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Executive Summary
Introduction and Rationale
Health in Cities is a subject of growing public concern, however there is currently little
consensus on how to define and conceptualize this issue. The OPHA Urban Health Work
Group seeks to develop a comprehensive and integrated policy position that supports
health in cities.
Considering both the large portion of Ontarians who live in cities and the impact that
these urban settings have on the health of individuals and populations, the development
of a policy position on Health in Cities would necessarily fall under the mandate of the
OPHA. Emerging interest in urban health issues makes addressing Health in Cities at this
moment both timely and relevant.
An Emerging Approach to Health in Cities
Current conceptual approaches to understanding Health in Cities include the “urban
health” approach, which targets particular problems or groups for intervention, and the
ecological or “healthy cities” model which is based on the notion that the conditions of
the social, political and natural environments have a strong impact on the health of its
inhabitants. A new approach to Health in Cities is starting to emerge. This approach is
based on the assumption that health is a complex state of well-being, and that the
complexity, diversity, concentration and population density found within cities have a
fundamental impact on health. This new approach challenges earlier assumptions of
rationality in policy development and contends that complex and diverse systems such as
Health in Cities are ambiguous, uncertain, unpredictable and dynamic.
This new policy framework is based on the idea that all self-organizing communities
found within cities have the expertise, assets, capacities, strengths and resources required
to direct change. It also highlights the potential of multiple small-scale initiatives that are
locally based and defined, and which leverage local resources and strengths. To
implement this kind of policy framework however, would require tolerance for
flexibility, multiplicity and less deterministic approaches. Under this policy framework,
the role of community and health agencies is to dismantle barriers and act as facilitators
to local Health in Cities initiatives. It is also integral that these initiatives have a “future
orientation to guide change in a purposeful direction.”
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1. Preface
At its 2002 Annual Meeting, the Ontario Public Health Association (OPHA) passed a
motion calling for “increased awareness and enhanced focus on urban health issues”
(Ontario Public Health Association, 2002). The motion called on the OPHA Board to
take appropriate measures to disseminate the approved motion to the Association of
Local Public Health Agencies (alPHa), Association of Municipal Organizations (AMO),
Canadian Public Health Association (CPHA), Federation of Canadian Municipalities
(FCM), Ontario Ministry of Health and Long Term Care, and Health Canada. The motion
also called for the OPHA to convene a Work Group with appropriate stakeholders to
develop a provincial urban health strategy and to collaborate with the Canadian Public
Health Association in furthering the development of a national urban health strategy.
The passing of this motion expresses the keen interest of the OPHA in urban health.
Please note that, in order to ensure breadth, consistency and clarity, the term “Health in
Cities” will be used instead of “urban health,” through this position paper1. The purpose
of this position paper is to articulate a public health approach to Health in Cities. The
paper provides an outline of current conceptual approaches to Health in Cities, a detailed
conceptual framework, suggests strategies to address the issue, and makes specific
recommendations for public health action on Health in Cities.

2. Introduction
As the process of urbanization progresses around the world, Health in Cities is a subject
of growing public concern. In the year 2000, it was estimated that nearly one-half of
humanity (47 percent) lived in urban areas (Lawrence, 2000; UN-Habitat, 2002). Around
the world, the urban share is expected to rise to 60 per cent by the year 2030 (UNHabitat, 2002). Canada has not escaped this process and is now one of the most
urbanized nations in the world, according to the Organization for Economic Cooperation
and Development (OECD) (Statistics Canada, 2003b). In 2001, 79.4 percent of
Canadians lived in urban areas with a population of 10,000 people or more (Statistics
Canada, 2003b). {PRIVATE}{PRIVATE "TYPE=PICT;ALT=Census Metropolitan Area
growth rates"}In 2001, just over 64 percent of Canada's population, or about 19,297,000
people, lived in the nation's 27 largest metropolitan areas, up slightly from 63 percent in
1996. In Ontario, the “extended Golden Horseshoe”, which consists of the urban centres
of Oshawa, Toronto, Hamilton and St. Catharines-Niagara, plus Kitchener, Guelph and
Barrie, had a census-counted population of 6.7 million in 2001, a 9.2 percent increase
from 1996 (Statistics Canada, 2003a).
Around the world, Canada’s cities are held in high regard and have been ranked as some
of the best places to live, offering high employment rates, low poverty rates and a clean
environment (Federation of Canadian Municipalities, 2002; TD Bank Financial Group,
2002). There is mounting evidence however, that Canadian cities are ailing and finding it
1

The term “Health in Cities” was first coined by Sholom Glouberman (2002a) and the Wellesley Central
Health Corporation, in the report “A Toolbox for Improving Health in Cities.”
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increasingly difficult to provide basic services and maintain infrastructure. As Canada’s
urban areas face increased poverty, housing and homeless crises and a deteriorating
quality of life, Health in Cities is a subject of growing public concern (Federation of
Canadian Municipalities, 2002; Prime Minister’s Caucus Task Force on Urban Issues,
2002; Wasylenki, 2001). While a considerable amount of research exploring the
relationship between urban areas and health has been produced, this knowledge has not
been translated into effective public policy. This position paper will make the case for an
OPHA focus on health in urban contexts, discuss the main urban health issues currently
facing Ontario, outline an emerging policy framework on Health in Cities, and provide a
series of policy options and recommendations.

3. Why Should the OPHA Focus on Health in Cities?
While the passage of the 2002 motion on urban health indicated the OPHA’s interest in
this issue, the following section will explicitly identify the reasons why the OPHA should
take an official position on Health in Cities and it addresses potential arguments against
this course of action.
3.1. A large portion of the Ontario population live in cities.
With 84.7 percent of Ontarians living in urban areas with a population of 10,000 people
or more, issues around Health in Cities will necessarily affect a large portion of Ontario’s
population (Statistics Canada, 2001 & 2003c).
Some may contend however, that when such a high portion of the Ontario population
lives in cities, it is redundant to focus on Health in Cities. Inherent in this critique is the
assumption that location and context (be it physical, social or economic) do not play a
major role in determining individual and population health. Indeed, there are many health
issues that cut across rural and urban areas and therefore, will not be affected by a Health
in Cities focus. In spite of this critique however, there are, in fact, many health issues
that are necessarily affected by geography and context, and are found only in cities. The
OPHA thus maintains that location and context do indeed have an effect on health and,
therefore, are relevant variables to consider. In addition, opening the analysis to include
location and context as factors provides a justification for a focus on rural issues.
3.2. Cities have both a protective and destructive impact on health.
Cities have a major impact on the health of populations, both positively and negatively.
On the positive side, people living in cities are healthier than their rural counterparts and
have access to the many physical and human resources of the city (Glouberman, 2002a &
2003a; Leviton, Snell & McGinnis, 2000). Cities provide access to a wide range of health
care services including some of the best hospitals and outpatient care. Cities also provide
easy access to diverse cultures and educational opportunities, among other health
promoting factors. (Glouberman, 2002a & 2003a; Leviton, Snell & McGinnis, 2000).
Cities are also replete with self-organized communities that provide support and can
develop solutions when there are gaps in services (Glouberman, 2003a).
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On the negative side, cities also house some of the most unhealthy populations and have
been identified as having high incidence and prevalence of illness and death from such
conditions as tuberculosis, asthma, diabetes, renal disease, cardiovascular disease,
hypertension, mental illness, cancer, AIDS, HIV infection, sexually transmitted disease,
infant mortality and trauma caused by violence and substance abuse (American College
of Physicians, 1997). Urban environments also tend to have large concentrations of
populations with particular health concerns, such as drug users, unemployed youth,
homeless people, refugees, people with mental illness, and the physically disabled
(Glouberman, 2002a & 2003a). In reference to the greater prevalence of health problems
and risk factors in cities, the term “urban health penalty” was developed (American
College of Physicians, 1997; Andrulis, 1997; Leviton, Snell & McGinnis, 2000;
Wasylenki, 2001). The urban health penalty is effectively a merging of several
determinants that impact health in a negative way (Toronto District Health Council,
1999a).
Health in Cities will necessarily have major implications for public health policy,
programming and practice in Ontario. As such, focusing on Health in Cities falls under
the Mission Statement of the OPHA, which is “to strengthen the impact of people who
are active in community and public health throughout Ontario.”
3.3. Health in Cities initiatives are not new.
Although a Health in Cities focus would be new for the OPHA, Health in Cities
initiatives, in general, are not new. Many of the public health and health care initiatives
currently being undertaken in urban settings are inherently Health in Cities initiatives, but
have not yet been defined as such. One role of the new framework would be the
recognition of existing initiatives within the larger context of Health in Cities action.
3.4. Health in Cities is an emerging issue.
Finally, the outcome of a cursory environmental scan shows that there are currently a
number of initiatives focusing on “urban issues.” On a national level, the Prime
Ministers’ Task Force on Urban Issues was initiated on May 9, 2001 to “…engage in a
dialogue with citizens, experts and other orders of government on the opportunities and
challenges facing Canada’s urban regions (Prime Minister’s Caucus Task Force on Urban
Issues, 2002). The Canadian segment of the Metropolis Project has been underway since
1996 and acts as “…a forum for research and public policy on… migration, cultural
diversity and the challenges of immigrant integration in cities in Canada and around the
world” (Metropolis, n.d.). While these two initiatives do not focus specifically on health
issues, their emphasis on such vital determinants of health as social and material
infrastructure, migration, cultural diversity and social cohesion places their work firmly
within the broad definition of health accepted by the OPHA.
A growing number of initiatives that focus specifically on Health in Cities have been
undertaken around the world. Internationally, one need only look to the World Health
Organization’s Healthy Cities Project and the Centres for Disease Control and
Prevention’s more recent Urban Health and Megacities project to see the increasing
importance of Health in Cities (Centres for Disease Control, 2003; WHO, 2003a). The
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American College of Physicians has a well-established set of policy initiatives on both
the “urban health penalty” and inner city health (American College of Physicians, 1997;
Andrulis, 1997) while the Canadian Public Health Association passed a resolution in
2002 calling for the development of a national urban health strategy (Canadian Public
Health Association, 2002). Finally, a number of local and municipal initiatives have been
undertaken to address Health in Cities. Although only a few can be mentioned here, these
include, in Toronto, the St. Michael’s Hospital Inner City Health Unit, the South East
Toronto Organization (SETO) and the Wellesley Urban Health Corporation, and in
Ottawa, the Ottawa Inner City Health Project which is run out of the University of
Ottawa Medical School.
At present, there appears to be no provincial initiatives on Health in Cities in Ontario. In
light of the fact that Health in Cities is an emerging issue, and that there have been no
other initiatives implemented on a provincial level, focusing on Health in Cities would be
a sound and justified next step for the OPHA. An OPHA Health in Cities initiative would
be timely, relevant and ground breaking.
It should be noted however that a focus on Health in Cities is not an attempt to shift
attention away from rural health issues in favour of city-based issues. It is important that
this initiative is not perceived as being a form of competition with rural health issues for
either resources or attention. The point of this position paper is not to claim that Health
in Cities is more important rural health issues. Instead, the OPHA maintains that Health
in Cities does not need more attention than rural health issues but rather different
attention.

4. Current Approaches to Health in Cities
Cities pose a formidable challenge to public health researchers, programmers and
policymakers (Freudenberg, 2000b). According to the literature, there are two main
conceptual frameworks that are used to understand Health in Cities. Each of these will be
discussed in turn.
The first conceptual framework is the more traditional “urban health” approach, which
tends to target particular problems or groups for medical and health interventions
(Glouberman, 2002a & 2003a). The focus of this approach is on identifying and
understanding the various issues, “problems” or high-risk groups that are unique to or
concentrated in cities (Glouberman, 2002a & 2003a; Open Space Forum, 2001; Vlahov &
Galea, 2002). In focusing on specific problems and issues this approach ignores the
contribution of numerous physical and social dimensions of the environment that can
affect health and, therefore lacks a holistic or macro analysis of Health in Cities
(Lawrence, 2002). It also does not have a strong sense of hierarchy nor does it show how
some problems are more detrimental to health than others. Finally, this approach does not
recognize that some factors may override other and how individuals are enabled to
overcome difficult situations.
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The second conceptual framework used to understand Health in Cities has been the
ecological approach which is based on the notion that the conditions of the social,
cultural, political, built and natural environments have a strong impact on the health of its
inhabitants (Lawrence, 1999 & 2000; Tsouros, 2000). According to Lawrence (1999),
this ecological model is:
…based on the hypothesis that some individuals become more susceptible
to certain illnesses because of their differential exposure to several
environmental, economic and social factors that can either promote or
harm health and well-being (3).
The focus of this ecological model is not on the individual or “high risk groups” or even
on particular “problems”, but rather on the wealth of environmental factors or
determinants that necessarily affect the health of populations within cities. One initiative
that follows this model is the World Health Organization’s Healthy Cities Project (WHO,
2003a & b). This approach falls in line with the new public health framework that
maintains that health can only be understood if environmental factors (broadly defined)
are taken into account.
While this conceptual framework has been very successful around the world, this
approach faces a number of important critiques. To begin, some contend that the
ecological approach downplays the importance of particular problems or vulnerable
groups (Glouberman, 2002a & 2003a). Still others maintain that this model “…reflects
the modernist belief in the power of science and expertise to solve problems and that its
continuing use within the new public health reinforces professional dominance and the
search for technical-rational solutions to complex socio-political problems” (Petersen,
1996, 157). Finally, the Healthy Cities approach has been criticized for its tendency to
reduce cities to a series of smaller communities and overstate community values over
diverse individual ones (Glouberman, 2002b).

5. An Emerging Approach to Health in Cities
A new approach to Health in Cities, that attempts to incorporate the positive aspects of
both of the approaches described above, is starting to emerge. This approach stresses the
dynamics of multiple groups with diverse health needs competing for resources and
emphasizes their strengths and assets, rather than focusing on particular types of
problems. In order describe and explain this emerging approach, it is necessary to begin
with an exploration of the terms ‘health’ and ‘city’ from an OPHA standpoint.
5.1 Health
Health is a concept that can embody a huge range of meanings (Naidoo & Wills, 2000).
According to its core values, the OPHA seeks to “encourage a broad definition of health.”
As such, for the purpose of this position paper, health will be defined positively and refer
to a state of well being, not merely the absence of illness or disease (Naidoo & Wills,
2000; WHO, 1946). According to this definition, health is also understood to be
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influenced and affected by numerous factors, sometimes referred to as the “determinants
of health.” (Naidoo & Wills, 2000). This assumption moves beyond the strict confines of
the biomedical model of health to one that explores the multitude of factors that both
positively and negatively shape our lives.
While this “determinants of health” model has grown in popularity over the years some
contend that this framework is overly deterministic. As such a new definition of health is
emerging which attempts to incorporate and account for both the individual and his or her
context. According to this definition, health is defined as the outcome of the “…nonlinear interaction” between an individual and his or her social, economic and political
context (Glouberman, 2003a). In defining health as such, it becomes clear that health is
not a simple or straightforward concept, but rather one that is inherently complex,
multiple and dynamic.
5.2 Cities
Just as health is a contested concept, there is also no simple way to define the term “city.”
At present there is little consensus among national and international bodies on the
meaning of the term, and definitions vary both within countries and across borders,
making comparative evaluation and analysis difficult (Vlahov & Galea, 2002).
The two most common ways of defining cities are by geography and demography. For
example, Statistics Canada defines urban areas as “an area with a population of at least
1,000 and no fewer than 400 persons per square kilometre” (Statistics Canada, 2001).
This shows how size and density parameters are used to delineate urban from non-urban
areas (Vlahov & Galea, 2002). While the process of classifying areas as dichotomously
urban/non-urban may be helpful in some circumstances, a more nuanced appreciation of
the gradations of urbanicity may be more helpful (Vlahov & Galea, 2002). Indeed, it may
be more useful to position urban areas on a spectrum moving from completely rural on
one end to highly urban on the other (Vlahov & Galea, 2002). Finally, others contend that
urban areas and cities should be defined not according to their geographical or
demographic size but rather, according to their role in the larger regional context. In such
a case, cities or urban areas that are smaller may still play the role of a larger city if it acts
as a magnet or “hub” within its larger context (Clement, 2003). According to this view,
cities should therefore be defined not by statistics but by its role and practice.
Although the above discussion is important to deepening and expanding our
understanding of cities, for the purpose of this position paper, entering into the intricacies
of this debate is not necessary. Instead, it will be more useful to discuss those
characteristics of cities that have an impact on health (Vlahov & Galea, 2002). Each
characteristic will be discussed in turn.
5.2.1 Complexity
One of the most important characteristics of cities is their complexity (American
College of Physicians, 1997; Andrulis, 1997; Freudenberg, 2000a; Glouberman,
2003a; Grosz, 1995; Petersen, 1996). Grosz (1995), in an essay entitled “BodiesCities,” defines cities as follows:
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By ‘city’, I understand a complex and interactive network that links
together, often in an unintegrated and ad hoc way, a number of disparate
social activities, processes, relations with a number of architectural,
geographical, civic and public relations (382, in Price & Shildrick (Eds),
1999, emphasis added).
This new definition is based on the idea that cities are complex adaptive systems.
Complex adaptive systems are:
…systems made up of many individuals, self-organizing elements capable
of responding to others and to their environment. The entire system can be
seen as a network of relationships and interactions, in which the whole is
very much more than the sum of the parts (Glouberman, 2003a, 1-2).
By defining it as such, cities are distinguished from being merely a large and
complicated system. Complicated systems, such as a car, are amenable to
simplification and can be reduced to smaller parts. Complex systems, on the other
hand, are heavily interconnected, and each part of the system interacts and changes in
the face of changing circumstances, often in ways that cannot necessarily be predicted
(Glouberman, 2003a & b).
5.2.2 Cities reflect their context
While cities may be characterized by their complexity, it is important to remember
that this complexity exists within a context. This context plays an important role in
defining and delimiting social phenomena. As such, cities reflect existing ethical and
ideological discourses as well as the various social, political and economic discourses
that make up society.
When discussing Health in Cities, of particular interest is the way in which, built into
the social, political, economic and physical structures of the city, are the ideologies of
oppression that remain historically rooted in our collective unconscious. Indeed, the
social hierarchy of power between groups and individuals can be found reflected in
the spatial forms of the city (Fainstein & Campbell, 1996). This social inscription on
to the body of the city provides the outlines and borders within which the complexity
of the city thrives.
5.2.3 Diversity and multiplicity
Cities are also characterized by extreme heterogeneity and diversity (Andrulis, 1997;
Centres for Disease Control and Prevention, 2003; Freudenberg, 1998 & 2000b;
Harvey, 1996; Lawrence, 2002). This heterogeneity may be considered in terms of a
number of factors including culture, ethnicity, race, income or socioprofessional
status (Andrulis, 1997; Freudenberg, 2000; Lawrence, 2002).
Ethno-racial, linguistic and cultural diversity is particularly relevant in Ontario
(Strike, Goering & Wasylenki, 2002; TD Bank Financial Group, 2002). For example,
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while immigrants constituted 18.4 percent of Canada’s population in 2001, they made
up to 44 percent of the Toronto Census Metropolitan Areas (CMA), which is higher
than any other city in North America (Seidle, 2002). In Ottawa, 26.42 percent of the
Ottawa population speak a non-official language (French and English) with the top
five being Arabic, Spanish, Italian, Chinese and German (Lauriault, 2000). According
to Toronto Public Health (1998), over 160 languages and dialects are spoken in
Toronto and approximately 29 percent of residents speak a language other than
English or French in their homes, compared to 12 percent in Ontario. Finally, in 2001,
48 percent of all immigrants and refugees to Canada settled in Toronto while many
others settled in Ottawa-Carleton, Hamilton and London (Seidle, 2002). Ontario’s
cities are becoming much more ethno-racially, linguistically and culturally diverse
(Seidle, 2002).
Over and above this diversity, cities are characterized by a multiplicity of
interconnected social networks, community organizations, and coalitions
(Freudenberg, 1998). According to many theorists, this diversity is fundamental to the
health of cities and must be both nurtured and promoted. For example, Young (1990,
cited in Harvey, 1996) contends that social justice, which is a vital prerequisite for
health, requires “not the melting away of differences, but institutions that promote
reproduction of and respect for group differences without oppression” (417). Young
(1990, cited in Harvey, 1996) further argues that social justice in cities must,
…promote the ideal of a heterogeneous public, in which persons stand
forth with their differences acknowledged and respected, though
perhaps not completely understood, by others” (417).
This heterogeneity has major implications for Health in Cities in terms of health
planning, programming, policy, research, and community development. This diversity
can have a salutogenic impact on individual and population health as, for example,
“…urban residents are likely to interact with people with different values, ethnicities,
religions, and national origins, creating opportunities for new knowledge and
growth…” (Freudenberg, 2000a). This diversity also creates the conditions for
multiple social networks and identities (Freudenberg, 2000a; Petersen, 1996).
However, while it is maintained that this heterogeneity is to be celebrated, in many
contexts, structures of oppression play themselves out through this diversity. Indeed,
the social, cultural, political and economic structures within cities often promote the
inclusion of some groups and the exclusion of others (Clutterbuck & Novick, 2003).
These perceptions of inequity can contribute to “…disaffection, alienation and social
conflict” (Freudenberg, 1998). As such, the exclusion of certain marginalized groups,
minorities and new Canadians, is an issue of particular concern in Ontario.
5.2.4 Concentration and Population Density
Population density and concentration is another characteristic of cities that has an
impact on health and health initiatives. To begin, concentration of people can
facilitate the transmission of infectious disease (Freudenberg, 1998 & 2000a;
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McMichael, 2000). Some contend that crowding can also contribute to stress,
alienation, and social isolation and can “weakened social values that may contribute
to mental illness, drug addiction and violence” (Freudenberg, 1998 & 2000a;
McMichael, 2000). That said, this population density can have similarly positive
impacts on the health of individuals and populations. For example, the concentration
of individuals typically leads to greater access to necessary services and cities offer
multiple opportunities of experience and stimulation, and community life that can be
“rich and fulfilling” (Freudenberg, 2000a; McMichael, 2000).
Of particular concern to Health in Cities however, is the concentration of vulnerable
populations into urban areas. Some such vulnerable subpopulations include singleparent families, Aboriginal people, recent immigrants, visible minorities, the elderly,
and people living with HIV/AIDS, chronic disorders such as mental illness,
addictions or disabilities (Seidle, 2002; Wasylenki, 2001). The concentration of these
vulnerable populations within cities places an added burden on both public health and
health care (Glouberman, 2002a). Finally, high population density that brings extreme
poverty and wealth together can also have a detrimental impact on the health of
individuals and populations. Indeed, cities tend to have the greatest disparity in
wealth, a situation that can lead to “disaffection, alienation and social conflict”
(Freudenberg, 2000a & b).
5.2.5 Linked to External World
Although there is a tendency to think of urban areas as bounded entities, in reality
cities are inherently linked to their wider context. As communities, states and
economies become more interlinked through the process of globalization, it is likely
that cities will be increasingly affected by situations and processes outside their
borders. This characteristic is fundamental when considering Health in Cities, as can
be seen with the recent outbreak and spread of Severe Acute Respiratory Syndrome
(SARS) around the world and in Toronto. This example illustrates how the movement
of people across time, space and borders (be it to another country, another city or to a
rural area) can have major implications on the movement and spread of disease and/or
infection.
5.2.6 Dynamic
Finally, the culmination of all these features of the city points to its inherent
dynamism. Indeed, systems such as these are often characterized as being in a
constant state of flux and evolution (Andrulis, 2000; Glouberman, 2001). “Cities are
not static or passive, but are constantly changing and responding to change”
(Glouberman, 2002a). Thus, cities are not static entities with fixed boundaries or
essential qualities, but instead are constantly transforming, growing, contracting,
evolving and being recreated from both the inside out and the outside in.
5.3 Health in Cities in the Ontario Context
In order to explore this issue for the OPHA, it is necessary to outline the various Health
in Cities issues that Ontario cities currently face. Each of these issues will be discussed in
turn.
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5.3.1 Economic Security
The link between economic security and health has been well established and, it has
been found that, as wealth increases, so does health (Association of Ontario Health
Centres, 2003). Conversely, economic insecurity is a major cause of poor health and
the poor tend of have higher incidences of disease, illness and premature death
(Andrulis, 1997; Geronimus, 2000; Kawachi & Kennedy, 1997; Wasylenki, 2001).
Poverty causes poor health through, among other things, poor nutrition, crowding,
homelessness and exposure to violence. In addition, poverty and concentrations of
poverty in neighbourhoods negatively influence family functioning, childhood trauma
and stress, housing security, neighbourhood safety and behavioural problems
(Geronimus, 2000; Strike, Goering & Wasylenki, 2002). Children in low-income
neighbourhoods are at higher risk for infant death and low birth-weight, are more
likely to have developmental delays, be exposed to environmental contaminants, and
experience higher rates of both intentional and unintentional injuries, than children
who grow up in families with higher incomes. (Strike, Goering and Wasylenki, 2002).
Poverty has also been found to limit access to preventive and remedial health care
(Andrulis, 1997; Wasylenki, 2001). Finally, there appears to be a dose-response
relationship to poverty and health, with longer-term deprivation “…being more
devastating to health than short poverty spells” (Geronimus, 2000). As such, the
various levels of economic security found in the city will necessarily play a vital role
in the complex interaction of factors that support Health in Cities.
Recent research raises serious concerns about the future health status of Ontario’s
cities. Economic insecurity and poverty have been increasing, and are becoming more
concentrated, in urban Canada, particularly in the country’s large urban centres
(Seidle, 2002). According to K.K. Lee (2000) in the report Urban Poverty in Canada:
A Statistical Profile, while metropolitan populations grew by only 6.9 percent
between 1990 and 1995, poor populations in these areas grew by 33.8 percent (Lee,
XV). In contrast, poverty outside of Canada’s metropolitan areas has risen by only
18.2 percent (Lee, XV). Further, between 1980 and 1995 the number of high-poverty
neighbourhoods increased, as did economic segregation in many of Canada’s largest
cities (Lee, 2000; Seidle, 2002).
5.3.2 Socio-Economic Equality
Research has emerged to suggest that, since the 1950s, inequalities in cities around
the world are increasing (Freudenberg, 2000b; Kawachi & Kennedy, 1997; Lawrence,
2002). In Canada, recent studies suggest that economic and social segregation
increased in the 1990s (Ross, N.A., et al., 2000).
The debate over the effect of socio-economic equality on health continues with many
researchers maintaining that level of equality has a major impact on the health status
of both individuals and populations. The relationship between socio-economic status
and health has been well documented (Statistics Canada, 1999; Wasylenki, 2001).
Kawachi, et al (1997) maintain that the degree of income inequality in a given society
is strongly related to that society's level of mortality. Numerous other examples of the
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relationship between socio-economic inequality and health have been published,
arguing that “…what makes the difference to health is more a matter of people’s
relative income and status in society than of their absolute material living standards”
(Wilkinson, 1997, 1505, emphasis added). Although the pathways and mechanisms
underlying this association remains to be established, it is hypothesized that rising
income inequality results in increased levels of frustration, which may have
deleterious behavioural and health consequences (Kawachi, 1997). This relationship
suggests that, “…the psychosocial causes of the health gradients …are more powerful
than the direct physical effects of exposure to poorer material circumstances”
(Wilkinson, 1997, 1505).
In Canada, recent evidence has emerged that outlines one of the many deleterious
effects of inequality on health. For example, in a large cohort of Ontario residents
who had a myocardial infarction, a higher portion of the cohort was from the lowest
income quintile (Wasylenki, 2001). In addition, a strong inverse relationship was
observed between income and mortality, one year after the myocardial infarction
(Wasylenki, 2001). Further, a report produced by Dennis Raphael (2001) for the
North York Heart Health Network, estimated that income differences accounted for a
“…24% excess in premature deaths prior to 75 years from cardiovascular disease
among Canadians” (xi). Finally, this same study also found that “were all Canadians’
rates of death from cardiovascular disease equal to those living in the wealthiest
quintile of neighbourhoods, there would be 6,366 fewer deaths each year from
cardiovascular disease” (Raphael, 2001, xi).
The link between inequality and health has not gone uncontested however, with a
growing number of voices questioning the research outlined above. For example, in
the Working Paper entitled “Poverty, Income Inequality and Health,” Judge and
Paterson (2001) conclude that the relative effect of income inequality as a
determinant of population health “…has been greatly exaggerated” (1). Indeed, some
contend that there is no good evidence to substantiate the relationship between
income inequality and population health (Judge, Mullivan & Benzeval, 1998). Still
others contend that the relationship between inequality and health is neither nonexistent nor absolute, but rather depends largely on the social and cultural
environment in which income differences are experienced (Evans & Stoddart, 2003).
Further, a recent analysis of the relationship between income inequality and mortality
in Canada and in the United States found that there were no significant associations
between income inequality and mortality in Canada at the metropolitan or city area
level (Ross, N.A., et al, 2000). These associations were found in US metropolitan
areas.
While this debate continues, some contend that it is acting to lessen inequalities is of
paramount importance. For example, Geronimus (2000) contends that in order to
address poor health in cities, two approaches are typically used: ameliorative
approaches and fundamental approaches. Ameliorative approaches target the risk
factors that link socio-economic position to health in a particular context and are
necessary to avoid the further widening of health inequalities (Geronimus, 2000).
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However, no matter how effective these ameliorative approaches are, they will never
“…fundamentally alter the context or underlying inequalities” and therefore will
never lead to the elimination of health inequalities within cities (Geronimus, 2000). In
other words, any change less than structural will be ephemeral (Cohen and
Northridge, 2000). Fundamental approaches, on the other hand, seek to address the
underlying structures and ideologies of oppression that ultimately produce health
inequalities (Geronimus, 2000). As such, fundamental approaches demand both
political struggle and the confrontation of the role and effects of structural oppression
in determining health inequalities (Cohen and Northridge, 2000).
5.3.3 Increased pressures on municipalities and communities
The past decade has witnessed the emergence of neo-liberal ideologies characterized
by (among other things) the withdrawal of government from the public sector. This
ideological shift has been operationalized through the rapid cutting back of many
social services on the federal, provincial and municipal levels. Indeed, a “…decade of
federal disengagement from national social programs and provincial restructuring of
social policy responsibilities…” have had a major impact on municipalities and
communities across Canada (Clutterbuck & Novick, 2003). On a federal level, the
literature point to how the federal government has,
“…withdrawn from its national leadership role in supporting and funding
social housing; placed eligibility restrictions on Employment Insurance,
which offloaded people onto social assistance caseloads; and eliminated
the Canada Assistance Plan, the only national anti-poverty program costshared with provincial and municipal governments” (Clutterbuck &
Novick, 2003, 2).
This federal withdrawal from its leadership role on social and housing support has led
some provinces to further download “service and cost responsibilities onto
municipalities without providing the fiscal capacities to sustain these new
responsibilities” (Clutterbuck & Novick, 2003, 2; TD Bank Financial Group, 2002).
Key areas of provincial downloading to cities have been in transit, childcare, social
housing and social assistance, among others (TD Bank Financial Group, 2002).
This downloading of responsibilities not only occurred with incredible speed but the
municipalities were not provided with the fiscal or constitutional capacities to sustain
these new responsibilities. As creations of the provinces, municipalities have no
independent status of their own and typically have limited power to spend and raise
revenues (Federation of Canadian Municipalities, 2001; TD Bank Financial Group,
2002). In general, most provinces “keep a very tight rein on municipal legislative tax
powers” leaving most municipalities heavily reliant on property tax or other user fees.
(TD Bank Financial Group, 2002, 16). This combination of heavy downloading and
weak revenue growth has had a major impact on the municipalities, many of which
have had to “…run up debt, defer infrastructure projects, draw down reserves, sell
assets and cut services…” (TD Bank Financial Group, 2002,18). This has left the
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municipalities in many provinces, including Ontario’s, in a very tight financial
situation which has, in turn, has had major implications for Health in Cities.
5.3.4 Infrastructure
Physical infrastructure is important to providing Health in Cities and includes such
services as public transit, affordable housing, roads and sidewalks, sewers and water
quality, waste management, and power systems and information networks (Andrew &
Morrison, 2002). Physical infrastructure contributes to the quality of urban life in
Ontario and generally permits the healthy existence, growth, and development of
cities (Andrew & Morrison, 2002). From the point of view of physical infrastructure,
Canada’s cities are held in high regard and have been ranked as some of the best
places to live (Federation of Canadian Municipalities, 2002; TD Bank Financial
Group, 2002). However, there is mounting evidence that Canadian cities are ailing
and finding it increasingly difficult to provide basic services and maintain
infrastructure. Indeed, many Canadian cities are facing increasing poverty, housing
and homeless crises, inadequate transportation infrastructure, increasing risks from
worsening air quality and water quality, and deteriorating quality of life (Federation
of Canadian Municipalities, 2002; Prime Minister’s Caucus Task Force on Urban
Issues, 2002; Wasylenki, 2001). In addition, a report by the TD Bank Financial Group
(2002) contends that Canada’s aging city physical infrastructure of roads, bridges and
transit systems require not only maintenance but modernization as well. In light of
this, it is fundamental that any policy position on Health in Cities include an analysis
of the role of physical infrastructure on health.
Social infrastructure in cities refers to such services as recreation, children’s services,
libraries and the network of non-profit agencies that provide community services
(Clutterbuck & Howarth, 2002). Social infrastructure also plays an important part in
maintaining quality of life in the city however unfortunately, there is a tendency
within governments to focus primarily on physical infrastructure and overlook social
infrastructure (Clutterbuck & Howarth, 2002). Concerns over the state of Toronto’s
social and community infrastructure have been raised in the report, “Toronto’s Quiet
Crisis” by Clutterbuck & Howarth (2002).
Health as an infrastructure refers to all health and health care services provided within
a city, from health promotion and prevention to primary, secondary and tertiary care.
Examples of health infrastructure include all public health programs, hospitals,
ambulance services and public health clinics. Included in this infrastructure are all
private health care services which, in Ontario, include dental care, massage therapy,
physiotherapy and naturopathic care, among others. Concern over the future of
Canada’s health and healthcare system has grown over the years as evidenced by the
numerous commissions, such as those led by Romanow and Kirby, mandated to
explore these issues.
In sum, through a review of the literature on Health in Cities the issues of economic
security, socio-economic equality, increased pressures on municipalities and
communities, and infrastructure have all, been raised. While this listing of issues
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facing Health in Cities is important, it in no way represents a complete or holistic
representation of the many issues that Ontario’s cities face. There will necessarily be
other important issues that have been overlooked by existing researchers.
5.4. A policy framework for addressing Health in Cities
A new understanding of Health in Cities is emerging. This emerging approach is not
based on rationalism or a “linear” reductive model. Instead it is argued that Health in
Cities must be understood in terms of the dynamic interaction between individuals,
communities and environments within a constantly changing complex context. In other
words, Health in Cities:
…involves multiple groups, with multiple health needs, and potentially
competing interests, connected in a non-linear fashion to multiple urban
environments, each of which interacts with the groups and individuals
within those groups (Glouberman, 2003a, 9).
It is assumed that this complex and dynamic interaction does not follow a linear or even
circular pattern, but rather emerges spontaneously, self-organizing in a manner similar to
a multi-layered spider web (Glouberman, 2001). Health in Cities is therefore not
understood in a holistic manner or as an entity that is inherently stable (Grosz, 1995).
Instead, Health in Cities must be understood as a collection of parts “…capable of
crossing the thresholds between substances to form linkages, machines, provisional and
often temporary sub- or micro- groupings” (Grosz, 1995, 385, in Price & Shildrick, eds,
1999).
In light of the above definition of Health in Cities, what kind of policy framework would
be the most effective in addressing Health in Cities? Thus far, traditional policy
frameworks have generally been ineffective in addressing Health in Cities. Over the
years, two frameworks for thinking about policy have dominated. The first approach
“…stresses the hierarchical structure of bureaucracies and the top down nature of power
and public policy decision-making” (Glouberman, 2001). The second, and more recent,
approach focuses on a rational planning framework that breaks the policy process down
into a cyclical series of stages and procedures (Glouberman, 2001; Patton & Sawicki,
1986). Fundamental to this model is the assumption that policy-making is a rational
process with a single decision maker or decision-making unit at the apex of the
information system (Patton & Sawicki, 1986). While it is argued that this model allows
for the creation of clear, bold and innovative recommendations in the face of extreme
complexity, a growing number of voices contend that this complexity must be addressed
more readily when developing policy. It is further argued that policy analysis outlined in
such a manner can seem deceptively simple when, in reality, policy development and
analysis is much more complex, fluid, interactive, unstable and messy. It is therefore
argued that this model greatly overstates the rational nature of policy development and
analysis.
As a result of these criticisms, a new policy framework is emerging in both the literature
and related public health agencies. This new framework differs from the rational planning
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approach by challenging the assumptions of rationality of earlier policy development
approaches (Dudgeon, 2003; Glouberman, 2001 & 2003b; Petersen, 1996). According to
this framework, complex and diverse systems, such as Health in Cities, tend to be
ambiguous, uncertain and dynamic. These characteristics ensure that a rational,
monolithic and strict approach to policy will produce ineffective policy outcomes
(Dudgeon, 2003; Glouberman & Zimmerman, 2002). In addition, unlike the more linear
and rational framework, the complexity of the interactions found in Health in Cities
“…suggests that the outcome of interventions can not be predicted accurately”
(Glouberman, 2003a). Finally, due to the complexity of health in cites, it is no longer
assumed that health issues found in cities can be “fixed” through external, bureaucratic
interventions into the policy or programming process (Glouberman, 2003a; Petersen,
1996; Grosz, 1995).
Considering these criticisms of the rational policy-planning model, what does this new
policy framework for Health in Cities look like? To begin, a new policy framework for
Health in Cities must be based on the idea that all cities and communities within cities, no
matter how oppressed or unhealthy, have assets, capacities, strengths and resources.
Indeed, many members of marginalized groups have “historically participated in
community networks of exchange and support in order to mitigate social and economic
adversity” (Geronimus, 2000, 869). These self-organizing networks not only provide
material and social support to members of the marginalized community but can act as
forms of resistance to systems of oppression and create identity-affirming frameworks in
face of hardship and oppression (Geronimus, 2000). In doing so, this new policy
framework will bypass the use of external experts and highlight existing resources within
the community as it is assumed that that is where most of the required expertise can be
found (Petersen, 1996).
The new policy framework will also highlight the potential of multiple small-scale
initiatives that are locally based and defined (Dudgeon, 2003; Glouberman, 2003b).
Indeed, it is argued that a multiplicity of small-scale policies that respond to local
conditions may be better than policies set out from above because they will recognize and
leverage local resources and strengths (Dudgeon, 2003; Glouberman, 2003b). Inherent is
the idea that “institutional richness can offset urban penalty” (Dudgeon, 2003). As such,
no single permanent approach would be supported but rather the accumulation of small
initiatives. These initiatives, although not necessarily a ‘movement’, can have a large
impact on the health of populations. To implement this kind of policy framework
however, would require, tolerance for flexibility, multiplicity and less deterministic
approaches (Dudgeon, 2003).
While this framework has much potential for the creation of effective, relevant and timely
Health in Cities policy, there are a number of factors that must be taken into account. To
begin, each of these small initiatives exist within a larger social, political and economic
context that may erect structural barriers to the creation and implementation of the
various small initiatives. In light of this, the role of various community and health
agencies may be to dismantle these barriers and act as facilitators to the policy
development and implementation process. Another issue is whether the many small
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initiatives will ultimately lead to conflict and a multitude of competing and contrasting
interests. In order to prevent this, it is integral that these initiatives have a “future
orientation to guide change in a purposeful direction” (Jackson, 1992, 5).
Finally, considering the impact that the social, political and economic context has on the
health of individuals and populations, in addition to highlighting multiple small-scale
initiatives, the new policy framework would also incorporate both ameliorative and
fundamental approaches. Ameliorative approaches are those initiatives that target the risk
factors that link socio-economic position to health in a particular context but do not
fundamentally alter the context (or underlying inequalities) (Geronimus, 2000). It is
argued that while ameliorative approaches are important and necessary to addressing
health disparities, they will not result in the elimination of health disparities (Geronimus,
2000). As such, this approach will include fundamental approaches, which attempt to
address the underlying social, political, and economy inequalities that are associated with
health disparities in the first place (Geronimus, 2000). Examples of more fundamental
approaches includes advocacy for political, social and economic transformation and
community development. It is argued that by addressing these inequalities, the risk
factors that lead to health disparities will be fundamentally eradicated.

6. Health in Cities in Ontario – Recommendations for OPHA Action
Public Health in Ontario is positioned to provide a substantial contribution to addressing
Health in Cities. A commitment to develop and implement effective Health in Cities
initiatives can be made through the implementation of the strategies outlined below.
6.1. Considering both the large portion of Ontarians who live in cities and the impact that
these urban settings have on the health of individuals and populations, the
development of a policy position on Health in Cities would necessarily fall under the
mandate of the OPHA. The emerging interest in urban health issues and the
precedence provided by the Ontario government in developing a strategic framework
to address healthcare issues in rural area, makes addressing Health in Cities at this
moment both timely and relevant.
It is therefore recommended that the OPHA:
!"

Advocate, in collaboration with other relevant Ontario-based agencies, such as the
Association of Local Public Health Agencies (alPHa), the Ontario Medical
Association (OMA), and the Ontario Hospital Association (OHA), for the
development of a broad based and progressive urban health strategy in Ontario.

!"

Collaborate with the Canadian Public Health Association (CPHA) in furthering
the development of and advocating for a national Health in Cities strategy.

6.2. Considering the important role that social networks play in promoting the health of
vulnerable and/or marginalized populations, it is vital that any public health activity
actively incorporate these existing local structures into the health planning process.
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Indeed, while some public health activity may attempt to “develop” a community, it
is fundamental that the existing community be considered, nurtured and supported.
This community must act as the foundation for any public health activity, rather than
be torn down in favour of a newly “developed community.”
It is therefore recommended that the OPHA:
!"

advocate for the development of a Health in Cities strategy that is built around
existing community agencies and organizations, leverages local resources and
highlights multiple small scale initiatives;

!"

support and facilitate the community-based efforts to dismantle barriers towards
the development and implementation of community-based health in cities
initiatives.

6.3. Considering the well-documented effect of poverty on Health in Cities, to improve
the well-being of city residents, it is necessary to recognize and address the various
social, political and economic structures that have led to increasing poverty and
economic insecurity. It is therefore necessary to focus on both the risk factors that
link socio-economic position to health and the antecedents of socio-economic
inequality.
It is therefore recommended that the OPHA:
!"

support the development and implementation of both ameliorative and
fundamental public health initiatives.

7. Conclusion
This position paper has outlined why the OPHA should focus on Health in Cities,
developed an emerging policy framework, highlighted the various urban health issues in
Ontario, that have been discussed in the literature and, finally, outlined a preliminary
framework for action. Through discussion and debate with relevant partners, this final
framework for action will be more fully developed and implemented.
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