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URBACT context – Introduction

The Urb-Health Network, which is a new thematic network of the URBACT programme, has been established with the participation of 10 European cities for the investigation of urban health issues, for exchange of expertise, knowledge and dissemination of good practices in different localities throughout Europe. It focuses especially on some relevant topics within the vast field of urban environment and health, namely vulnerable groups, especially gender differences, the special status of ethnic minorities and the role of housing. Differences in ethnicity, in housing conditions, and social aspects of life, such as gender, age and disabilities determine at a great length the health of city dwellers. Understanding health issues of ethnic minority groups in an urban context has been the topic of the peer review workshop held in Budapest on the 29th and 30th of September in 2006. The Budapest peer review workshop concentrated on the ethnicity determinant of urban health.

As Richárd Ongjerth, director of Studio Metropolitana Urban Research Centre in his opening speech highlighted, the place of the venue was just a very good example for urban health initiatives. The locality of the peer review was in itself a “brick and mortar” good example for good urban health programme. However until this time no social practitioner looked at the initiative from a health aspect, and thus the peer review gave a real impetus for the urban health thinking in the municipality of Budapest. 

The 9th district of Budapest has been one of the worst inner city areas, with many social housing, dilapidated buildings, and homogeneous, poor social mix, an area where outsiders didn’t like to go to. The area suffered from high unemployment, heavy drinking on corner pubs causing aggression and high level of pity crimes on the streets. However with united efforts of the municipality and private investors the rehabilitation of the area could start and brought changes into the life of the whole neighbourhood. New building blocks appearing on the horizon and more diverse social mix was being formed, with young and still not very well off professionals preferring to move in to the new and relatively cheap building blocks in the area. However the area lacked public spaces where old and new could be seen together where Roma and Hungarian people could meet, where children could play football and mothers could push prams. Thus area for a new square was designated, the housing block on the area was demolished, and the park was planned. On the side of the park new cafes has been opened and even a conference centre started business, fuelling more life, more investment into the area. Therefore even the peer review has been organised in the conference centre overlooking on one side the new square, but at the background the filthy living conditions, open corridors and common toilets still characteristic of the area. 

The regeneration and the creation of the new park highlighted the importance and interconnectedness of urban environment and health for a vulnerable neighbourhood. Urban environment is not only a setting, it is not only the place where health exclusion happens, where people who suffer from bad health lives. But the urban design, the urban environment shapes attitudes and creates or bereaves from health opportunities. The mere existence of the park has not only changed the character of the neighbourhood but also changed the perception of the people living in the neighbourhood. The experience of the people living in the neighbourhood was of violence and harsh living conditions where health promotion campaigns or direct health programmes would have been very futile. The experience of the everyday life in the neighbourhood had to be in accordance with the ambience, with the fitness of the neighbourhood. Thus how the interdependence of health programmes with the urban environment evolved in front of the eyes of the participants of the workshop. 

Therefore the selection of the place for the meeting, held at the very spot of such a transient environment really helped the intensity of the discussion. The peer review workshop has been a very challenging event, the intellectual material for discussions were provided by six case study cities from Turin, Budapest, Liverpool, Coventry, Charleroi and Belfast. Issues emerged regarding public knowledge on the experiences and attitudes of ethnic minority groups (Belfast), understanding a global public attitude toward ethnic minority groups (Budapest), the importance of self-help organisations and good partnership building (Coventry), childhood development (Budapest and Liverpool), and the barriers to accessing health services (Charleroi). Since these topics come up in various connections within the literature of urban health it is useful to make an overview of the literature before we start on the issues and concerns of the Peer Review workshop itself.

Health inequalities for ethnic minority people in urban environments

The Urb-Health Network’s Peer Review Workshop in Budapest was aiming to outline the main factors, which affect the health outcomes of individuals from ethnic minority groups who live in an urban context. Through the presentation of different good examples, different attempts to deal with the health outcomes of ethnic minority groups the network was able to determine the main scopes for action and the main barriers which hinders them.

A sustainable city bequeaths to future generations a better urban environment. Making cities work involves land and environment, good governance and economic progress, public transport and social integration. Above all, it requires an environment that people like, one that is peaceful and prosperous, fair and fun. To do this we need to adopt a custodial approach to the physical and social environment of cities – they are our collective responsibility and hold our collective future. (Rogers& Power, 2000)

Therefore every public intervention should focus on the sustainability of the environment and offering a better quality of life for all the individuals in the community. Therefore sustainability and quality of life should be in the centre of our investigation. The three main elements what this report deals with are ethnic minority, urban environment and health. All of these elements affect the quality of life of individuals in some way. 

Chart 1. Interrelation between ethnicity, urban environment and health
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The relationship can be illustrated as it is shown in the chart above. Urban environment, health of the individuals and ethnic composition of the city, of the different neighbourhoods are interrelated all interrelated in. The following chapters are organised according to the intersections of this chart. First we will look at the relationship between urban environment and ethnic minority groups. After that we will explore the relationship between urban environment and health. Finally we will look at the importance of the determinant ethnicity for healthy living, for health outcomes. 

Urban environment and ethnic minorities

Environment denotes the natural and constructed physical environment. Urban environment summarises all the environmental features of a city, its plan, its traffic system, the green areas, the housing conditions, etc. Urban has always had a special connotation to it. It means high density of people, high density of traffic and cargo. Urban means increased levels of economic activities, services both intellectual and commercial and technological advancement. However cities are not homogeneous. They have better off and worst off parts, and they offer different opportunities to different people. Cities are fragmented and separated into different areas, and thus through the choice of the wealthier citizens spatial social exclusion can affect the poorer inhabitants of the cities.

Social exclusion is a spatial act, mainly an urban phenomenon, and thus different groups, and also different ethnic groups are exposed to different degrees to the beneficial and malevolent determinants of the urban environment. It is brilliantly put by Anne Power and Richard Rogers. “Social exclusion is primarily an urban problem. Social exclusion is about our inability to keep everyone within reach of what we expect as a society. It is about our tendency to push the more vulnerable, less able and more difficult individuals into the least-popular places, furthest away from our common aspirations. It makes certain people feel excluded from the mainstream. Social exclusion is concentrated in decaying areas, along with under-used buildings, boarded-up shops, broken glass, rubbish and vandalism.” (Rogers& Power, 2000)

Ethnic minority population is concentrated in major cities throughout Europe. Different spatial distribution within the urban environment affects ethnic minority people. In the past, overt racial discrimination played a part in the concentration of black, Asian and roma people in the inner cities. Migrants were forced to crowd into the poorest, most unpopular areas. People from ethnic minority groups are over-represented in deprived inner-city areas. Today most urban communities have become more socially mixed. “Today most areas with high concentrations of ethnic minorities suffer acute deprivation. Immigration and race have become linked with inner-city poverty and disadvantage, even though some members of minority ethnic groups have managed to achieve wealth and status.” (Rogers& Power, 2000)

Urban environment and health outcomes

Urban planning, the design of the physical space of the city affect the health outcomes of its citizens. How urban environment can play such an important role in the health outcomes of the citizens? Since those who live in an urban environment live, breathe, see, touch, and move in the physical surroundings that are determined by the urban environment. The following chart shows the main factors of urban environment that affect health. 

Chart 2. Urban environment and health
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In the core of the urban life are main structural elements such as air, noise, climate, water affecting our well-being. Through either good quality or pollution, these elements can directly affect the health of its citizens. Pollution is one of the major health risks in cities, reducing the level of pollution is an important and overall policy issue both at EU, national and local level. Air pollution for example may lead to asthma and allergies for the citizens most exposed to it. 

The design of the urban environment is the second layer of environmental elements although indirectly, influences the health outcomes of the citizens. Design and regulations of the city determines land usage, from urban sprawl to congestion, affects the use of transport and through gas emission affects both the quality of air and noise levels. These elements however are determined by a number of urban procedures. Thus the structure of the whole city, the relationship of the city with its surrounding settlements, the agglomeration or city region affects the quality of life within the city. Conscious urban design of , for example, street lightning, good quality and accessible green areas can also add to the overall quality of life, offer a good environment for leisure time and activities, while strengthening safety.

However design affects structural environmental elements through the different infrastructures of the city. Transport policy for example can be accessible and community oriented, geared toward public transport. This in turn helps reduce the need for private car use and generate healthier urban environment. Housing policy if it aims at affordability and healthy conditions offers minimum standards for everyone and reduces pulmonary diseases. Establishment of amenities that helps the inflow of healthy food into the urban environment such as food markets and shops offering healthy products are also forming an important part. While also social and community infrastructure such as schools, libraries, leisure and sport fields can offer a good base for health development and health conscious behaviour. Health provision evidently affects health outcomes, since accessible and good quality health care is not only a place for treatment, but also a hub for information campaigns, dissemination activities and such as a prevention centre.

To sum up, we can state that the urban environment presents the settings before what health inequalities develop for ethnic minority groups. These policies should also have to be evaluated in order to assess the attitude of the local government to provide good quality life for its citizen to accomplish. Environmental goals implicitly include the insurance of healthy living environments. Such as promoting public transport, maintaining and developing parks and green spaces, waste reduction/ increasing recycling, promoting non motorized transport options, ensuring purity of soil and water, reducing noise levels, creating a healthy living environment, promoting environment related health education/publicity, healthy air quality, healthy indoor climate, reducing food health risks, preventing road accidents, minimizing the risks of radiation.

An interesting example for establishing healthcare related environmental goals is from the UK. In this attempt the NHS London Healthy Urban Development Unit tried to integrate health considerations into the urban planning. They have prepared a guidebook for healthy urban planning for use at special policy making such as masterplans, area action plans and local development frameworks and regional spatial strategies. It is useful to skim through the themes for consideration. Urban planning policies and proposals should be assessed according their compatibility with

· Healthy lifestyles. Playing fields, green spaces and parks, opportunities for play and exercise

· Housing quality. To achieve lifetime home standards, energy efficiency and tenure mix, affordability.

· Access to work. Promotion of diversity in jobs for local residents and provision for business opportunities.

· Accessibility. Encourage mobility, use of public transport, reduce car dependency. Frequent, reliable, cheap public transport. Pedestrian and cycle friendly streets.

· Food access. Access to wholesome locally produces food. Allotments, healthy living centres.

· Crime reductions and community safety. Effective security. Traffic calming and home zones.

· Air quality and neighbourhood amenity. Good urban design, high quality public spaces. Minimise air and noise pollution.

· Social cohesion and social capital. Opportunities for social interaction, leisure activities and local empowerment. Reduction of existing health inequalities.

· Public services, access to public services. Provision of community facilities and encouragement of community involvement.

· Resource minimisation. Encourage waste reduction, minimise energy and water use, promote recycling, minimise land contamination.

· Climate change. Climate stability and minimisation of greenhouse gases.

/Adopted from NHS London Healthy Urban Development Unit/

Thus urban context and healthy living connected at such a great length. This also answers some of the questions about what constitutes health, health policy or healthy in the context of urban environment. 

Health and urban environment are intertwined and they together affect the well being of the inhabitants. On one hand urban context has a definite impact on the health status of the citizens and on the other hand different lifestyles evoke urban design suitable for them. However both urban environments and health factors affect individuals through different channels, at different ways. Since cities are not homogeneous, they can be divided into different parts with their own identity. As much as air quality is not the same everywhere within a city, that much individuals differ for example in their sport habits. And within this structure there are certain individual lifestyle factors or socio-economical factors where ethnicity plays an important role for individual choices. And whenever it is for the detriment of the individual and such health inequality would be growing in a city, public authorities are obliged to intervene.

Health inequalities for ethnic minorities

Healthy living

The World Health Organisation (WHO) defines health as ”...a complete state of physical, mental and social well-being, and not merely the absence of disease or infirmity. It is a resource for everyday life, not the objective of living; it is a positive concept emphasising social and physical resources, as well as physical capacity.”

Therefore we cannot consider health merely in terms of healthcare facilities. Health is a more complex term and it definitely means much more than health treatments and interventions in case of disease. What constitutes health in our understanding is summarised in the following chart. Health roots in everyday practices and turns into health care programmes only at the minority of cases.

Chart 3. Layers of health
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“To date little attention has been given to the understanding of cultures, values and belief systems that underpin existing health and social service organisations. Minority ethnic communities are often marginalised and bear an undue burden of health problems, discrimination and inequality. Barriers to health services affect health outcomes and a lack of cultural sensitivity can further limit access to health services.” (Pillinger, 2003,)

As our understanding of health broadens the fields of activity for health policy broadens with it. As it is shown in the following chart the heart of health policy still constitutes of health care, health services and facilities. However health care does not start in the hospitals, or health care institutions. Health care starts with parenting and informal care given from neighbours, relatives and friends. Disease prevention within the formal and informal health care sector broadens with prevention in the third layer. Prevention in the form of health education is an important part of health policies. This can cover fields of sexual health, adverse health behaviour such as smoking, alcohol drinking and other drug addictions. Health in the broadest sense involves the common action together with related policy measures, such as sport and recreation, nutrition policies, environment policies and also employment and social policies. Since public health is largely determined by factors outside health care: lifestyles, living environments, quality of products, factors promoting and factors endangering community health. When it comes to urban environment and healthy living in the Urb-Health network we understood health in the broadest sense, and we have included case studies which targeted other policies but had a relatively high impact on health outcomes.

Health and wealth

In many European countries, people from high socio-economic groups can expect to live an average of 12 more years in good health than people from lower socio-economic groups. Ill health can lead to and aggravate poverty and social exclusion, just as poverty and social exclusion can cause ill health. The procedure how the socio-economic status of an individual affects his or her health is summaries in the following chart taken from the recent report Health inequalities: Europe in Profile (Mackebac, 2006).

Chart 4. Socio-economic status influencing health outcomes
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General health determinants affect health in three different respects. Socio-economic status can limit the material factors one has to achieve the best desired health outcomes. But socio-economic factors also affect health through psychological factors. The habits of the neighbourhood and friends has a high impact on the perceived best outcome, best care needs, and thus also on the perceived behavioural expectations. Health therefore is the combined outcome of the material possibilities, personal behaviour and psychological factors deriving from the socio-economic status of the individual. 

Financial disadvantage may affect health through various mechanisms: psychosocial stress and subsequent risk taking behaviours (smoking, excessive alcohol consumption, etc. ) reduced access to health-promotion facilities and products (fruit and vegetable, sports, preventive health care services, etc).

Inequalities in health are thought to result from a complex interaction of a range of factors which can be conveniently divided into five groups. The following chart which has been taken from WHO publication, shows the major determinants of health in a structural way. “The first group includes the general socio-economic, cultural and environmental conditions that are present in society as a whole. These determine major factors such as levels of employment, salary scales and social welfare programmes. The next group concerns the living and working environment. This includes the individual’s position in society, with occupation, income and education playing a pivotal role. Poverty is the most important determinant of inequalities in health. These factors are moderated by the third group, the social and community networks available to the individual. Feelings of insecurity and social exclusion have a detrimental effect on health. All the above factors influence the health behaviours at the individual level, which make up the fourth group. Lifestyle choices such as smoking, lack of physical activity and poor diet all contribute to poor health. These health behaviours although modifiable by the individual, are heavily influenced by socio-economic position and the social environment. Finally, also at the individual level, are the non-modifiable factors of age, gender and heredity.” (Crombie, 2005)

Why social-economic background matters for health outcomes is underlined by research evident showing that in many European countries the impact of ill health is demonstrably greater for socially vulnerable groups. It is therefore important to be sensitive to the needs of socially vulnerable people and to take special measures to address these needs.

Ethnicity and health

Reducing health inequalities ranks highly on the health policy agendas of European countries. Numerous scientific studies show that low socio-economic status is associated with poor health over the life course: socially disadvantaged groups face a higher risk of premature mortality, disease and accidents in childhood, while early detection and vaccinations are carried out less often amongst these groups. In addition, adverse health-related behaviours such as cigarette smoking bad dietary habits or lack of physical activity are more prevalent amongst socially disadvantaged groups, and their risk of developing chronic conditions such as cardiovascular disease and depressive disorders is two-to three times greater than that of those with a higher socio-economic status. (Crombie, 2005)

Ethnicity plays an important structural role in transmitting inequality of health outcomes. There are certain moves, certain factors that are transmitted through the ethnicity of the people. In all countries with available data (within Europe), rates of premature mortality are higher among those with lower levels of education, occupational class, or income. (Mackenbach, 2006)

Migrants from other countries, ethnic minorities, guest workers and refugees are particularly vulnerable to social exclusion and their children are likely to be at special risk. They are sometimes excluded from citizenship and often from opportunities for work and education. The racism, discrimination and hostility that they often face may harm their health.

Many factors influence and determine health, whether at an individual or population level as seen in the following chart. At individual level factors such as age, sex, hereditary factors are given and lifestyle choices are the most important factors an individual can alter. Moving out from the centre of the chart the ability of the individual to influence the determinants is getting smaller and smaller. While it is generally thought to be easy to influence individual lifestyle factors – not talking about the hereditary factors, which are the hardware of health for every individual – people are having less and less control over their circumstances. And as we arrive to the outer layer, the general socio-economic, cultural and environmental conditions are just as firmly given for any single individual as the hereditary factors. Social, economic and environmental factors are the main external or structural determinants of health. 

Chart 5. Factors determining health outcomes
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The control of the individual over the determinants of his/her health is decreasing as we are moving away from the centre of the chart to the wider picture, while on the outer ends the global socio-economic, cultural and environmental determinants restrict even national policy makers in their scope of activities. 

The lifestyle choices we make can have a direct impact on our physical and mental well-being. These choices and ultimately behaviours can be influenced or determined by many factors such as age, sex, social class, income, education, peer group pressure, work and living conditions, mental health and access to information.

Urban environment present quite a lot of risk factors for both individual and community level, which affects health behaviour. Some of these risk factors are as we have seen before such as traffic, noise, air quality and the quality of the environment. Geographical location and urban environment affect social and community networks too, through the amenities and services urban areas can offer, thus affecting socio-cultural patterns and also through the physical urban environment that can facilitate social interaction or on the contrary impede it.

The reality is that the achievement of physical and mental well-being is not the responsibility of the individual alone. People’s ability to pursue good health is limited by varying degrees of skills, information and economic means. The way these determinants of health interact and the linkages between them can be of major importance. Ethnicity is a major “ability” factor in this sense. 

Many European countries have defined ethnic minorities as specific high risk group, who suffer more from inequalities in health. Ireland and Scotland for example are concerned about the poor health of travellers. Eastern-European countries are concerned about the heath inequalities the roma population has to face (ERRC, 2006). Health inequalities for ethnic minority people can be measured at three different levels: equality of access, equality of experience and equality of outcomes. Recent researches show that life expectancy of ethnic minority people, such as travellers and roma people are around 10 years less for these communities than for the rest of the population. 

Certain diseases are associated with poor housing and low income and with ethnic minorities: Information for Britain shows that ethnic minority people are at much greater risk of coronary heart disease, hypertension, non-insulin diabetes and haemoglobin disorders. Typically mainstream BME communities are much less likely to access mainstream health services than their white counterparts as services are rarely meet their specific social, religious or cultural needs. Moreover health care providers generally give little consideration to the multiple layers of discrimination often experienced by many BME individuals and groups. 

Department of Health in the UK realising that ethnic minority people have different access, different experiences and different outcomes in health care has increased its attention toward ethnic minority people. “Research shows that people from BME communities can suffer from inequalities in access to mental health services, in their experience of those services, and in the outcome of those services. For example, BME patients are significantly more likely to be detained compulsorily or diagnosed with schizophrenia.”

Recent research conducted in the Netherlands diagnosed that even as early as at birth, there is already an ethnicity gap between the different races. There are biological factors and socio-cultural factors. Hindustani people are disadvantaged through diabetic propensity, while there is a very protective family background for Moroccean people. However it was even stated that nutrition is extremely different through ethnicity specific patterns, difficulty in access obvious.

Within the Healthy Cities Project of WHO there has been a survey on the perception of environmental health by children in cities which’s findings underline this argument. “The survey has found that children’s high level of perceived good health decreases when moving from privileged districts to unfavourably affected districts. The environment’s physical side plays a leading role in the children’s idea of a healthy city: a town where the air is not polluted and where it is clean, with many green places. Leisure locations are their favourite places, while they dislike places where they feel insecure.” (Price, 1996) Since the percentage of ethnic minority people are higher in unfavourable districts urban malaise affect ethnic minority people to a much higher degree.

Social degradation and poverty pose an enormous health risk. One reason for this is the increased likelihood of developing illness as a result of social disadvantage and unhealthy behaviour, and the reduced personal, financial and social resources to overcome the risks they entail. Traditional healthcare largely addresses the middle classes, meaning that poor people are very unlikely to accept them. Special, low threshold “environment and health” services must be developed for this target group.

EU and international level policy making

We have seen in the previous chapter that the urban environment affects vulnerable groups and thus ethnic minorities in the access, experience and outcome of health measures. Research evidence also shows that there is need for targeted intervention for reducing the health gap between the economically and socially advantaged and the disadvantaged people. However the question remains how to implement such environmental health policies, how to combine these two fields of action. From the policy making point of view explicit formulation of concrete environmental related healthcare objectives and healthcare-related environmental protection goals are difficult to formulate, while such a policy would better emphasize the interrelationship between healthcare and the environment.

As an international point of view David Byrne emphasises the importance of health issues to be integrated in every policy field. “We need to ensure that health is at the very heart of policy making at regional, national and EU level. We need to promote health through all policies. Policy measures as different as inner city development, regional transport infrastructure, applied research, air pollution, or international trade must take health into account. Health needs to be integrated into all policies, from agriculture to environment, from transport to trade, from research to humanitarian aid and development.” (Byrne, 2004)

On the international stage there are two actors who are especially active in health promotion and linking issues of the environment and health policies together. These are the WHO and especially the European Regional Office and the European Union, especially the European Commission.

Public Health
Improving quality of life in good health is the EU’s major goal, and it is achievable by approaching it from a broad perspective. While acknowledging the role of Member States in this policy area, the EU do not proposes legislation at European level, just raises awareness of the issue. Under the Treaty EU action must aim to improve public health, prevent human illness and diseases and identify sources of danger to human health. This has led to integrated health-related work at EU level, aiming to bring health related policy areas together. We have identified the policy areas of particular relevance for our network issue, to ensuring a high level of health protection especially for ethnic minority people in urban environment. The European Union has three policy fields which affect the environmental health for ethnic minority groups: public health and consumer protection policy, environment and health policy and policies on race equality.

Article 152 of the Treaty is concerned with public health. It says: “A high level of human health protection shall be ensured in the definition and implementation of all Community policies and activities. Community action ... shall be directed towards improving public health, preventing human illness and diseases, and obviating sources of danger to human health.”

Through the health strategy, the EU plays its part in improving public health in Europe. The EU’s role is to support Member States in their actions of public health and to assist national decision making. Thus EU action focuses on strengthening cooperation and coordination, supporting the exchange of evidence-based information and knowledge.

The Programme of Community Action in the field of public health (2003-2008) is designed to reinforce EU action in the field of public health within a single and coherent framework. it has three fundamental objectives:

· To improve information and knowledge for the development of public health

· To enhance the capability of responding rapidly and in a coordinated fashion to threats to health

· To promote health and prevent disease through addressing health determinants across all policies and activities.

Former Health Commissioner David Byrne had invited citizens of the EU to actively participate in the formulation of the public health agenda. In his paper he stressed “The time has come for a change of emphasis from treating ill health to promoting good health.” As a focus on ethnic minority and vulnerable people the document stresses that “if the EU is to help citizens achieve good health, it must address the behavioural, social and environmental factors that determine health.” (Byrne, 2004)

The new strategy and programme in the field of public health which has taken up some of the recommendations of the reflection process. It also connects public health policies to consumer protection, thus the coming programming period are dealing with health and consumer policies together. The two main documents are as follows:

· Healthier, safer, more confident citizens: a Health and Consumer protection Strategy

· Programme of Community Action in the field of Health ad consumer protection 2007-2013 (COM(2005) 115)

Since the open method of coordination in health policies pointed to the need to boost EU action on mainstreaming health, tackling determinants, preventing diseases, investing in health research, improving information, addressing inequalities, thus health inequalities became the underlying theme of all health activities together with ageing and children’s health in the new community programme. The second objective of the Community Action programme is especially aiming to promote policies that lead to a healthier way of life. Actions which will be supported include actions addressing health determinants linked to addictions, lifestyle related health determinants and social and economic determinants of health and environmental determinants of health, with a particular focus on inequalities in health and on the impact of social and economic factors on health. 

The EU has also publishes some specific recommendations and formulated substance specific strategies such as the newest report on Alcohol abuse or former strategies such as the one on the Endocrine Disrupter Strategy (COM (1999) 706), or on other harmful effects such as dioxin in the Dioxin and PCB Strategy COM (2001) 593. In its recent Communication the Commission stresses that “harmful and hazardous alcohol consumption is a net cause of 7.4% of all ill-health and early death in the EU. The European commission adopted a Communication setting out an EU strategy to support Member States in reducing alcohol related harm.” 

WHO action in public health policies goes hand in hand with EU policy developments. Since health habits and outcomes of health behaviour are highly affected by other social-economic circumstances, in 2005 the Director General of the WHO set up a global commission on the Social Determinants of Health. The objective of the commission was to achieve policy change by learning from existing knowledge about the social determinants of health and turning that learning into global and national political and economic action.

Environment and health

Environmental and health policies need to work together to achieve a high level of health protection. Article 174 of the Treaty on the Environment says: “community policy on the environment shall contribute to the pursuit of the following objectives: 

· preserving, protecting and improving the quality of the environment

· protecting human health

· prudent and rational utilisation of natural resources

· promoting measures at international level to deal with regional and worldwide environmental problems.”

Thus human health is in one of the core outcomes and objective of European environmental policies. 

“The most common diseases affecting Europeans today are the result of a combination of factors occurring at various timescales, and for different periods, on people whose vulnerability is determined by their genetic make-up, age, state of heath, diet and well-being. Cancers have been linked to tobacco smoke, asbestos, some pesticides, diet, sunlight, pollutants in diesel fumes, heavy metals, and many other carcinogens. Cardiovascular diseases have been blamed on inhalable particles, tobacco smoke, carbon monoxide, and a high-cholesterol diet. Exposure to lead, cadmium, tobacco smoke and pesticides are all being associated with delayed or abnormal pre- and postnatal development. Noise can also have serious health effects.” (European Commission, 2003)

In 2003 the European Commission adopted an EU Strategy on Environment and Health (COM(2003) 338 final), with the overall aim to reduce disease caused by environmental factors in Europe. Environmental effects on vulnerable groups are of particular concern. The Strategy puts special emphasis on children in so far as their exposure and susceptibility are greater than those of adults. 

This was followed up by European Environment and Health Action Plan 2004-2010 COM (2004) 416. It focuses particularly on the links between environmental factors and respiratory diseases, neuro-developmental disorders, cancer and disruption of the endocrine system. It helps the European Union with the scientifically grounded information needed to help Member States reduce the adverse health impacts of certain environmental factors, and to endorse better cooperation between stakeholders in the environment, health and research fields. 

The Action Plan served also as the Commission’s contribution to the Fourth Ministerial Conference on Environment and Health.

The European Green Paper on the Urban Environment urged actions for interdisciplinary action as a key element of the renewal strategy: “in order to handle the problems of urban environment a sectional approach as to be overcome. This means to turn not only to the nearest causes of environmental degradation, but also to examine social and economic options. ”

Race equality
The third policy arena which relates to the health of ethnic minority people is the race equality agenda. Race equality is being driven by a combination of national, European and international developments. At the European and international levels the UN Convention on the Elimination of All Forms of Racism, the World Conference on Racism and the resulting National Plans on Racism drawn up in response to the Programme for Action on Racism have been important to this awareness.

These developments are also reflected in an increasing emphasis given to race equality at the European level by the Council of Europe and the European Union. In particular, Article 13 of the Treaty of Amsterdam now explicitly refers to race and the recent equality directives are evidence of the importance now attached to race equality in Europe.  In particular, the following initiatives are impacting on race equality at the national level:

· The Community Action Programme to Combat Discrimination (2007-2010) This is designed to support and promote measures at the national and European levels to prevent and combat discrimination.

· Council Directive 2000/43/EC implementing the principle of equal treatment between persons irrespective of racial or ethnic origin sets out a framework for combating discrimination. 

· While the latest policy development has been the launch of the European Year of Equal Opportunities, 2007, which puts a special emphasis on racial equality and especially on roma people. 

WHO Actions

The World Health Organisation has been especially active in the joint policy field of health and environment. The WHO has competence and leadership within the United Nations system in establishing guidelines and developing policies in the field of heath and environment. The Healthy Cities programme is one of the finest examples of the intergovernmental effort of WHO. Healthy cities and urban governance programme engages local governments in health development through a process of political commitment, institutional change, capacity building, partnership-based planning and innovative projects. It has a special emphasis on health inequalities and urban poverty, the needs of vulnerable groups, participatory governance and the social, economic and environmental determinants of health. It also strives to include health considerations in economic, regeneration and urban development efforts.

The series of European Conferences on Environment and Health is the second instrument of the WHO, used in the past for putting up joint health and environmental issues to the policy agenda. The first European Conference on Environment and Health, held in Frankfurt in 1989 established the WHO European centre for environment and health (ECEH). At the second European Conference on Environment and Health held in 1994 in Helsinki ministers agreed to initiate national environmental health action plans to create closer links between environmental and health protection. The third European Conference on Environment and Health, in 1999 in London established the Transport, Health and Environment Pan European Programme (PEP) and thus connected transport policy into the health agenda. The fourth and latest European Conference on Environment and Health was held in Budapest in 2004. It focused on a healthier future for European children and established a Children’s Environment and Health Action Plan for Europe (CEHAPE). “We affirm the importance of and need for communication with the public at large on environment and health, particularly where the interest of children and other vulnerable groups are involved.”

Health21 is WHO’s strategy for health for all in the twenty first century in the European region. Its three basic values are health as a fundamental human right, equity in health and solidarity in action between and within all countries and their inhabitants and participation and accountability of individuals, groups, institutions and communities for continued health development. At local level in particular more action is needed to create healthy and sustainable environmental conditions, such as healthy living conditions, ample space for recreation and relaxation, traffic and noise pollution reduction

Local Agenda 21 was launched in 1992, with the formulation of Agenda 21, the document concluding the United Nations Conference on Environment and Development in Rio de Janeiro. Local Agenda 21 aims to fuse ecological approaches with economic, social and development policy aspects. The focus of the Rio action programme is on protecting and promoting human health (Chapter 6).Pertinent measures include crafting municipal health plans, forming political and expert interdisciplinary committees, introducing monitoring procedures to determine the effectiveness of health programmes, and establishing city networks. Local Agenda 21 appears to have created promising conditions in local authorities for better integrating the expertise of the environmental and health fields and for exploiting interdisciplinary synergy potential where the two fields intersect. (Bohme at al. 2006)

Projects in the EU to promote health among ethnic minority groups

Reducing inequalities in health and especially for ethnic minority people needs equal opportunity interventions, but also inclusive interventions for the specific risk group. Interventions must tackle the macroenvironmental factors, the physical and social environment, as well as adverse health behaviours and access to health care. (Crombie, 2005) It is thought that general population approaches not always reach ethnic minority people or those most in need. Therefore it is beneficial to have an overview of the different interventions for the promotion of health among ethnic minority people. More than 25 case studies have been collected from eight European countries to demonstrate the breadth and depths of the spectrum of initiatives. They also serve as good examples for other cities and city regions. For the benefit of comprehension we distinguished four different levels of interventions. 
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The first level is the most specific one. The evidence showed that ethnic minorities are more reluctant to use health care facilities and therefore their health status is worst than of the general public. Many interventions throughout the European Union are targeting ethnic minorities to have better access to health care services. These interventions are targeting language barriers, cultural barriers and sometimes they are creating separate services for ethnic minority groups.

The second layer of interventions are targeting adverse health behaviour when and how ethnic minority are involved in these behaviours. Such behaviours are heavy smoking or lack of exercising, bad nutrition, mental health problems or sexual health issues. These behaviours are the outcomes of personal choices but more often it is the result of poor peer education, lack of motivation or diverse cultural barriers.

As we are moving from the more personal to the more socially determined aspects of health, the physical and social environment plays an important role in determining the health outcomes of ethnic minority groups. The level of discrimination people from ethnic minority have to face is the major component of the social environment. Initiatives helping the mainstream society to open up and at the same time the minority ethnic group to integrate into the mainstream society turned to be very successful. However some initiatives are targeting the openness of the physical environment. Whether public areas and urban parks are really accessible for ethnic minority groups? How can the physical environment be changed to be more welcoming for ethnic minority groups. We will see good examples in this matter too. 

The fourth and thus the most overall level of interventions is the macro-environmental level. Macro-environmental programmes are targeting the widest spectrum of problems. Programmes belonging to this group are dealing general empowerment of ethnic minorities, of confidence building and raising educational and training levels, finding employment and thus connecting income level and overall quality of life to health issues. Macro-environmental initiatives on the other hand are aiming to contribute to the overall community and not only specifically to ethnic minority groups.
Access to health care

Health care services should plan for and respond to the needs of socially excluded people in a proactive, anticipatory and preventive manner. Since ethnic minorities are among the most excluded people in every society service provision should pay special attention to them. This can be done through improving access to health care (physical and financial), by responding to the specific requirements of ethnic minority groups with high quality services, by adopting low-barrier methods, and by providing comprehensible health information.

Access to good quality health care can be provided at two different channels for ethnic minority people. One path is to overcome the different barriers ethnic minorities might have in accessing health care, and the other path is to offer specialised health care facilities for minority ethnic groups. As the following examples will show; both paths can be successful in fulfilling their tasks to integrate ethnic minority people into the mainstream health provision system. Different barriers occur for example from not understanding the language of the mainstream society and having difficulties with communication, but non-utilization of services can derive from other cultural barriers, for example exposing your fragility and your body to strangers, can be a cultural barrier from the side of patient, but common understanding within ethnic groups can deter family members from turning to professional help, since that could mean disrespect and evasion of the primary family obligations. Good examples for the encouraging the access of ethnic minority groups to health care are from Charleroi, Belgium, from Moordrecht, the Netherlands, and Dortmund, Germany. 

Overcoming language barriers

The city of Charleroi is member of the Urb-Health project network and thus brought Peer Review workshop. The case study of Charleroi is a good example of the translation services, available for people with language problems however acceptance and use of the service is very low in Belgian cities. Similar take up problems were revealed at the Peer Review workshop for other countries too. Therefore the peer review workshop was a good place to exchange ideas and common problem solving.

Overcoming cultural barriers

The Dutch practice from the city of Moordrecht shows that mainstream services are sometimes not available to ethnic minority groups due to cultural barriers. The Moluccan community is renowned by the strong family ties. This strong extraverted attitude discouraged them from the use of Home Care services. Besides it put too much burden on family carers, who took the job of caring for the elderly as an obligation, and did not revolt against it. The practitioners recognised this problem and working together with the Moluccan community detected the main cultural problems what prevented Moluccan elderly from the use of the public services. The case study shows that sometimes, ethnic minority groups are reluctant to use available public services due to cultural barriers. 

Establishment of separate services

The city of Dortmund has realised that use of services among elderly ethnic minority was very low, therefore the city government wanted to develop strategies to improve services for this client group. Different cultural, and religious background, expected or real discrimination hampered the use of social services among ethnic minority elderly. It is important to note that despite the good will of the municipality to open up typical German day-care centres for ethnic minority groups, the initiative has failed. Therefore they have chosen to fund a special and separate day care centre satisfying the needs of BME elderly. The case study is important since it shows that also within BME groups special attention to elderly and other vulnerable groups should be given and also that sometimes it is more appropriate to offer separate services.

Adverse health behaviour

Many of today's and tomorrow's leading causes of death, disease and disability (cardiovascular disease, cancer, chronic lung diseases, depression, violence, substance abuse, injuries, nutritional deficiencies and HIV/AIDS/STI infections) can be significantly reduced by preventing six interrelated categories of behaviour, that are initiated during youth and fostered by social and political policies and conditions:

Environment and health projects focusing on children and young people seem a viable option that should help promote healthy urban environment. Children and young people are the most relevant target group since the chances are higher of activating and sustaining in them a healthier approach to life. At the same time, children and young people are more sensitive to environmental influences and the health risks and impairments these entail. This is one of the reasons why I presented so many case studies which targeted children and youth.

· tobacco use 

· behaviour that results in injury and violence 

· alcohol and substance use 

· dietary and hygienic practices that cause disease 

· sedentary lifestyle 

· sexual behaviour that causes unintended pregnancy and disease. 

Adverse health behaviour, such as smoking, drug abuse, teenage pregnancy, obesity and leisure time inactivity are major concern for policy makers. These adverse health behaviours are causing many health outcome disadvantages for ethnic minority people. As we have seen in the flow chart above there are many determinant variables for health status. It depends from the socio-economic status, which has its effect on material factors and on psychological factors, and these three elements altogether influence health behaviour. Thus it is futile in any intervention to target health behaviour without targeting the underlying socio-economical, psychological and material factors. 

Sexual health

One of the major problems recognized by the Teenage Pregnancy Unit in the UK was that youth from ethnic minority background were much more exposed to adverse sexual health behaviour than youth from the majority population. Teenage pregnancy, sexually transmitted infections were high among black young people in Manchester, while sexual health awareness was low in both cities. There have been many initiatives in sexual health educational projects aiming explicitly minority, mainly black young people throughout the country. The establishment of a long-term position for a community worker worked well while creativity and appealing working sessions were a must for success in the Manchester case.
The London example shows that more severe working sessions are viable as well, but in that case easily accessible outreach workers were employed to engage youngsters. Both cases demonstrate that old-fashioned practices are not working with young generations. Messages accessible for them should use trendy paths, DJs, graffiti workshops and the like.

Promoting physical activities

Sport is only one of a range of activities that can improve health, and the evidence for this broader context shows that participation in health-enhancing activities varies by gender and age among different ethnic communities, and that ethnic minority groups are less likely to take part in these activities than the population as a whole:

Inactivity is a major coronary heart disease (CHD) risk factor and is similar in magnitude to risks associated with smoking, hypertension and hypercholesterolemia. Evidence that regular physical activity has a protective effect against coronary heart disease is now overwhelming. In addition, research shows that physical activity can reduce the risk of diabetes, colon cancer, hypertension and obesity. It also promotes psychological wellbeing, builds and maintains healthy bones, muscles and joints reducing the risk of severe injury from falls, and increases functional independence. Taking up physical activity even relatively late in life still has a protective and beneficial effect. 

There are two examples of promoting physical activities in this report; they are both interesting since they are so different in their approaches. The first example from Norway has a ground level, low visibility but broad coverage profile, on the other hand the other example from the Netherlands has a very high visibility and it is aiming at social cohesion organising the whole city of Amsterdam into a tournament of five different activities. While the Romsas in Motion programme from Oslo is aiming to include the hardest to reach members of one community, the Urban Games programme from Amsterdam gives opportunity to members of the society to show their excellence in football and other activities and be as a ideal for peer groups, and thus it is a working on a more indirect effect.

Romsas in Motion programme is a very good example how interventions promoting physical activities can be successful in reducing unfavourable health indicators and reduce health inequality. The programme has been introduced in Oslo, Norway and it is very much community based and area targeted. An initial study in health outcomes of the local population revealed that inactivity in leisure time activities were nearly double among non-western immigrants, than in the overall population. The complexity of the programme was one of the success factors, since local residents with low psychosocial readiness were bombarded with information leaflets, with organised local meetings, health tests, counselings, walking clubs. The health programme was also connected to other activities such as language courses, which provided that the least health conscious populations could be addressed. It was also an important part of the success of the programme that physical activity programmes were specially designed to be the most culturally suitable for different ethnic groups.

The Urban Games programme from Amsterdam, the Netherlands promotes social cohesion, since it is organised at neighbourhood levels, and connects the residents of these neighbourhoods through 5 different types of activities. This programme is not specifically aiming to involve ethnic minority groups however it gives the opportunity to ethnic minority groups to take full part in representing their communities. 

Nutrition and personal health strategies

Good nutrition plays a vital role in promoting and protecting health. It helps prevent heart disease and some cancers as well as other health problems, such as obesity and oral disease. As the evidence below shows personal health strategies are determined by the socio-economic status of a person, and thus the ethnicity plays a very important part in it. Health outcomes, such as life expectancy, and life in good health do change across different ethnic groups. Nutrition, especially for young generations plays an important part in it. As a recent study on childhood development demonstrated at the international conference on urban health “there are Negroid diseases, and Hindustani diseases”. This means that nutrition is very much ethnicity determined. The example from the Netherlands shows how a community has chosen the problem of overweight as the most outreaching health problem in a deprived neighbourhood, and how it became so successful in accessing the really hard to reach inhabitants of the area. It is important to note that overweight was an overall problem in the district and thus a complex community approach was targeting obesity. It included many distinct subgroups and many different types of intervention. 

Mental health and suicide

Many ethnic minority young people, and especially immigrants have special psychosocial needs and require preventive measures. Their special needs come from being at the borderline between two cultures and they feel that they have to fit into two differing set of requirements. Both of the examples illuminate a very important stress source of immigrants. Many immigrants find themselves in-between cultures and societies and are distressed with identity problems. The mental health of immigrants is a serious problem that has been taken seriously in the Netherlands. The complex programme not only aimed at young immigrants helping to build up their identity, but also to practitioners for better detecting and developing special therapies for this client group. Asylum seekers in the latte case show that building up self-confidence is one of the most important issues for their mental health. The project also proved that the employment drive is very much linked to mental health and that mental health and employment despair often goes hand in hand for immigrants.

Physical and social environment

The first two levels of interventions dealt with the individual level. They were aiming first at the level of the health services, how these services can become more accessible for ethnic minority groups and the second level interventions were aiming at adverse health behaviour of the ethnic minority groups. However every individual aspects being equal the environment has to be receptive to incorporate the health needs of ethnic minority groups. The physical and social environment of the host or mainstream society forms the third level of interventions for the promotion of ethnic minority health. Most of the programmes and initiatives are dealing with the social environment, how diversity can be promoted in our cities. It has two main elements; from the one side mainstream society has to have a better understanding of the culture of ethnic minority groups and programmes has to promote openness to welcome immigrants and ethnic minorities into the civil society. On the other hand physical environment has to be welcoming for the ethnic minority groups, and thus the third group deals with the physical environment, how ethnic minority groups can use public green areas. 

Understanding ethnic cultural diversities

Hospice care is in the core of our human beings, and it might be very difficult to behave “properly” to your mourning neighbour or client. This was the basic experience behind the initiative from the Netherlands to provide information and support to all about multicultural understanding relating to death.

Openness of the mainstream society

The “Child Friendly Cities” initiative in Italy has been very active in transforming the attitudes of host country residents towards immigrants. The main approach was to make residents realise that diversity is a value in itself and many cross cultural activities has been performed which on the one hand informed host Italian families, while giving opportunities to immigrant families to better integrate into society. There is an ample spectrum of such initiatives from markets, common language clubs, solidarity programmes and religious educational groups. The openness of the host community was a key aspect in settling down for the immigrant families in many cases, and children were the best instruments to lessen discrimination.

The physical environment

The introduction of the guidance book for green space managers produced by the Black Environment Network exemplifies the importance of ethnicity conscious physical environmental design in the urban context. It also highlights the importance of urban design in creating healthy living conditions for everyone in our cities. “The role of high quality green spaces has won a significant place on the sustainable development agenda. It is now recognised that access to the use and enjoyment of green spaces, participation in its maintenance and improvement, and the creation of new spaces tailored to the needs of a range of social groups deliver a better quality of life. With the realisation that working for sustainable development means including everyone, involving ethnic communities is one of the key challenges. There is a twin delivery of outcomes. Parallel to involving and benefiting members of any disadvantaged group comes the release of their vast missing contribution.” (BEN, 2005) Examples of good practices and thus interventions relating green areas and ethnic minority groups have three types:

A. Increasing the use of green spaces by ethnic groups.

B. Involving ethnic groups in the care and improvement of green spaces.

C. Enabling ethnic groups to participate in the creation of green spaces.

The case study presented at the URB-Health network from Torino highlighted the importance of physical design for the benefit of health outcomes. 

Health in a broader context

Immigrants, asylum seekers, ethnic minorities not only suffer from worst off health care, more mental health problems, but their overall access to other services is also limited. Therefore the most successful initiatives promoting the health of ethnic minority groups fostered health promotion in a broader context. They connect health promotion to other services, such as the Norwegian programme from Oslo, Romsas in Motion was for example introducing health awareness campaigns, through language courses for immigrants, giving them information about physical activity. Or they connect health services to the other service needs of the ethnic minority people. This complex attitude can be found in the French good example in this report. Complex health services were promote through a French practitioners’ guide in order to enable professionals working with migrants to have a broader understanding of their legal rights, health care access. It also gives a detailed list of facilities and resources available for migrants. 

The research commissioned by Studio Metropolitana Uurban Research Centre of Budapest was presented at the URB-Health conference too. It was conducted by independent researchers and highlighted the importance of complex approaching. The different national executive branches started many national initiatives for the benefit of roma population, and non-governmental organisations eager to receive state funding are very responsive to actual financing opportunities. The research concluded that since there was very little attention to the health inequalities of roma people, also the programmes for roma people focused on culture, education and employment. Therefore the research showed that in helping such disadvantaged population as the roma in Central Europe concerted national and European programmes are needed which cover wide spectrum of the quality of life for the roma people.

Macro environment

Empowerment

Many initiatives showed that a good way to empower ethnic minority groups is to build up their capacities, to train members of the ethnic minority group and allow them to be the health advocates in their own community. It has the advantage that peer social and health workers can transform the health improvement message more digestible within their own potential.

The example both from Cairde, Ireland and from Coventry, UK creates very strong partnership working with the local community, includes them in policy development and empowers individuals not only to become health advocates but also offers them new job opportunities within the health sector.

Clint Agard presented the work of WIRRAL Change at the URB-Health Network meeting. It was important to see how this locally based support centre could integrate into the main public provision system of the city, receiving and referring clients to other agencies. However the organisation’s main focus is on employment, it is important that they give health and well being advice and support to the clients and thus connect health to their other services. Empowering black and racial minority people with their everyday life meant to Wirral Change that these people were more open to receive health related advises too.

Health promotion community project

Health promotion is a complex measure for better health outcomes in the future. Health promotion strategies are not limited to a specific health problem, nor to a specific set of behaviours. Health promotion, and the associated efforts put into education, community development, policy, legislation and regulation, are equally valid for prevention of communicable diseases, injury and violence, and mental problems, as they are for prevention of non-communicable diseases. 

Conclusions and Recommendations

The URB-Health peer review network meeting in Budapest gave the participating representatives of the cities and projects plenty of opportunities to present their projects and to discuss the main benefits and obstacles for urban health programmes for ethnic minority people. On both days of the meeting there were small group discussions, where further elaboration and debate of the topic was carried out. At certain issues agreement was reached without further discussion, such as the importance of targeting of the programmes. On the other hand there were some very distinct problems in many cities, such as the problem of traveller’s in Ireland and the situation of the Roma population in Prezinok and in Budapest. Despite of local differences and possibilities in financing and implementing the programmes most of the emerging conclusions regarding urban health for ethnic minorities were very much alike. The following concluding remarks and recommendations are the result of the discussions, at the peer review. 

All the way along the peer review workshop health was understood in the widest sense. It was recognized as one of the most important element of quality of life, a measure of physical, mental and social well-being, and not just the very technical conception of “absence of disease or infirmity”. Social exclusion, which is a contested term in itself, is very much interrelated with health; in fact bad health outcomes are often the consequence of social exclusion. Well-being, which includes good mental health and physical health, equips people to cope with their day-to-day life in society. Therefore, measures that promote healthy lifestyles and generate conditions that enable people to increase control over their health and its determinants are critical to tackling social exclusion. Also it was a common understanding that as much as ethnicity determines social exclusion, it determines health opportunities for many of the clients. Therefore successful programmes have to deal with ethnicity, social exclusion and health outcomes at equal terms. 

Integrated approach for achieving healthy urban environments

Public health is largely determined by factors outside health care: lifestyles, living environment, quality of food and nutrition, factors promoting and factors endangering community health. Therefore initiatives promoting well-being and healthy living should be addressing incorporated into the whole public policy agenda.

For the achievement of healthy urban environment integrated approaches are necessary. The peer review workshop, together with the case studies presented in this report are emphasising the importance of four elements for healthy urban environment:

· Health considerations should be represented in the planning process

· Health should be incorporated into education, both at institutionalised and informal level 

· Creating supportive social environment

· Improve intercultural dialogue for better understanding (communication, understanding of cultures, traditions and languages)

People experiencing social exclusion have multiple and complex needs, which should be addressed in an integrated manner. This calls for partnership working between different policy areas within the public sector (health, social, education, employment, etc.), in cooperation with the voluntary community and private sector. 

Social exclusion is a complex term, and ethnic minority people are excluded from mainstream societies by discriminatory practices and by intimidation and also due cultural differences.

The cross-sectoral was very successful in the examples at the peer review workshop and also here in the report in the various case studies. Encouraging environmental measures that improve health, such as, better, affordable housing, innovative transport policies, pollution control and recycling opportunities. The experience of the case studies was that only those projects that were integrating many aspects of everyday life were successful. Especially interesting cases were where employment policy was integrated with health policies, such as the Liverpool case where the employment outreach service was able to give health advices and the cases from Coventry and from the Netherlands (asylum seekers case) where participating in the health educational programme meant training and employment opportunities for the clients. Concerted action is needed especially in areas with difficulties stopping an area sliding. Such was the case at the project from Torino on social housing and quality of life actions. The governmental initiative is aiming to intervene in the 3rd district as a preventive action since the area has the potential to deteriorate. 

Participants at the peer review workshop stressed the special importance of education in health actions for ethnic minority people. They observed that ethnic minority groups take education very seriously, and that they ”want best for their children”. Therefore education for health promotion also has a special importance.

Partnership working also was a major issue for the non-governmental, ethnic support organisations. As we have seen at the Liverpool case study, the Wirral Change group could act as a mediator between the many institutional actors, and lead the client through the maze of administration. For the objective of a complex and comprehensive approach towards healthy living the Peer Review workshop found the importance of partnership for health across policies and across the institutions, actors very important. Non-governmental organisations, self-help groups can act as the matching links between the reluctant authorities for policy advocating for ethnic minority groups.

The integration of health policies into the overall planning processes is also a good example of integrated approaches. Participants of the Urb-Health project should encourage local policy makers to pay more attention to attain healthy and sustainable communities. This should be promoted through assessing the impact of planning policies on public health; through integrating health considerations into the different planning processes. The work done by the Black Environmental Network and presented in this report gives an important insight into the variety of approaches different ethnic minority groups have towards green spaces, and that how ethnic minority groups can be promoted to use and be involved in the maintenance of green urban areas. 

Planning policies forms both social and physical environments, however the need for a supportive social environment is a must for successful health programmes for ethnic minorities. Supportive social environments presume cultural understanding. 

According to the perception of the participants at the peer review workshop some ethnic minority people still have to face racist attitudes and even they face institutionalised racism. Many of the case studies are focused or have elements which are aiming at the social environment of ethnic minority people. Such examples are from the Child Friendly Cities initiative and the mourning website. Both of them trains and educate the wider social environment and thus helps to overcome racist attitudes. The importance of communication and the difficulties occurring from misunderstanding cannot be overstated. Communication, cultural exchange between the dominant and minority cultures should be fostered. Therefore the change of attitude in the majority of the population, and programmes that stimulate cultural understanding is also very important and should be targeted in health programmes. 

Re-orienting health services

· Services should be accessing the communities, and should be ethnicity oriented and receptive

· High level of intervention on individual persons

· Labour intensive services should produce quality products, 

· which can be achieved by high quality, enthusiastic workforce

· Primarily it is not health skills which are really needed

High quality health services should plan for and respond to the needs of ethnic minority people. This includes facilitating the access to health care but also the provision of comprehensive health information.

Health care services should plan for and respond to the needs of socially excluded people in a proactive, anticipatory and preventive manner. This can be done through improving access to health care (physical and financial), by responding to the specific requirements of particular vulnerable groups with high quality services, by adopting low-barrier methods, and by providing comprehensible health information. It is also important to improve the quality of care to vulnerable groups and to enhance its cultural sensitivity.

As it was expressed by one of the participants at the peer review workshop: “…the direction of communication has to be changed. It is not people who should be active in accessing the services, but the services should be active in accessing the people.” The logic has been changed behind the initiatives. 
In order to services being able to access clients high levels of interventions should be put on the individual level. Therefore only well targeted programmes for ethnic minorities can be successful. General population approach does not always reach those most in need. There is need for specific interventions aiming at the most deprived, most vulnerable groups, among whom the needs of different ethnic minority groups should be acknowledged.

Specific methodologies that have proved effective in reaching and promoting the health of socially excluded people include the use of outreach workers, home visits, intercultural mediators or experience experts, as well as self-help groups and other activities that engage and empower participants.

A very good example of the changed direction of service access and service delivery was expressed by one of the participants at the network meeting. He expressed that the programme workers’ aim is to “put the food in the door” Which has two meanings, first that services should go to the thresholds of the clients and approach them in their homes, going for them, instead of waiting for the clients to go to the services. The other aspect is that services should be individually tailored in order to be able to access the hardest to reach people as well. 

Discussions about the services revealed many interesting topics. It was very useful that economical issues were raised at the peer review meeting. Practitioners were expressing their concerns that social services are expensive, and it may deter local decision makers to invest in such initiatives. Since these are labour intensive services, they cost a lot. It means high and growing cost of such services compared to less labour intensive projects. One of the conclusions was that the project must be of highest quality if it wants to compensate for the cost of the programmes. The discussions at the peer review meeting were very practical in nature with many day-to-day difficulties, suggestions and tweaks to be discussed. One piece of advice was to measure and monitor the service from the beginning since this is the only way how efficiency can be proved. 

However if these programmes work, they make up for the cost of the programme. They may seem expensive, but would pay back later. Therefore the relative cost are not so tremendous if savings by not having troubles and expenses for the state at other policy areas are counted too. Another participant also raised the point that “…effective health programme can be one of the most cost effective investments a nation can make to simultaneously improve health”. Therefore health promotion programmes are a strategic means to prevent important health risks and to cost the nation much more in the long run. Therefore efforts to change the educational, social, economic and political conditions that affect health should be strengthen. 

As for the training and skills of the workforce practitioners of the workshop agreed that more than health skills, community skills are much more important for people employed in these community health programmes. They must be trustworthy and enthusiastic about the goals of the programme. Since only people who are enthusiastic will be able to deliver the programme, and would be able to overcome the difficulties on the way. 

The key success factors for good urban health programmes were summed up in three points. The programmes should be individually tailored services, working at grass root level and should employ enthusiastic staff to overcome unexpected barriers.

Increase community capacity and empower individuals

The first set of recommendations was concerned with complex integrated approach towards health promotion agendas in urban environments. It stressed the importance of partnership working both horizontally and vertically across policy lines, and different types of institutions. The second set of recommendations was concerned with the reorientation of health services. What programmes work at community level, how to increase efficiency and what aspects are needed in the projects to deliver success. After having recommendations at policy level and the project level, the last group of recommendations relate to the community, the individual. The main message of the Peer Review workshop was that to achieve aims, projects should be planned for community capacity building and for empowering the individuals. 

It is possible to sum up this overall aim in four elements. In order to achieve excellence in urban health programmes initiatives should:

· Increase community capacity, and should aim at strengthening community action

· Continuity and sustainability of services are essential for building up trust

· Migrant organisations should also be health oriented and

· Health programmes should at the same time help to build up self esteem and to develop personal skills

Both at individual and at community level the empowerment of ethnic minorities should be promoted. It is essential that target groups play an important part in the design and implementation of any interventions that involve and have been designed to assist them. Participation can take place at the individual level and through interest and user groups.

Incorporating community development approaches into health promotion interventions so that communities are empowered to take control and improve their health collectively. 

One of the many important opinions mentioned during the peer review workshop was the connectedness of personal self-esteem and personal health outcomes. It is especially true for mental health, as the two Dutch case studies proved. A person needs strong self-esteem to work on the improvement of his/her health. Lack or diminished self-esteem is one of the reasons why health inequality among ethnic minority is so high. 

What is the methodology to raise the self-esteem of individuals? Individuals have to be consulted to identify their needs, they have to be involved in the process of planning and evaluation of health promotion programmes. In this way the programmes can be made relevant and accessible for them. 

Sustainability of the initiatives was also a problem heavily discussed and agreed upon at the peer review workshop. It was agreed “initiatives should plan in the long term”. While obtaining funding has a certain inner logic of funding quickly changing names and projects do not serve the clients. Some of the most socially excluded and deprived people are hard to reach and hard to make them participate in projects. As one of the participants at the Urb-Health peer review meeting put it: “sometimes you only have one chance to involve them”.

Once they are in, they want the service to be there for a long time. It is therefore more effective if local authorities have an overall, long-term healthy living strategy, which can give the necessary sound basis for well-planned and well-structured interventions.

To empower communities means also to orient them on the track of actions that brings most value to them. Migrant organisations should be increasingly health oriented. Ethnic minority and migrant organisations are sometimes neither themselves realise the importance of health in obtaining quality of life. Welfare, sports, health and nutrition should be high on the agenda of migrant organisations. 

As a conclusion I again would like to quote one of the participants at the Peer Review programme: “come and go services are of no value”. Projects embedded in the community and able to empower individuals must need continuity that only ensures sustainability.
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Links to Useful Websites

[1.] Ballymoon Regeneration Ltd.

www.brl.ie
[2.] Black Environment Network

 www.ben-network.org.uk.
[3.] Child Friendly cities Initiative
www.childfriendlycities.org
[4.] Children's Environmental Health Network

www.cehn.org
[5.] Council of European Municipalities and Regions

http://www.ccre.org
[6.] Directorate-General for Employment, Social Affairs and Equal Opportunities

 www.ec.europa.eu/dgs/employment_social/index_en.htm
[7.] Ethnic Health Forum

www.ethnichealth.org.uk
[8.] Eurocities 

www.eurocities.org
[9.] EuroHealthNet

www.eurohealthnet.eu
[10.] European Academy of the Urban Environment

www.eaue.de
[11.] European Commission Directorate General for Health and Consumer Protection

www.ec.europa.eu/dgs/health_consumer
[12.] European Commission Directorate-General Environment

www.ec.europa.eu/dgs/environment/index_en.htm
[13.] European Environment Agency

www.eea.europa.eu
[14.] European Environment and Health Committee

www.euro.who.int/eehc
[15.] European Foundation Centre

www.efc.be
[16.] European Health and Environment Network

www.ehen.org
[17.] European Health Management Association

www.ehma.org
[18.] European Network for Global Health

www.globalhealthnetwork.eu
[19.] European Parliament Committee on the Environment, Public Health and Food Safety

www.europarl.europa.eu
[20.] European Roma Rights Centre

www.errc.org
[21.] European Social Network

www.socialeurope.com
[22.] European Urban Knowledge Network

www.eukn.org
[23.] Future Cities 

www.futurecities.org.uk
[24.] Health Promotion Unit 

www.healthpromotion.ie
[25.] Healthy Urban Development Unit 

www.healthyurbandevelopment.nhs.uk
[26.] HEPRO, Focus on Health and Social Well-being in the Baltic Sea Region (EU, Interreg IIIB)

www.heproforum.net
[27.] International Conference on Urban Health

www.icuh2006.com
[28.] International Federation of Environmental Health

www.ifeh.org
[29.] International Healthy Cities Foundation

www.healthycities.org
[30.] Local Government and Public Service Reform Initiative 

www.lgi.osi.hu
[31.] Local Governments for Sustainability

www.iclei.org
[32.] Local Sustainability (European Good Practice Information Service)

www3.iclei.org/egpis
[33.] National Research and Development Centre for Welfare and Health, Finland (STAKES)

www.stakes.fi
[34.] Regeneration-UK

www.regeneration-uk.com
[35.] The international Institute for Urban Environment 

www.urban.nl
[36.] Urban Health Initiative

www.urbanhealth.org
[37.] Urban Institute 

www.urban.org
[38.] World Health Organization

www.euro.who.int
[39.] World Health Organization, Healthy Cities Network

www.euro.who.int/healthy-cities
� The following paragraphs present abstracts of the case studies that are instead developed in the second part of the report (Part2: Case Studies).
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