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Healthy People 2010 made it
a priority to eliminate health
disparities. We used a rapid assessment response and evaluation (RARE) to launch a program of participatory action
research focused on health disparities in an urban, disadvantaged Black community serviced by a major south Florida
health center.
We formed partnerships with
community members, identified local health disparities,
and guided interventions targeting health disparities. We
describe the RARE structure
used to triangulate data sources
and guide intervention plans
as well as findings and conclusions drawn from scientific literature and epidemiological,
historic, planning, clinical, and
ethnographic data.
Disenfranchisement and
socioeconomic deprivation
emerged as the principal determinants of local health disparities and the most appropriate targets for intervention.
(Am J Public Health. 2008;98:
28–38. doi:10.2105/AJPH.2006.
091363)

HEALTHY PEOPLE 2010
established “eliminating health
disparities”1 as a public health
priority, proposing that social

determinants such as poverty,
violence, and poor housing
may negatively affect health
outcomes. Health gradients
have been demonstrated for
income,2 education,3 and socioeconomic deprivation4; these,
however, do not fully explain
racial disparities.5–10 For hundreds of years, Blacks were systematically denied full citizenship rights in the United
States.11 Since the end of legalized segregation, they continue
to be marginalized in our society,12–31 with unequal access to
education,22 jobs,23–24 and
housing25–26 and through
myriad forms of racism.26–28
Miami’s historically Black
neighborhood of Overtown has
one of the highest rates of poverty29 and mortality from
chronic disease in the county
(G. Zhang, PhD, Miami–Dade
County Health Department,
written communication,
2006).29 Miami’s early Black
residents (mostly immigrants
from the Bahamas and other
parts of the West Indies, as well
as parts of the southern United
States) were restricted to living
in “Colored Town,”30(p62) later
called “Overtown”30(p151) because it was just “over” the
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downtown district. During its
prosperous heyday (1930s
through the 1950s), visiting
Black entertainers, not allowed
to stay overnight in Miami
Beach after their performances,
stayed in Overtown. Overtown
came to be known as “Little
Broadway”30(p142) and grew into
a commercial, professional, and
cultural center, home to physicians and other leaders of the
Black community. In the mid1960s, business and political
leaders of the City of Miami
routed the Interstate 95–395
intersection through the center
of Overtown (M. Dluhy, P. Cattan, K. Revell, J. Strube, and
S. Wong, unpublished report,
1998).30,31 Thousands of Overtown residents were evicted,
leaving public housing and
multifamily zoning where
single-family dwellings had once
existed.30,32
Today, Overtown is an Englishspeaking, predominantly Black,
distressed urban enclave surrounded by Hispanic communities and the downtown business
and hospital districts, with contentious redevelopment and gentrification projects surrounding
and rapidly encroaching into the
community.33

Two state senators sponsored
legislation funding construction
of 2 clinics in central Miami–
Dade County—the Jefferson
Reaves, Sr Health Center
(JRSHC) and the Peñalver
Clinic—“to bring affordable
health care to their respective
communities” (B. Loyd, administrator, JRSHC, written communication, April 10, 2007). A
partnership between the
Miami–Dade County Health Department, a state agency, and
the county-operated Jackson
Health System allowed the
JRSHC to open in 1998 as a
county-operated primary care
center with the mission of serving Overtown.34 A community
clinic operated by the Family
Medicine Department of the
University of Miami Miller
School of Medicine merged its
staff into the JRSHC, which
then became the primary training site for the Jackson Memorial Hospital family medicine residency program administered by
the university.
Two JRSHC interventions targeted health disparities. Beginning in September 2004, a
Health Resources and Services
Administration (HRSA) Title
VII35 primary care training
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grant funded a multifaceted research project to develop a curriculum for cultural competence
(i.e., the ability to function effectively in cross-cultural settings),
develop tools for the evaluation
of cultural competence, and incorporate service-learning projects based on principles of
community-oriented primary
care.36 Concurrently, a gift from
the United Health Foundation
targeted improved disease management, multidisciplinary care,
and careful attention to the
processes of care.37
This study was initially conceived as a multimethod community health needs assessment for
the HRSA project. Because there
was another project targeting
disparities starting concurrently,
and given our local expertise, we
elected to implement a rapid assessment 38–40 targeting health
disparities.
Rapid assessment procedures
include (1) formation of a multidisciplinary research team including a member indigenous to
the cultural group of interest,
(2) development of materials to
train indigenous team members,
(3) use of several data collection
methods to verify information
through triangulation, (4) iterative data collection and analysis
to facilitate continuous adjustment, and (5) completion of the
project quickly, usually in four to
six weeks.38(p375)

METHODS
Initially, we wanted to answer these questions: (1) What
is the context of health disparities in our community? (2) Who

composes the JRSHC community? (3) Given the context,
what interventions are most
likely to be effective in reducing health disparities? (4) What
and who are the most appropriate available resources, informants, or data for us to seek,
within our timeframe, to answer
these questions? The investigation targeted the clinic, the
community, and the interface
between the two. We studied
the social determinants of
health in a distressed urban
context; the health care–seeking behaviors of community
members; the attitudes and
practices of health system staff;
and the interactions among
community members, primary
care center staff and systems,
and public policies and systems.
We began with the Department
of Health and Human Services
Rapid Assessment Response and
Evaluation (RARE) manual.40
Wherever “HIV” was mentioned
in the manual, we substituted
“health disparities.” We focused
on the JRSHC and the catchment
area defined in the United Health
Foundation project, which aims
to develop a “center of excellence” in the delivery of primary
care for patients with chronic
diseases at the JRSHC.
We used participatory action
research, which is an approach
to research that aims at promoting change; that occurs through
a cyclic process of planning,
data collection, and analysis that
is then repeated with refined
data collection and analysis
strategies; and in which members of the group being studied
participate as partners in all
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phases of the research, including
design, data collection, analysis,
and dissemination.
We recruited a field team that
included ethnographers, cultural
guides (i.e., representatives of the
cultural group being studied who
assist the ethnographer in gaining access to participants and in
understanding the cultural context; we required our cultural
guides to be community residents, JRSHC patients, and
prominent community activists),
and a multidisciplinary team of
family physicians, psychologists,
and advanced practice nurses
who worked at the clinic. During
3 days of training (see the box
on the next page), the field team
developed the initial interview
guides (available as a supplement
to the online version of this article at http://www.ajph.org) and
data sampling strategies. The
plan for obtaining key information was revised as new information emerged.
Investigators identified relevant historic, epidemiological,
and planning data (Miami–
Dade Empowerment Trust,
unpublished data, 2001)29,41–58
by Internet search (see the box
on page 31). They asked key informants to provide or suggest
data sources and participated in
updates of needs assessments
concurrently conducted by countywide health and social service
agencies.29,42 We made or borrowed geographic information
system (GIS) maps of census,21
epidemiological,54 and planning
data.32,55
We obtained billing data on
all visits to any Jackson Health
System location for all patients

(n = 26 202) seen at least once
at the JRSHC from January 1,
1998, through September 30,
2004 (698 726 visits). We performed GIS mapping of home
addresses,59 determined the demographic characteristics of patients and the frequency of diagnoses and of visits to the
various locations, and stratified
the overall sample by diagnosis,
ethnicity, and age subgroup. We
first selected random charts for
psychosocial chart review and
then purposefully selected representative charts for review
from among diagnoses of
chronic conditions identified
through billing data. We borrowed published chart audit
tools or developed them on the
basis of national standards of
care (American Board of Family
Practice, unpublished data,
2003).60–68
The field team, including cultural guides, met weekly for 2
months to report on data gathered the preceding week, assess
the field findings, discuss emergent themes and analysis, and
plan data collection strategies for
the subsequent week. With guidance from the cultural guides, the
field team recruited participants
to 3 meetings of a community
advisory committee.
Cultural guides accompanied
ethnographers in the clinic and
into the community. Other research team members conducted
interviews and chart audits in
the clinic, and analysis of administrative and epidemiological
data continued throughout the
study. The principal investigator
followed the recommendations
of key informants to identify
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TBhe Training of a Field Team for the Jefferson Reaves, Sr Health Center (JRSHC) Community Rapid Assessment Response
and Evaluation (RARE) in Miami, Fla, 2004
Day 1 of training, November 4, 2004
• Reviewed RARE methods
• Reviewed study focus on health disparities, access to care, the JRSHC system, and cultural factors
• Discussed community involvement in the field team (cultural guides) and advisory committee
• Discussed the triangulation of observations by cultural guides, experienced ethnographers, and students, providing both “nuance”
and “fresh eyes”
• Reviewed plan to begin with mapping and observation, then interviews, then focus groups and surveys
• Reviewed mixed methods with triangulation of ethnographic data with epidemiology and administrative data linked to chart audits
• Discussed the purpose of ethnographic investigation: “to define the extent of the cultural complex”
• Discussed lessons learned in prior rapid assessments
• Discussed inductive approach to identify emergent concepts (i.e. issues that arise through study, rather than those defined in
advance)
• Conducted field note exercise: team made field notes of food gathering behavior at local food court and discussed the fact that field
notes should be descriptive and not interpretive. Examples of proper note-taking were described
Day 2 of training, November 5, 2004
• Interview training: techniques meant to elicit discursive answers, recognizing and dealing with obstacles during the interview
process.
• Developed interview guide for community members and patients (available as a supplement to the online version of this article at
http://www.ajph.org)
• Homework to develop interview guide for staff
• “Ethnographic expedition” exercise
Day 3 of training, November 11, 2004
• Trainees worked together to revise the questionnaires
• The team engaged in a lengthy debate over the use of “cultural bias” and “poor” in the questionnaire because of the possibility of
multiple perceptions of the terms and the unforeseen consequences
• Focus group training: elicit discursive answers, understand group consensus, ensure all voices are heard
• Focus group exercise to explain the paramount role of the moderator; when to intervene, how to address the group, etc. (topic was
health disparities)
• Discussed multiple topics that can arise in a live focus group, such as definition of health disparities in a language that can be
understood by all and the role of slavery and race, environment, government, immigration, and community cohesiveness in health
disparities
• Discussed human participant protection and research ethics
• Team identified potential community advisory board members to contact
Themes that emerged during the 3 days of field team training:
• Three requirements for cultural guides: (1) community activist, (2) patient of the clinic, and (3) resident of our catchment area
• The clinic catchment was initially defined as “Overtown,” “Melrose,” and “Lemon City” on the basis of catchment defined in center
of excellence project
• We could only find cultural guides meeting all criteria for the community of Overtown
• During initial mapping after training it became clear that Melrose and Lemon City were out-of date-names; other clinics served
those neighborhoods; Jackson Memorial Hospital defined the catchment differently; the actual catchment varied greatly from either definition; no staff at the clinic had a clear understanding of the catchment; and no policies made effective use of the defined catchment
• Hypothesis emerged in team discussions that racism was a major underlying cause of health disparities
• Cultural guides raised the issue of the history of segregation: people want a doctor that “looks like them”
• Cultural guides and ethnographers described the long history of mistreatment of Overtown and the profiteers of disenfranchisement
• Cultural guide described receiving culturally inappropriate nutrition counseling
• Cultural guide described many people on the streets of Overtown with overt mental illness
• Cultural guides and ethnographers discussed the public nature of drug trade in Overtown and a locally recognized cycle where young
people begin with low-level street drug sales, then become drug users, and finally become addicted, with subsequent cycling in and
out of prison, hospital, and streets

30 | Health Policy and Ethics | Peer Reviewed | Brown et al.

American Journal of Public Health | January 2008, Vol 98, No. 1

 HEALTH POLICY AND ETHICS 

B
Jefferson Reaves, Sr Health Center (JRSHC) Rapid Assessment Response and Evaluation
(RARE): Summary of Data
Mapping and observations (620 hours in the field)
• Overtown, Melrose (Little Havana, Allapattah), and Lemon City (Little Haiti)
• Observation in the clinic of patients and staff, following selected individuals over time
• Multidisciplinary multicultural panel observation of videotaped doctor–patient encounters
Interviews (approximately 200 informal interviews and 42 formal interviews)
• Clients and staff at all levels at JRSHC
• Community members in 3 communities, later focusing on Overtown
• Key informants at community-based organizations: public service lawyer, minister, homeless and
ex-offender advocates, health and social services agency community-based organization leaders,
community development advocates, public school teachers and principals
• Staff at other primary care centers and a federally qualified community health center
• Physicians to the level of associate dean at University of Miami and Jackson Memorial Hospital
• City and health system administrators
Focus groups (group interviews)
• Cultural competence (family medicine resident physicians)
• Self-medication and alternative medications (Overtown residents)
• Segregation, incarceration, health disparities (ex-offender advocates and medical anthropologist)
Intercept surveys (33)
• JRSHC staff surveys that indicated lack of comfort with HIV care: 6
• Community members surveyed about knowledge about HIV who correctly identified HIV risk
factors but demonstrated doubt about the effectiveness of treatment: 20
• Specialty clinic staff surveyed who indicated their perception of communication with primary care
centers was fair to poor: 7
Key epidemiological and planning data
• US Census
• Healthy Start Needs Assessment
• Alliance for Human Services Comprehensive Health and Human Services Master Plan
• Health Council Comprehensive Health Plan for Miami–Dade County
• Mayor’s Healthcare Access Taskforce
• Comprehensive Assessment for Tracking Community Heath (Health Department/Health Council/
others)
• Florida Health Insurance Study
• Florida Department of Education Web site for school demographics and ratings
• Florida Department of Health: Florida CHARTS (for disease rates and disparity rates)
• Miami-Dade E-maps Online Geographic Information Systems (land-use and other mappings)
• Overtown Area Economic Programming
• Southeast Overtown Park West Community Redevelopment Agency
• Miami-Dade Taskforce on Urban Economic Revitalization: Urban Summit Findings and Recommendations
• Overtown Charette Report
• Miami Dade HIV/AIDS Partnership Needs Assessment
• Health Department (Specific Data Request)
Chart Audits
• Pilot audit of 25 charts focusing on psychosocial and behavioral context and systems of care
• Review of 5–20 charts for each of 6 different health disparity conditions until reviewers reached
“saturation” in understanding of the strengths and limitations of the documented quality of care
Clinic Administrative Data
• Demographics, utilization, diagnoses
• Geographic information system mapping, frequencies, rankings
• Purposeful selection of charts to audit
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additional key informants in the
health and social services sectors. Several field team members
read all field notes and transcriptions. The principal investigator,
guided by the interim analysis
during weekly field team meetings and 3 community advisory
committee meetings, and assisted by keyword searches, used
an editing technique to prepare
summaries and case studies abstracted from the various data
sources (see the box on page 30).
Field team members reviewed
these and provided feedback.
PowerPoint (Microsoft Corp,
Redmond, Wash) presentations,
interim data, and GIS maps were
presented to the community advisory committee, who provided
interpretation and guidance (see
the box 3
on page 32).
The final community advisory committee meeting was
held in a town hall format to
maximize community input.
The iterative process allowed
the team to propose a variety of
hypotheses about health disparities and triangulate these
against available data (Table 1).
The principal investigator then
drafted a report for policymakers out of team consensus of
the findings and recommendations (available as a supplement
to the online version of this article at http://www.ajph.org). We
distributed this 148-page document to stakeholders and policymakers at all levels and requested comment. We then took
turns drafting and revising manuscript sections with selected results displayed to highlight the
linkage between methods, data,
and analysis.
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Jefferson Reaves, Sr Health Center (JRSHC) Rapid Assessment Response and Evaluation
(RARE) Community Advisory Committee (CAC) Activities and Feedback
First CAC, December 1, 2004, at JRSHC
• Membership of the CAC was suggested by community guides, ethnographers knowledgeable about
the community, and physicians working in the health system
• There was a significant presence of community-based organization representatives
• Research team members presented initial findings, including Miami’s geographic patterns of
health disparities, and the widespread JRSHC catchment
• The following questions were asked by CAC members:
• Are patients accessing acute and preventive care?
• How do you deal with population diversity and immigration?
• How do you address self-medication?
• Where do patients come from and why?
• The following recommendations were made by CAC members:
• Collaborate with federal agencies, other primary care centers, and other systems
• Translate the project into real results for the community
• Work with the schools and address distressed context
• Consider changing nature of community (discussion following this suggestion revealed strongly
conflicting views over redevelopment and gentrification)
Second CAC, December 15, 2004, at JRSHC
• Although some community-based organization personnel, a city official, and community members
did attend, the conversation was dominated by health system personnel
• Discussion included interim findings on cultural disconnect between clinic and community, communication problems, and the complexities of access and finance
• A challenge to the validity of qualitative findings was raised by a health system administrator
Final CAC, January 12, 2005, at the Culmer Neighborhood Center
• Held at neighborhood center
• Recruitment by cultural guides resulted in the best representation by community members
• Key findings and recommendations of study were presented by the principal investigator
• Many questions raised and distress was expressed by community members about access, eligibility, waits, and costs
• Extensive discussion ensued about waits in emergency departments by community members
• Concerns raised by community members about school health and managed Medicaid access
barriers
• Community members urged a focus on basic needs, community outreach, and charged us to move
toward action

RESULTS AND
INTERPRETATION
Defining the Jefferson Reaves,
Sr Health Center Community
Staff interviews revealed neither clear understanding of the
intended catchment area nor
catchment-related policies or
procedures. Staff expressed concerns that the clinic was not
reaching Overtown residents.

JRSHC patients commonly reported having been referred
from the Jackson Health System,
other public agencies or community-based organizations, or
by word of mouth. As a Jackson
Health System facility, the clinic
accepts any resident of the
county who chooses to attend.
Once opened, the JRSHC drew
referrals from a variety of
sources. The clinic serves a
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primarily indigent population
with negligible private insurance
coverage. According to the
billing data obtained from the
Jackson Health System, approximately 10% of the patients seen
at the JRSHC in 2004 came
from Overtown. Another 15% of
patients came from the adjacent
neighborhoods of Wynwood,
Allapattah, and Little Havana.
The rest came from as far as 30

miles away, often passing by
multiple public and private
health facilities that lay between
their homes and the JRSHC.59
The demographic characteristics
of the clinic’s clientele more
closely resemble those of the
county than those of the Overtown community.

Patterns of Health
Disparities
The population of Miami is
69.3% White, 20.1% Black,
1.4% Asian, 0.2% American
Indian, and 9% “other”54; ethnically, 60% of the total population is Hispanic and 4.2%
Haitian. The Black population
includes African Americans
(i.e., Blacks born in the United
States), English-speaking
Caribbean Blacks, Haitians, and
Hispanics of many nationalities.
Multiple state data sources
have indicated that, in many
health categories, the Black
population has poorer health
than the non-Black population.29,47,54 Strikingly, the most
significant indicators of poor
health and low socioeconomic
status were found in a group
of distressed, predominantly
Black communities stretching
from Overtown to the Broward
County border in a corridor
along Interstate 95 in north
Miami–Dade County,21,29,52,54
a pattern that is a concern to
local health and social service
leaders.

Social Determinants of
Health and Barriers to
Quality Care
The oft-noted importance of
social determinants of health
was reinforced by the dramatic
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TABLE 1—Major Field Hypotheses and Emergent Themes From Jefferson Reaves, Sr Health Center (JRSHC)
Community Rapid Assessment Response and Evaluation (RARE): Miami, Fla, November 2004–January 2005
Field Hypothesis

Outcome of Subsequent Field Work and Emergent Themes

Racism and cultural bias are at the root of health disparities.

Complaints of cultural bias were widespread among the major ethnic groups in an extremely diverse Miami community. Given a
prominent definition of racism as racial discrimination enforced through power, the hypothesis was reframed in terms of
intergenerational disenfranchisement of the local Black population.
A variety of emergent themes combined to suggest and support this theory, including:
Historic context of segregation.13,30–32
Historic context of major initiatives affecting the community that have no direct benefit to Overtown, but that serve the needs of
the broader county population.30,31,33,71,72,81,82
Description by community-based orginization leaders of Overtown as “Scorched Earth.”
Lack of ownership and civic engagement among Overtown residents.
Intergenerational poverty.
Job and housing insecurity, and ongoing displacement because of gentrification.
Social, economic, cultural, and linguistic isolation of community residents.
Prevalence of fatalism and suspicion reported in the community.
The public nature of the drug trade in Overtown and a locally recognized cycle where young people begin with low-level street drug
sales, then become drug users, and finally become addicted, with subsequent cycling in and out of prison, hospital, and streets.
Prevalence of drug abuse, mental illness, disability, and incarceration.
Disparate impact of access barriers on community residents.
Disempowerment impacts Overtown residents in multiple interrelated and reinforcing ways (social,8,10,13,15,27,52 historic,11,13,30,31
political,14,31,44,70,71,75 geographic,13,15,17,18,20 environmental,9,15,31,32,70,71 educational,22,52,56 economic2,23,25,44,52), which
compounds or multiplies the effect.15,52,57
In Miami’s Hispanic-dominant context, Overtown residents who do not speak Spanish have become linguistically isolated, with
some avoiding the clinic because of the perception it is a “Hispanic clinic.” Monolingual Creole and Spanish speakers also
face linguistic isolation in some situations, especially the former. Health statistics for Miami’s Haitian population frequently
best approximate the data for the Black population. Hispanics have better health outcomes.
Hypothesis confirmed and a variety of contributing factors were identified, including access barriers at the primary care centers
and social, cultural, and linguistic isolation. Access to urgent and after-hours care is limited, reinforcing the pattern of deferred
preventive care, waiting until conditions are in an advanced state before seeking care, and reliance on the emergency department.
Variations on “Black people don’t get sick” were heard in a variety of settings. Yet, on further examination, this reflected a tradition
of deferred preventive care. Nonetheless, many who had access to some type of health care—through private insurance, the
Veterans Administration, or Jackson Memorial Hospital—greatly valued it.
The inefficiencies and quality-of-care issues reported by the staff of public primary care centers and found through chart review
highlight a variety of areas for improvement (available as a supplement to the online version of this article at http://www.ajph.org).
These barriers were perceived to be widespread, and their contribution to health disparities is best seen in the light of
systematic power and resource differentials and disenfranchisement.
Interviews and observations in the clinic revealed that access barriers effectively divert many who do not have the self-efficacy to
meet the rigorous documentation requirements and the patience to endure extensive waits. The most common diagnoses in
the administrative data reflect chronic disease care with a paucity of acute care diagnoses, and few well-child visits, confirming
the perceptions of staff that the clinic serves primarily those with chronic diseases, rather than serving as a true primary care
center for the community. Need for improvement in health promotion, patient collaboration, and mental health care was a
prominent finding of chart review.
In intercept surveys, staff expressed a lack of confidence to care for HIV patients, and chart review revealed that most HIV care is
referred out.
Chart review found medication regimens to be appropriate, but prevention guidelines were followed inconsistently.

Disenfranchisement leads to health disparities.

Linguistic isolation leads to health disparities.

Overtown residents have a tradition of using emergency
department rather than primary care and waiting until
they are extremely sick before seeking care.

Barriers to health care access and inefficiency create health
disparities.

Poor access to and quality of chronic disease care result in
health disparities.

HIV is prevalent in Overtown but is not commonly seen at
JRSHC.
Discomfort with HIV care is because of complex medication
regimens.
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convergence, as revealed by GIS
mapping, of poor health29,54 and
low socioeconomic status21 in the
same predominantly Black communities, and by the distinctly
different built environment32 and
ethnographic context seen when
Overtown was compared with
neighboring communities.
Black professionals interviewed for our study described
harmful personal experiences
with racist encounters in housing,
education, health care, and the
workplace, which at times resulted in great stress and other
negative consequences.8–19,22–27
These professionals described a
subtle “institutionalized” form of
racism that was different from
the “overt” form of racism that
was common from the 1940s
through the 1960s. In focus
groups held by the Healthy Start
Coalition in low-income neighborhoods throughout Miami, discrimination and poor service was
a nearly universal complaint, regardless of the race/ethnicity or
the community of the participants.69 Prior assessments produced similar findings (Alliance
for Human Services, unpublished
report, 2001).44,47 Given (1) the
context of serious interethnic rivalries and the universal experience of discrimination and
(2) the culturally dominant
White Hispanic immigrant population in Miami, the hypothesis
that racism is a cause of health
disparities was reframed to one
in which disparities emerge from
the impact of racial, cultural, and
geographic12,13 disenfranchisement,14 with resulting socioeconomic deprivation,4 social isolation,13,15 and stress9,15 (Table 1).

The effects of disenfranchisement on the residents of Overtown are myriad and interrelated.
Discrimination and access barriers disparately affect those with
less agency.70 Poverty, disempowerment, and the experience of
discrimination result in social isolation. The built environment is
unhealthy because local disenfranchisement results in an external locus of control (M. Dluhy,
P. Cattan, K. Revell, J. Strube, and
S. Wong, unpublished report,
1998).31,71,72,73 In this context, the
“franchise” is not only the right to
vote but also includes other fundamental rights and privileges
that empowered citizens use to
further their lives.73
Overtown initially served the
purpose of segregating Black
residents of Miami.30 As integration laws were passed, most
Overtown residents were evicted
to make way for highway construction (M. Dluhy, P. Cattan,
K. Revell, J. Strube, and S. Wong,
unpublished report, 1998),30,31
a situation common to many
Black urban centers in the
United States.31 Currently, there
is minimal corporate presence in
Overtown; only 11% of residents own their home, and most
live in poverty. Given its lack of
political and financial capital,
Overtown is described by key
informants as the “place of least
resistance” for citizens and services shunned by other communities. Proposals for a toxic
waste dump in Overtown and
interstate ramps adjacent to the
local high school emerged recently.70–72 Chronically homeless, unemployed, mentally ill,
and drug-addicted people often
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wind up in Overtown, cycling
between the streets and the public drug trade and nearby prisons, hospitals, and shelters. Our
field team consistently encountered homeless people, people
recently released from prison,
and mentally ill former patients.
One emergent finding was the
striking sense of marginalization
and isolation many “Towners”
feel from the surrounding communities and from the daytimeonly inhabitants. Many Overtown
business clients and churchgoers
are former Overtown residents
returning to avail themselves of
services, reflecting a class dichotomy between those who left
and those who remain. The disconnection between Overtown
residents, the business community, government, and even those
providing services in the community was repeatedly raised by
community members and observed through our field work.
One community-based organization leader reported that Miami
organizations often refer to Overtown as “Scorched Earth.” In informal conversations with our
field team, as well as formal interviews, residents of Overtown
complained that those receiving
funding for services in Overtown
have provided services to outsiders or “daytime residents.”
Financial stress, barriers to employment, housing insecurity and
displacement because of gentrification and the shrinking supply
of affordable housing, and the
need for any health intervention
to focus on basic needs were concerns repeatedly expressed by
our cultural guides, community
advisory committee members,

Overtown residents, and key informants in the social service sector.

The Health System and the
Community
One prominent field hypothesis (Table 1) was that Overtown
residents tend to wait until they
are extremely sick before seeking
medical care and then use the
nearby Jackson Memorial Hospital emergency room through established custom.
Many Overtown residents did
in fact report that they were in
the habit of going to Jackson
Memorial Hospital for health
problems and that they tended
to wait until problems became
acute before trying to get medical care. As one resident said,
I don’t see how you can say
how the kids dying [high infant
mortality]. . . . We seen generations grow up, little kids come
from dis [sic] here, I don’t know
about too many of them dying,
going to jail maybe yeah, but
dying no, we don’t have that too
much. . . . Everybody got their
paperwork . . . but you know,
we don’t get sick like that. . . .
When we do, we go to the old
places where our parents use to
take us. Jackson Memorial or
wherever we got to go.

Nevertheless, the explanation
for their not using the JRSHC
entailed additional, and perhaps
more important, considerations.
We made the following field hypotheses: (1) procedures to verify
health system eligibility result in
barriers that defeat attempts to
obtain ambulatory care; (2) because the JRSHC accepts referrals from elsewhere in the Jackson Health System, the clinic’s
busy appointment calendar is
often crowded with overflow
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patients from other zones of
Miami–Dade County; (3) because
the vast majority of these patients
are Hispanic, people in Overtown
come to perceive the JRSHC as a
Hispanic clinic. All 3 of these hypotheses were confirmed during
the field investigation through
observation as well as informal
and in-depth interviews with
community residents, clinic patients, and clinical staff (Table 1).
Established JRSHC clients
were generally satisfied, but
those interviewed in Overtown
often did not avail themselves
of medical care at all. Many reported being unaware of the existence of the JRSHC or having
negative impressions of it. Although former Overtown residents are among the JRSHC staff,
there are social and class barriers
between the clinic staff and indigent residents of Overtown. Our
observations confirmed that
Spanish is the principal language
in the waiting rooms and of
many of the registration staff.
According to one Overtown
resident, “It really ain’t like no
American hospital, you get over
there and everybody’s talking
Spanish and you really can’t understand what’s going on.”
Community residents said they
were certain to be seen if they
went to the emergency room—
a result of laws guaranteeing
access74—but complained of extensive waits (see the box on
page 32). In addition, physicians
and nurses reported referring patients to the emergency room for
minor acute care and as a circumvention because of difficulty
in obtaining timely specialty
consultations and diagnostic

procedures. As one JRSHC physician explained, “Often when we
reach a consulting service to expedite a patient’s appointment,
we are told to send the patient to
the ER [emergency room] to be
admitted to expedite the consult.”
People in the community, key
informants, and existing-needs
assessments repeatedly cited the
problem of poor public sector
customer service and barriers to
accessing care in Miami.42,44,50,57
We observed individuals go
through extended periods without care, enduring multiple failed
attempts to meet documentation
requirements for registration.
Patients, community advisory
committee members, many
health care staff, and prior needs
assessments49,57 found the requirements and documentation
burdensome, intrusive, or confusing. Fraud was cited by health
system administrators as justification for the documentation requirements. Inefficient systems,
inadequate staffing, and a lack
of financial incentives to improve
access all reinforce access barriers. As one Overtown resident
said, “Everywhere you go, you
first have to be violated [i.e.,
verification made that use of
the clinic was not in violation of
clinic rules].”
This lady . . . told me that I need
to bring . . . all these credentials. . . .
I told her, I am indigent, I am
broke, I am poor, I don’t have
anything, if it wasn’t for my
brother, I would be sleeping on
the streets . . . and she told me
to bring my brother’s last four
consecutive check stubs. . . . I sat
out on that bench from a quarter
to 12 to a quarter to 4 . . . and
still didn’t get seen. (Client in
JRSHC waiting room)
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You could not really get the services . . . because there were
rules in effect and the folks that
were enforcing the rules . . . felt
that they were doing you a favor
. . . may not have liked you because you were of a different
race or were poor. . . . If you are
not treated with respect, if you
have a long wait for whatever
reason, you are not going to feel
comfortable going to ask for the
help, and therefore, you may not
go, to even get the help if the
help was available. (Leader in
the social service system)

“Fragmentation” is a concern
repeatedly cited by health and
social service providers.42,49,57
Service delivery, health information, resources, and access rules
are fragmented among various
payers, locations, and paper and
electronic formats, with pervasive incompatibility and inefficiency problems. Access to
health information and knowledge of available resources varied widely. Some physicians described expending enormous
individual energy to identify
and connect patients to resources. Past health, mental
health, and psychosocial information was often difficult to
find or unavailable in patients’
medical records. Community
members expressed confusion
about access rules and complained about being reassigned
to new managed health plans or
providers against their will.
Communication within the
health system is poor, both for
patients calling into the system
and for health care professionals
attempting to communicate with
one another. One JRSHC nurse
said, “The patients complain
that they try and try, but there
is no one there to pick up the

phone. I know myself that if I
try to call, I cannot get through.”
According to staff interviewed
by the field team, poor communication often results in extensive
waits for patients and inefficient
care. Key informants confirmed
that for the indigent, there are
significant waits throughout
much of the public health care
system in Miami.
Time after time, key informants spoke about the difference
in the quality of and access to
care available to those with
employer-based health coverage
and to those who were uninsured
and with limited means. Frustration with barriers and inefficiencies and a sense of being unable
to offer the highest-quality care
to all patients are endemic to
providers of health care for the
indigent. As a physician at another primary care center said,
You prescribe medications, and
the patient can’t afford them.
You write a referral for a specialist, it sits in the clinic for 3
months and then it takes another
4 months for the appointment
to be made. I have no idea when
my patients are hospitalized or
what recommendations are
being made. It is a nightmare.

DISCUSSION
Disenfranchisement14 and socioeconomic deprivation4 have
been identified as fundamental
causes of disease since Virchow,
sent to investigate an outbreak of
typhus in 1849, called for “political reform and local democratic
self-government [and] . . . education, with its daughters, liberty
and prosperity.”75(p523)
Overtown is strategically located next to a major urban
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health center, school of medicine,
and sites of future biomedical research infrastructure. It is these
institutions’ responsibility, as well
as in their enlightened self-interest,
to partner with residents and
community organizations to advocate for and impel change to
improve this community’s
health status. Participatory research76 and participatory urban
planning15,77 promote equity and
agency73 to redress the disenfranchisement of residents in
communities like Overtown.
We identified a set of targets
for health system intervention
(available as a supplement to the
online version of this article at
http://www.ajph.org). Resulting
initiatives include a “Mental
Healthcare Improvement Project”
at the JRSHC based on the
chronic care model,78 a participatory primary health promotion
program based at Overtown’s
Booker T. Washington High
School, the “Overtown Cookbook,”79,80 and collaboration
with the Booker T. Washington
program and the communitybased organization PowerU to
foster healthy community policies in the face of highway
reconstruction.81,82

About the Authors
At the time of the study, David Richard
Brown, Agueda Hernández, Michel J. Celestin, Fernando Regalado, Siri Akal,
Barry Nierenberg, and Robert Schwartz
were with the Department of Family Medicine and Community Health, Miller
School of Medicine, University of Miami,
Miami, Fla. Gilbert Saint-Jean is with the
Department of Epidemiology and Public
Health, Miller School of Medicine, University of Miami, Miami, Fla. Siân Evans
is with the DuMonde Conservancy,
Miami, Fla. Ida Tafari is with the Department of Sociology and Anthropology, and

the African New World Studies program,
Florida International University, Miami.
Luther G. Brewster is with the Department of Health Promotion and Disease
Prevention, Stempel School of Public
Health, Florida International University,
Miami. Carlos Gómez-Estefan is with the
Tallahassee Veteran Affairs Outpatient
Clinic, Tallahassee, Fla. Elaine D.
Kauschinger is with the School of Nursing, University of Miami, Coral Gables,
Fla. J. Bryan Page is with the Department
of Anthropology, University of Miami,
Coral Gables, Fla.
Requests for reprints should be sent to
David Richard Brown, MD, Department of
Family Medicine and Community Health,
Leonard M. Miller School of Medicine,
University of Miami, PO Box 016700,
Miami, FL 33101 (e-mail: dbrown@
med.miami.edu).
This essay was accepted April 29,
2007.

Contributors
D. R. Brown conceptualized and supervised the study and led the writing.
A. Hernández helped conceptualize
the study, performed geographic information system mapping of epidemiological data, and contributed significantly to all aspects of the study.
G. Saint-Jean helped design the administrative data sampling and analysis
strategies, performed the quantitative
analysis, and assisted with writing and
critically revising the article. S. Evans,
I. Tafari, C. Gómez-Estefan and
F. Regalado were on the field team
and contributed significantly to all aspects of the study. L. G. Brewster contributed analysis and critical revision
of the article in response to the critique of the reviewers. M. J. Celestin
coordinated the field team and contributed significantly to all aspects of
the study. S. Akal contributed to the
analysis, writing, and critical revision
of the article. B. Nierenberg contributed to the data collection, analysis, writing, and critical revision of the
article. E. D. Kauschinger contributed
to the data collection, analysis, writing,
and critical revision of the article.
R. Schwartz helped conceptualize the
study and contributed to the analysis,
writing, and critical revision of the article. J. B. Page conceptualized the use
of Rapid Assessment Response and
Evaluation methods, led the field team
as lead ethnographer and analyst, and
participated in the drafting and critical
revision of the essay.

36 | Health Policy and Ethics | Peer Reviewed | Brown et al.

Acknowledgments

References

This project was conducted in part as a
community health needs assessment by
personnel who were supported by the
Health Resources and Services Administration (grant HRSA 1 D58HP0319803 and HRSA 1 D54 HP05464-02).
Other personnel were funded as a part
of the United Health Foundation Center
of Excellence project at the Jefferson
Reaves, Sr Health Center. Funding for
the field work was provided by the Jackson Memorial Foundation, Area Health
Education Center, and the United
Health Foundation.
Irby McKnight, BS, the chair of the
Overtown Advisory Board at the time
of the study, is a patient of JRSHC and
long-time resident of the Overtown
community; he served as a field team
member and Overtown cultural guide.
Jackie Bell, a community activist and
patient at JRSHC, served as a field
team member and Overtown cultural
guide. Katherine Chung, MD, helped
design the administrative data sampling
and analysis strategies and the chart
audit strategies. Jules Heriveaux served
as a field team member and Little Haiti
cultural guide. Sebastian Fite, Kelsi
Evans, and Jamie Whiteway, undergraduate anthropology students at the
University of Miami, served as field
team members. The following Jackson
Memorial Hospital family medicine residents conducted chart reviews as a
part of the study: Adrea Samoleski,
MD, Cynthia Carbin, MD, Courtney
Morgan, MD, Wendy Lesser, MD, and
LaChanda Dudley, MD. Shampa
Sharkar, MD, performed chart reviews.
Midwifery students Tesha Vaillancourt,
BSN, and Ailsa Emmel, BSN, conducted prenatal chart reviews. Arminda
Rodriguez, MSW, assisted with data
collection. Omart Robaina, MD, conducted hypertension chart review.
Diana Travieso Palow, MPH, MS, RN,
of HIV/AIDS Educational Services,
conducted HIV chart review. Zoey L.
Brown, BA, contributed critical analysis, editing, and proofreading. We also
acknowledge the many residents of
Overtown, representatives of community-based organizations, and health
and social services personnel who contributed their time and expertise as
members of the community advisory
committee or as key informants.

1. Healthy People 2010: Understanding and Improving Health. 2nd ed.
Washington, DC: US Dept of Health
and Human Services; November 2000.
Available at: http://www.healthypeople.
gov/document. Accessed September 12,
2007.
2. Wolfson M, Kaplan G, Lynch J,
Ros N, Backlund E. Relation between
income inequality and mortality: empirical demonstration. BMJ. 1999;319:
953–957.
3. Davey Smith G, Hart C, et al. Education and occupational social class:
which is the more important indicator
of mortality risk? J Epidemiol Community
Health. 1998;52:153–160.
4. Singh GK, Siahpush M. Widening
socioeconomic inequalities in US life expectancy, 1980–2000. Int J Epidemiol.
2006;35:969–979.
5. National Healthcare Disparities Report. Rockville, Md: Agency for Healthcare Research and Quality; 2004.
6. Bach PB, Pham HH, Schrag D,
Tate RC, Hargraves JL. Primary care
physicians who treat Blacks and Whites.
N Engl J Med. 2004;351:575–584.
7. Farmer MM, Ferraro KF. Are racial
disparities in health conditional on socioeconomic status? Soc Sci Med. 2005;
60:191–204.
8. King WD, Wong MD, Shapiro MF,
Landon BE, Cunningham WE. Does racial concordance between HIV-positive
patients and their physicians affect the
time to receipt of protease inhibitors?
J Gen Intern Med. 2004;19:1146–1153.
9. McEwen BS. Allostasis and allostatic load: implications for neuropsychopharmacology. Neuropsychopharmacology. 2000;22:108–124.
10. Smedley BD, Stith AY, Nelson AR.
Unequal Treatment: Confronting Racial
and Ethnic Disparities in Health. Washington, DC: National Academies Press;
2003.
11. Fogel RW. Without Consent Or
Contract: Rise and Fall of American Slavery. New York, NY: W. W. Norton & Co;
1994.

Human Participant Protection

12. Acevedo-Garcia D, Lochner K,
Osypuk T, Subramanian S. Future directions in residential segregation and
health research: a multilevel approach.
Am J Public Health. 2003;93:215–221.

This study was approved by the University of Miami’s institutional review board.

13. Denton N, Massey D. American
Apartheid: Segregation and the Making of

American Journal of Public Health | January 2008, Vol 98, No. 1

 HEALTH POLICY AND ETHICS 

the Underclass. Cambridge, Mass: Harvard University Press; 1993.
14. Farmer P. Pathologies of power:
rethinking health and human rights. Am
J Public Health. 1999;89:1486–1496.
15. Fitzpatrick K, LaGory M. Unhealthy
Places: The Ecology of Risk in the Urban
Landscape. New York, NY: Routledge;
2000.
16. Fiscella K, Williams DR. Health
disparities based on socioeconomic inequities: implications for urban health
care. Acad Med. 2004;79:1139–1147.
17. Kawachi I, Berkman LF, eds.
Neighborhoods and Health. New York,
NY: Oxford University Press; 2003.
18. Krieger N, Chen JT, Waterman PD,
Rehkopf DH, Subramanian SV. Painting
a truer picture of US socioeconomic
and racial/ethnic health inequalities:
The Public Health Disparities Geocoding Project. Am J Public Health. 2005;
95:312–323.
19. Williams DR, Neighbors HW,
Jackson JS. Racial/ethnic discrimination
and health: findings from community
studies. Am J Public Health. 2003;93:
200–208.
20. Iceland J, Weinberg DH, Steinmetz E.
Racial and Ethnic Segregation in the
United States: 1980–2000. Washington,
DC: US Census Bureau; 2002. US Census Bureau series CENSR-3.
21. Berube A, Prince R, Smith H, eds.
Miami in Focus: A Profile From Census
2000. Washington, DC: Brookings Institution Center on Urban and Metropolitan Policy; 2003. Available at: http://
www.brookings.edu/es/urban/livingcities/
miami.htm. Accessed October 14,
2005.
22. The Funding Gap 2005. A Special
Report by the Education Trust. Available
at: http://www2.edtrust.org/EdTrust/
Product+Catalog/recentreports. Accessed April 16, 2007.
23. Darity WA Jr. Employment discrimination, segregation, and health. Am
J Public Health. 2003;13:226–231.
24. Neckerman KM, Kirschenman J.
Hiring strategies, racial bias, and innercity workers. Soc Probl. 1991;38:
433–447.
25. Blackburn ML, Vermilyea T. Racial
disparities in bank-specific mortgage
lending models. Econ Lett. 2004;85:
379–383.
26. Roychoudhury C. A comparative
analysis of the causes of discrimination

between rental and owner-occupied
housing units. Appl Econ Lett. 1994;1:
84–87.
27. Caughy MO, O’Campo PJ,
Muntaner C. Experiences of racism
among African American parents and
the mental health of their preschool-aged
children. Am J Public Health. 2004;94:
2118–2124.
28. Jones CP. Levels of racism: a theoretic framework and a gardener’s tale.
Am J Public Health. 2000;90:1212–1215.
29. Healthy Start Coalition of MiamiDade. Needs Assessment 2006. Available at: http://www.hscmd.org/
NeedsAssessment.asp. Accessed October 25, 2007.
30. Dunn M. Black Miami in the Twentieth Century. Gainesville: University
Press of Florida; 1997.
31. Mohl RA. The interstates and the
cities: highways, housing, and the freeway revolt poverty. 2002. Available at:
http://www.prrac.org/pdf/mohl.pdf.
Accessed April 11, 2007.
32. Miami–Dade County. E-Maps
Online Geographic Information Systems.
Generated by David Brown. Available
at: http://gisims2.miamidade.gov/
MDGIS/home.htm. Accessed September 18, 2005.
33. Dane B. In the crosshairs. Overtown residents resigned to Crosswinds
project being a “done deal.” Miami Sun
Post. January 27, 2005:1.
34. Champion M. Health care in Overtown to get major boost with opening of
Reaves Center. Miami Times. October
10, 1998. Available at: http://www.
highbeam.com/doc/1P1-22075278.
html. Accessed September 25, 2007.
35. Advisory Committee on Training
in Primary Care and Dentistry. Evaluating the Impact of Title VII, Section 747
Programs. 5th Annual Report to the
Secretary of the US Department of
Health and Human Services and to
Congress. 2005. Available at: http://
bhpr.hrsa.gov/medicine-dentistry/
actpcmd/reports/fifthreport/1.htm#
abstract. Accessed April 17, 2007.
36. Gofin J, Gofin R. Communityoriented primary care and primary health
care. Am J Public Health. 2005;95:757.
37. Epstein Nieves G. Grant will help expand Overtown health center. Miami Herald. May 19, 2004. Available at: http://
www.med.miami.edu/communications/
som_news/index.asp?id=169. Accessed
April 17, 2007.

January 2008, Vol 98, No. 1 | American Journal of Public Health

38. Harris KJ, Jerome NW, Fawcett SB.
Rapid assessment procedures: a review
and critique. Hum Organ. 1997;56:
375–378.
39. Needle RH, Trotter RT, Singer M,
et al. Rapid assessment of the HIV/AIDS
crisis in racial and ethnic minority communities: an approach for timely community interventions. Am J Public
Health. 2003;93:970–979.
40. Trotter RT, Needle RH. RARE
Project Field Assessment Training Methods Workbook. Washington, DC: US
Dept of Health and Human Services,
Office of HIV/AIDS Policy; 2000.
41. Agency for Health Care Administration. The 1999–2000 Florida Health
Insurance Study. Available at: http://
ahca.myflorida.com/Medicaid/quality_
management/mrp/Projects/fhis2004/
reports.shtml. Accessed September 26,
2007.
42. Alliance for Human Services. Comprehensive Health and Human Services
Master Plan. 2005–2007. Available at:
http://www.alliance4hs.org/master_plan.
htm. Accessed September 26, 2007.
43. Alliance for Human Services. Alliance for Human Services Roundtable.
Presented at: NAPC Annual Conference; May 9–10, 2003; Asilomar, Calif.
44. Brock T, Kwakye I, Polyné JC, et
al. Welfare reform in Miami: implementation, effects, and experiences of poor
families and neighborhoods. The Project
on Devolution and Urban Change. MDRC,
2004. Available at: http://www.mdrc.org/
publications/387. Accessed September
20, 2005.
45. Duncan RP, Porter CK, Garvan CW,
Hall AG. The 2004 Florida Health Insurance Study. Prepared by the Department of Health Services Research,
Management and Policy, University of
Florida under contract to the Agency
for Health Care Administration; 2005.
Available at: http://ahca.myflorida.com/
Medicaid/quality_management/mrp/
Projects/fhis2004/PDF/profile-final_
feb2005.pdf. Accessed September 25,
2007.
46. Florida Department of Education.
Florida Schools Indicator Report, 1996–
2003. Available at: http://data.fldoe.org/
fsir. Accessed September 25, 2007.
47. Florida Department of Health.
Office of Planning, Evaluation & Data
Analysis. Florida CHARTS. Community
health assessment resource tool set.
County Health Profile, 2004. Available

at: http://www.floridacharts.com/charts/
chart.aspx. Accessed March 24, 2006.
48. Health Council of South Florida.
Comprehensive Health Plan for Miami–
Dade and Monroe Counties, 2003–2006.
Miami: Health Council of South Florida
Inc, Florida Dept of Health; 2003.
49. Little Haiti Community Collaborative (LHCC) in partnership with SANT
LA. Health Care Needs and Issues in Little Haiti. Miami, Fla: Community Voices;
2004.
50. Mayor’s Healthcare Access Task
Force. 2003. Available at: http://www.
healthcouncil.org/publications/mayorint/
finalrpt/execsum.pdf. Accessed January
29, 2005.
51. Miami Dade Taskforce on Urban
Economic Revitalization. Urban summit
findings and recommendations. Urbana
Research and Consulting Inc. April
14–17, 2003. Available at: http://www.
miamidade.gov/urbantaskforce/library/
reports/Urban_Summit_RF.pdf. Accessed January 30, 2005.
52. O’Hare W, Mather M. The growing number of kids in severely distressed neighborhoods: evidence from
the 2000 Census. The Annie E. Casey
Foundation and the Population Reference Bureau. 2003. Available at: http://
www.aecf.org/upload/PublicationFiles/
DA3622H1280.pdf. Accessed September 25, 2007.
53. Shepard R, Georgiadis A, Linn J,
Espinel J, et al. Assessment of the
Miami Urban Watch Alternative for
Rebuilding I-395. 2002. Available at:
http://www.miamidade.gov/mpo/docs/
MPO_i395_assessment_2002.pdf. Accessed October 14, 2006.
54. Studnicki J. Comprehensive Assessment for Tracking Community Health
(CATCH). Miami–Dade Health Department, Health Council of South Florida,
Alliance for Human Services, Allegany
Franciscan Foundation of Dade County
Inc, and the University of South Florida.
Prepared by Medegy Inc. May 2004.
Part of report available at: http://www.
dadehealth.org/catch.asp. Accessed September 18, 2005.
55. Treasure Coast RPC. Overtown
Charette Report. 1999. Available at:
http://www.floridacdc.org/members/
overtown/overtown.pdf. Accessed January 23, 2005.
56. US Department of Education, National Center for Education Statistics.
Integrated Postsecondary Education

Brown et al. | Peer Reviewed | Health Policy and Ethics | 37

 HEALTH POLICY AND ETHICS 

Data System, 1990–97. Available at:
http://nces.ed.gov/ipeds. Accessed October 14, 2005.

infections in persons infected with human
immunodeficiency virus. MMWR Recomm
Rep. 2002;51:1–52.

57. Williams, Stern & Associates.
Miami Dade HIV/AIDS Partnership
Needs Assessment. Prepared for the
Miami–Dade County Office of Management and Budget. 2001. Available at:
http://www.aidsnet.org/main/needs/
needsassessment2001.pdf. Accessed
September 25, 2007.

66. Department of Defense, Department
of Veterans Affairs, Veterans Health Administration. DoD/VA clinical practice
guideline for management of uncomplicated pregnancy. 2002. Available at:
http://www.guidelines.gov/summary/
summary.aspx?doc_id=3847&nbr=306
2. Accessed September 18, 2005.

58. Zha Inc. Overtown Area Economic
Programming. Southeast Overtown Park
West Community Redevelopment Agency.
May 2003. Available at: http://ci.miami.
fl.us/cra/files/Plans/Overtown%20Econ%
20Report.pdf. Accessed October 14,
2005.

67. VHA/DOD clinical practice guideline for the management of major depressive disorder in adults. Washington,
DC: Dept of Veteran Affairs; 2000.
Available at: http://www.guidelines.gov/
summary/summary.aspx?doc_id=2585&
nbr=1811. Accessed September 18,
2005.

59. JHS Report 2 Web. Generated by
Agueda Hernández, MD. Available at:
https://170.134.222.180/Report2web/
secure/mainframeset.asp. Accessed
September 19, 2005.
60. American Diabetes Association.
Standards of medical care in diabetes.
Diabetes Care. 2004;27:S15–S35.
61. American Psychiatric Association.
Practice guideline for the assessment
and treatment of patients with suicidal
behaviors. 1993. Available at: http://
www.guidelines.gov/summary/summary.
aspx?doc_id=4529&nbr=3343. Accessed September 18, 2005.
62. American Psychiatric Association.
Practice guideline for psychiatric evaluation of adults. Am J Psychiatry. 1995;
152:63–80.
63. Centers for Disease Control and
Prevention. Guidelines for the use of
antiretroviral agents in HIV-1-infected
adults and adolescents. Available at:
http://aidsinfo.nih.gov/contentfiles/
AdultandAdolescentGL.pdf. Accessed
September 25, 2007.
64. Centers for Disease Control and
Prevention. Incorporating HIV prevention into the medical care of persons
living with HIV. Recommendations of
CDC, the Health Resources and Services Administration, the National Institutes of Health, and the HIV Medicine
Association of the Infectious Diseases
Society of America. Available at: http://
guideline.gov/summary/summary.aspx?
doc_id=3866&nbr=3076&string=hiv+
AND+cdc+AND+prevention. Accessed
October 14, 2005.
65. Centers for Disease Control and
Prevention. 2001 USPHS/IDSA guidelines for the prevention of opportunistic

68. Williams SG, Schmidt DK, Redd SC,
Storms W. Key clinical activities for
quality asthma care: recommendations
of the National Asthma Education and
Prevention Program. MMWR Recomm
Rep. 2003;52:1–8.
69. Healthy Start Coalition of Miami–
Dade County. Focus group summaries.
2006. Available at: http://www.hscmd.
org/NeedsAssessment.asp. Accessed
September 26, 2007.
70. Ruger JP. Health and development.
Lancet. 2003;362:678.
71. Lebowitz L. Overtown ramp plan
provokes a dispute. Miami Herald. February 27, 2006. Available at: http://www.
miami.com/mld/miamiherald/13970529.
htm. Accessed February 27, 2006.
72. Put public safety first. Our opinion:
send toxic materials to proper treatment
facility. Miami Herald. December 9,
2004:A26. Available at: http://www.
miami.com/mld/miamiherald/news/
opinion/10372671.htm. Accessed February 4, 2005.

Rockville, Md: Agency for Healthcare
Research and Quality; 2004.
77. Health 21: The Health for All Policy
Framework for the WHO European Region. Copenhagen, Denmark: World
Health Organization Regional Office
for Europe; 1999.
78. Dietrich AJ, Oxman TE, Williams
JW Jr, et al. Going to scale: re-engineering
systems for primary care treatment of
depression. Ann Fam Med. 2004;2:
301–304.
79. Ancrum N, Lehman G. Body and
soul food. Miami Herald, special Black
History Month supplement. February
11, 2007:1,6,7.
80. Robinson A. Overtown diet feeds
the soul, trims body: Overtown residents and University of Miami doctors
are crafting healthy soul food recipes.
Miami Herald. April 6, 2006:A1. Available at: http://www.miami.com/mld/
miamiherald/14273866.htm. Accessed
June 26, 2006.
81. Brewster L, Brown D, Jennings A,
et al. The Overtown Community–Campus
Partnership: common ground. Paper
presented at: Community–Campus Partnerships for Health’s 10th anniversary
conference; April 13, 2007; Toronto,
Ontario.
82. Daniel T, Lebowitz L. Plan for
Overtown I-95 ramps is killed. Miami
Herald. May 26, 2006:B5. Available at:
http://www.miami.com/mld/miamiherald/
news/local/14670940.htm?source=rss&
channel=miamiherald_local. Accessed
June 26, 2006.

73. Attig T. Disenfranchised grief revisited: discounting hope and love. Omega.
2004;49:197–215.
74. Examination and treatment for
emergency medical conditions and
women in labor. Sec. 1867. [42 U.S.C.
1395dd] Available at: http://www.ssa.
gov/OP_Home/ssact/title18/1867.htm.
Accessed Octber 25, 2007
75. Quoted in: Schecter M. Rudolf Virchow, public health, and the built environment. J Urban Health. 2003;80:
523–524.
76. Viswanathan M, Ammerman A,
Eng E, et al. Community-Based Participatory Research: Assessing the Evidence.

38 | Health Policy and Ethics | Peer Reviewed | Brown et al.

American Journal of Public Health | January 2008, Vol 98, No. 1

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

