), reliable and stable child care can help parents
secure and maintain steady employment and reduce workplace absenteeism.®*
Finding and paying for high-quality child care can often be difficult for working
parents, however, and can be a major source of stress with potential adverse
health consequences. Providing or finding elder care can become an additional
financial and emotional burden for the 17 percent of the workforce with this
responsibility.62 These burdens can be greatest on workers in low-wage jobs,
who have particularly limited access both to child and elder care resource and
referral services and to employer-provided financial assistance for purchasing
care.®® Employers have focused increasing attention on elder care by giving
employees information about available services and paid or unpaid time off to
provide care.®*
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particular social
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Retirement benefits. Retirement benefits—including Social Security and
employment-sponsored retirement plans, such as the 401 (k)—are important as
a source of steady income support for seniors. Almost all workers are covered
by Social Security, and this program has had positive health impacts by
reducing poverty and increasing income among older Americans.® Low-wage
workers are less likely than others to be covered by employment-sponsored
defined benefit or contribution plans;®® as a result, many low-wage workers
enter retirement with very little savings, which can have serious adverse health
consequences in the absence of adequate safety nets.

Social advantage and employment-related opportunities.

Among Americans in every racial or ethnic group, higher levels of education are
associated with greater likelihood of being employed and with higher earnings
among those in the work force. For example, lifetime earnings (in 1999 dollars,
and based on a 40-year work life) for adults who have graduated from high
school but not attended college have been estimated at $1.2 million, compared
with $2.1 million for those with bachelors degrees and $4.4 million for those
with professional degrees.®” Even as education levels have risen among blacks
and Hispanics and they continue to move into higher-skilled and higher paying
occupations, the proportion of blacks and Hispanics in management,
professional and related jobs remains smaller and their earnings remain lower
compared with whites and Asian Americans.®® Workers in minority racial or
ethnic groups are overrepresented in the service sector and low-paying jobs.
The working poor—workers who have been employed for at least 27 weeks and
live below the federal poverty level—are disproportionately comprised of racial
minorities; rates of working-poor are twice as high among blacks or Hispanics
as among whites or Asian Americans.>*

Members of the most socially-disadvantaged groups tend to have low-paying
jobs with high levels of occupational hazards and work-related health risks.
Workers in lower-status and lower-wage jobs are disproportionately exposed to
health-impairing working conditions,* reinforcing the burden of ill health and
social disadvantage among particular social groups in this country. Low-
paying, blue-collar jobs present more occupational hazards, including
environmental and chemical exposures (e.g., pesticides, asbestos), poor
working conditions (e.g., shift work with few breaks, potentially harmful tools),
and psychosocial stressors (e.g., less control).””"* For example, bus drivers
face numerous physical and psychosocial stressors in their jobs, including
exposure to chemical fumes and high noise levels, high risk for musculoskeletal
strain from addressing passengers and opening doors, pressure to arrive on
time, and stress resulting from passenger behavior, traffic and required
paperwork.”” Lower-wage workers also are less likely to have health-related
benefits such as paid sick leave, job flexibility and access to workplace
wellness programs.®*"
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During 2008 alone,
the unemployment
rate in the United
States for individuals
16 years of age and
older increased from
4.9 percent in
January to 6.5
percent in October.??
And those who are
already at greater
disadvantage with
respect to social
factors like
educational
attainment and racial
or ethnic group are
most likely to be
unemployed.

The health effects of unemployment and job insecurity.

People who are unemployed have a higher prevalence of poor health and excess
mortality than their employed counterparts.”* ”” While ill health itself can be a
reason for unemployment, findings from longitudinal studies indicate that the health
effects of unemployment appear to be independent of pre-existing health.”™

Unemployment may affect physical and mental health in several ways:

e Lowered income and living standards. Reductions in income associated
with unemployment can lead to deteriorating physical health because of
changes in ability to afford nutritious food, healthy housing, and/or appropriate
medical care.

e Increased stress. Loss of employment is associated with changes in health
such as increased blood pressure,® and can limit access to health-promoting
aspects of work such as physical and mental activity, use of skills, decision
latitude, social contact and social status.

e Behavioral health risks. The impact of unemployment on unhealthy coping
behaviors like increased alcohol consumption, smoking and drug use has been
wide% studied; however, findings are inconsistent and longitudinal studies are
rare.

Among those who are employed, job insecurity and threat of job loss can contribute
to poorer health through similar pathways. Stress associated with the prospect of
losing one’s job can lead to risky coping behaviors such as smoking, lack of
exercise and forgoing sick or vacation leave, and may place workers at increased
risk of work-related injury and illness.®*

The number of Americans at risk of the health-damaging effects of job insecurity
and unemployment is growing. During 2008 alone, the unemployment rate in the
United States for individuals 16 years of age and older increased from 4.9 percent in
January to 6.5 percent in October.®> And those who are already at greater
disadvantage with respect to social factors like educational attainment and racial or
ethnic group are most likely to be unemployed.

3. Improving health by making work and workplaces healthier:
a range of strategies.

Efforts to protect and promote workers’ health and safety in the United States have
historically focused on legislation and regulations intended to prevent work-related
accidents and injuries by reducing physical hazards in the workplace. While such
measures remain important, dramatic changes in the nature of work (i.e., shifts from
manufacturing jobs to service jobs and “knowledge work”) during recent years call
for new strategies that not only will protect workers from major hazards but will
promote healthier work and workplaces.

Conclusive knowledge of the most effective and efficient interventions to make work
and workplaces healthier is limited. Our current understanding of the health effects
of both physical and psychosocial aspects of work and workplaces needs to be
broadened and deepened. The existing knowledge base is, however, adequate to
point to promising directions. Listed below are selected examples of strategies and
programs that have been explored as approaches to make work and working
conditions healthier. Some, but not all, of the strategies described here have been
evaluated with respect to health outcomes, with varying degrees of scientific rigor.
Given current gaps in knowledge, high priority should be given to research focused
on the impacts of these and other knowledge-based approaches on the health of
workers and their families.

Page 9





a4
A™ ROBERT WOOD JOHNSON FOUNDATION

y Commission to Build a Healthier America

f“ k‘v

.

A growing body of
evidence indicates
that health promotion
programs are cost-
effective. One review
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invested in these
programs, achieved
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reduced medical
benefit expenses and
reduced
absenteeism.?’
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There is great potential for improving workers’ health through improvements in
the nature and structure of work and design of work tools and work space.
Strategies include flexible scheduling, a change in focus between team or
individual efforts, improving decision-making processes and task distribution,
and other procedural adjustments. Changes to the work environment, including
social as well as physical conditions, may also improve workers’ well-being and
reduce stress and stress-related illness. More concrete interventions include
incorporating new technologies and tools to prevent injuries and protect worker
safety. Employee education and outreach programs also can help increase
awareness about health and safety hazards and prevention; such efforts, as an
adjunct to workplace design policies, can reduce injury rates.®*8

Given the amount of time most workers spend at their jobs, the workplace can
also provide a setting for promoting health and healthy behaviors through
workplace wellness initiatives. Healthy People 2010 goals include increasing
the numbers of employers offering worksite health promotion programs and of
employees participating in these programs.85 Components of successful
programs include high rates of participation, use of incentives, health risk
assessments with follow-up plans, providing personalized health information,
offering a variety of intervention types (e.g., group classes, online toolkits), and
encouraging individuals to set goals and take responsibility for their health
within a broader work culture promoting health and providing social support.57
Although few programs have been rigorously evaluated, one recent study found
that workplace wellness programs were effective in reducing tobacco use
among participants, lowering high blood pressure, decreasing work absences
due to illness or disability, and improving other general measures of worker
productivity.86 A growing body of evidence indicates that health promotion
programs are cost-effective. One review found an average return of $5.81 per
$1 invested in these programs, achieved through improved employee health,
reduced medical benefit expenses and reduced absenteeism.?’

Employers also can provide resources and opportunities for people to be
healthier by expanding benefits to enable workers to take better care of
themselves and their families. Workplace-based education and training give
workers opportunities to increase skills and gain higher-status positions and
better paying jobs—both preparing the future workforce and providing more
Americans with additional resources for making healthy choices. Work-focused
public policies can play an important role in supporting the health of all
Americans.
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Figure 2. Work-based strategies to improve health

Work-based Health Protection
and Promotion Strategies

1
a Supporting healthier _—
Preventing Reducing behaviors through o &_r el atg d
work-related work-related workplace environments
- e - resources and
iliness and injury stress and services offered S
opportunities
S atwork

+\Workplace safety \
measures

« Control of workplace
hazards

+Improved ergonomics
+Health and safety
training

J

KDecreasing job strain \‘

\

+Fostering social
support among workers
+Stress management

« Supporting work-
family balance (e.g.,
through flexible
schedules)

+Health screening &
Services

+Promoting healthy
behaviors

« Creating a health-
promaoting environment

J

I

o N
«Medical care henefits
+Paid sick and
personal leave
« Child and elder care
services
+Job training &
education
«Adequate wages and

salaries

J

Work-based health
improvement strategy
#1: Preventing work-
related illness and

injury.

» Improving health through programs/policies to prevent work-related

injuries and illness, by modifying the workplace environment to decrease
workers’ exposures to risky and unsafe physical conditions and educating
workers about safe workplace practices.

Examples:

Smoke-free workplace policies prohibit smoking in all enclosed areas within
worksites. Implementation of smoke-free workplace policies has been
associated with reduced prevalence of smoking, decreased consumption of
cigarettes among smokers, and reduced exposure to environmental tobacco
smoke among non-smokers.®® As of October 2, 2008, 21 states had 100

percent smoke-free workplace laws in place. www.no-smoke.org

The Ohio Bureau of Workers’ Compensation’s Safety Grants Program provides
financial and informational assistance to Ohio public employers to incorporate
evidence-based “best practices” for ergonomic design in the workplace, such
as redesigning video display terminal workstations and modifying methods of
providing patient care in health care settings. Findings from data collected by
companies before and after interventions indicate reductions in incidence of

and days lost to cumulative trauma disorder.®®

http://www.ohiobwc.com/employer/programs/safety/EmpGrants.asp
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» Improving health through programs/policies to reduce work-related
stress and associated mental and physical health problems, by improving
psychosocial aspects of the working environment and promoting balance
between work and familv responsibilities.

Examples:

In 2005, Best Buy established an innovative workplace flexibility initiative called
Results Only Work Environment (ROWE), which focuses on productivity and
results of employees’ work efforts rather than on time at work. For example,
the program allows the individual worker and his/her team, rather than
supervisors, to set work hours and schedules. Employees reported significant
positive changes in their control over their work time, their sense of work-family
balance, and health and health behaviors.* http://www.flexiblework.umn.edu/

AETNA provides a breastfeeding support program as part of its New Child
Program, a comprehensive benefits program that includes preconception
planning, preparation for a baby’s arrival, and return to work initiatives. During
maternity leave, employees can consult with lactation specialists and may
receive home visits; once back at work, they have access to “mothers’ rooms”
with breast pumps and private cubicles. Participants have noted benefits
including reduced stress and improved support from other breastfeeding
mothers and from their employer’'s commitment to promoting family-career
balance. In the program’s first year, Aetna reported savings of more than
$1,400 and three sick days per breastfeeding employee, with a nearly 3-to-1
return on investment.**

http://womenshealth.aetna.com/WH/ihtWH/r. WSIHWO000/st.36127/t.36576.html

Twenty-one states, Washington, D.C. and Puerto Rico have laws related to
breastfeeding in the workplace. In Colorado, for example, a law implemented
in August 2008 protects an employee’s right to breastfeed in a private room
(other than a toilet stall) during her break time for up to two years after giving
birth; the law also requires the Department of Labor and Employment to provide
information to employers on accommodating employees who breastfeed. At
the Federal level, the Breastfeeding Promotion Act introduced in 2007 by
Representative Carolyn Maloney would amend the Civil Rights Act of 1964 to
protect breastfeeding mothers and provide tax incentives to employers offering
breastfeeding support.

http://www.ncsl.org/programs/health/breast50.htm#Res
http://www.govtrack.us/congress/bill.xpd?bill=h110-2236

» Improving health through work-based promotion of healthier behaviors
and disease prevention, by using approaches such as education, health
risk assessments, on- and off-site services and fitness programs, and by
creating work environments that are more conducive to healthy behaviors.

Examples:

The Wal-Mart Personal Sustainability Project (PSP) is a voluntary, employee-
driven program that encourages Wal-Mart and Sam’s Club associates to
integrate small changes— Personal Sustainability Projects, or PSPs—into their
lives to benefit their own health and well-being as well as the health of the
environment. As of September 2007, 480,000 Wal-Mart associates reported
that they adopted a PSP; to date, nearly 20,000 associates have quit smoking,
and associates collectively have lost more than 184,000 pounds by eating
healthier foods and exercising more frequently. The PSP model has been
adapted and implemented by the CDC and WellPoint.
http://walmartstores.com/FactsNews/NewsRoom/6379.aspx
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The next three work-based health promotion programs are recent winners of the C.
Everett Koop National Health Award. To qualify, programs must focus on Healthy
People 2010 goals and document effectiveness in reducing health risks and medical
care costs. (The Health Project: http:/healthproject.stanford.edu/)

e Johnson & Johnson’s Healthy People 2005 (2003 Koop Award recipient)
provides benefit credits as incentives for employees to participate in
comprehensive physical and mental health programs. More than 90 percent of
U.S.-based employees participate in Health Risk Assessments, which are
followed by “Pathways to Change” interventions designed to address elevated
risks related to tobacco use, physical inactivity, blood pressure and cholesterol.
The program also offers disability management and occupational medicine, on-
site gyms, support for balancing work and life responsibilities, and counseling to
resolve job performance issues. A study investigating the long-term outcomes
of the LIVE FOR LIFE program—the precursor to Healthy People 2005—found
it achieved $224 in savings per employee per year, primarily through reductions
in inpatient hospital stays, mental health visits and outpatient services.*?
http://healthproject.stanford.edu/koop/JohnsonandJohnson/description.html

e USAA Take Care of Your Health (2006 Koop Award recipient) centers around
simple health messages to employees and their families that are reinforced by
programs at several levels (i.e., individual health risk assessments and
campus-wide policies). Wellness programs—ranging from on-site fitness
centers and healthier food choices in worksite cafeterias to lifestyle coaching—
are integrated with disability management, a consumer-driven health plan and
paid time off. Participants have achieved reductions in weight, smoking rates
and overall health risk status. The program has a strong data collection system
to track participation, health and cost outcomes, and has resulted in fewer
absences from work and $105 million in savings over three years.
http://healthproject.stanford.edu/koop/USAA/description.html

e Pepsi Bottling Group’s Healthy Living program (2007 Koop Award recipient)
includes components for wellness and prevention, lifestyle management,
chronic disease management and case management for acute diseases. A
marketing campaign aims to promote a culture of health, with resources
including worksite clinics, flu shots, and work and home safety programs.
Participants are rewarded with a variety of incentives, and 72 percent of
employees and domestic partners completed Health Risk Assessments in
2006. The program has achieved significant risk reduction from baseline to
one-year follow-up in all six areas targeted by interventions, with a reported
return-on-investment of $1.70 for every dollar spent.
http://healthproject.stanford.edu/koop/Pepsi%20Bottling%20Group/PBG%20Do

cumentation.pdf

e The Washoe County School District Wellness Program (2008 Koop National
Health Honorable Mention certificate recipient) in Reno, NV, emphasizes
healthy living for employees, retirees and dependents. The program is funded
by mandatory monthly contributions from all employees; the contribution is
waived for employees who both participate in risk assessments for tobacco
use, blood pressure and Body Mass Index and follow up with steps to address
their personal health risks. A cost-benefit analysis found that each dollar spent
on the program saved an average of $15.60 in reduced absenteeism.”
http://promisingpractices.fightchronicdisease.org/programs/detail/washoe_coun
ty good_health_incentive program

e In 2007, Representative Tom Udall reintroduced the Healthy Lifestyles and
Prevention America Act (HeLP), which would provide tax incentives to
employers who implement wellness programs and workplace wellness
marketing campaigns for their employees. Representative John Cornyn
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sponsored the Workforce Health Improvement Program (WHIP) Act to ensure
that wellness benefits covering off-site fitness facilities would not be taxed as
additional income for employees; this legislation was intended to encourage
employers to offer more wellness programs to their employees and decrease
costs to employers related to employees’ health care.
http://www.govtrack.us/congress/bill.xpd?bill=h110-2633
http://www.govtrack.us/congress/bill.xpd?bill=s110-1038

Work-based health » Improving health through programs/policies focused on work-related

. resources and opportunities, by expanding work-related compensation
lmprovement and benefits to enable workers to take better care of themselves and their
Strategy #4: families and by providing worker education training to increase access to

Expanding work- higher-status and higher-wage jobs.

related resources and
. Examples:
opportunltles. e Corporate Voices for Working Families is a national non-profit corporate

membership organization created in 2001 to address issues affecting working
families, including early childhood education and after-school care, lower-wage
work, worker flexibility, youth transitions and the future of the mature workforce.
Corporate Voices facilitates research and develops innovative policy solutions
to improve the lives of working families through partnerships linking the private
sector, government and other stakeholders. http://www.cvworkingfamilies.org/

e Job Corps is the nation’s largest federally-funded job training and education
program for disadvantaged youth ages 16 to 24. It provides career training, job
placement, counseling services and the opportunity to earn a high school
diploma or GED. Rigorous evaluations have documented positive impacts for
Job Corps participants including higher-paying jobs and increased levels of
educational attainment and Iiteracy.94 http://jobcorps.dol.gov/

e The Job Center in Dayton, Ohio, is the largest employment and job training
center in the country, and is an example of the one-stop career centers
mandated by the 1998 Federal Workforce Investment Act. The center’s
mission is to provide resources for workforce development as well as services
to improve quality of life of job-seekers and their families. The public-private
partnership is comprised of 47 organizations in one location that offer
unemployment services, career counseling, GED and vocational training
classes, and assistance with social services such as food stamps and
Medicaid; it also serves as a resource for employers to reach a large pool of
potential employees. The program has received several awards for innovative
design and integration of government services. www.thejobcenter.org

e As of 2008, twenty-four states offered programs that supplement the federal
Earned Income Tax Credit (EITC). In addition, local governments can also
offer EITC-supplement programs. For example, the “San Francisco Working
Families Credit"—San Francisco’s city/county supplement to the federal EITC,
created in 2004 with a broad-based coalition of organizations from the public,
private and non-profit sectors—administers tax credits for low-income workers
with children, and also boosts participation of eligible recipients in the federal
EITC. http://sfgov.ora/site/frame.asp?u=http://www.workingfamiliescredit.org

e Atthe Federal level, passage of legislation such as The Healthy Families Act,
introduced in 2007, would require certain employers to provide a minimum paid
sick leave. City ordinances passed in San Francisco, Washington, D.C., and
Milwaukee require employers to provide paid sick leave to all employees. At
least eleven states have introduced but not yet enacted paid sick leave
legislation. http://www.govtrack.us/congress/bill.xpd?bill=s109-932
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About the Robert Wood Johnson Foundation

The Robert Wood Johnson Foundation focuses on the pressing health and health
care issues facing our country. As the nation's largest philanthropy devoted
exclusively to improving the health and health care of all Americans, the Foundation
works with a diverse group of organizations and individuals to identify solutions and
achieve comprehensive, meaningful and timely change. For more than 35 years the
Foundation has brought experience, commitment, and a rigorous, balanced
approach to the problems that affect the health and health care of those it serves.
When it comes to helping Americans lead healthier lives and get the care they need,
the Foundation expects to make a difference in your lifetime.

About the Commission to Build a Healthier America

The Robert Wood Johnson Foundation Commission to Build a Healthier America is
a national, independent, non-partisan group of leaders that will raise visibility of the
many factors that influence health, examine innovative interventions that are making
a real difference at the local level and in the private sector, and identify specific,
feasible steps to improve Americans’ health.
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ADDITIONAL RESOURCES

California Task Force on Youth and Workplace Wellness, http://www.wellnesstaskforce.org/about.html
Center for Disease Control and Prevention, Healthier Worksite Initiative, http://www.cdc.gov/nccdphp/dnpa/hwi/index.htm
Families and Work Institute, http://www.familiesandwork.org/

Institute for Work & Health, http://www.iwh.on.ca/

Job Stress Network, http://www.workhealth.org/

National Business Group on Health, http://www.businessgrouphealth.org/

Sloan Work and Family Research Network at Boston College, http://wfnetwork.bc.edu/

The Health Project, http://healthproject.stanford.edu/koop/work.html

The National Institute for Occupational Safety and Health (NIOSH), http://www.cdc.gov/niosh/

NIOSH WorkLife Initiative, http://www.cdc.gov/niosh/worklife/

The Partnership to Fight Chronic Disease, http://promisingpractices.fightchronicdisease.org/

U.S. Department of Labor Occupational Safety & Health Administration (OSHA), http://www.osha.gov/
Wellness Council of America, http://www.welcoa.org/
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