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Preface 

In international scientific thinking, the urban context is today the meeting ground 
between different disciplines and areas of study. The inherent complexity of this 
subject of study requires highly complex responses, which must also take into consid-
eration the peculiarities and characteristics of urbs—that is, understood as a physical 
city. At the same time, this is also civitas—understood as urban society, the commu-
nity. In order to stay within these multiple levels of thought, it is necessary to adopt 
knowledge and tools from numerous areas of study from the field of social sciences 
as well as technical sciences. 

Some proposals of the World Health Organization go in this direction. Starting 
from the knowledge acquired in the last decade from the approach based on Social 
Determinants, these proposals aim to integrate, in a single toolkit, qualitative– 
quantitative, epidemiological and urban-architectural tools, for the evaluation of 
urban interventions, with the aim of identifying and responding to social inequalities 
in the urban environment. To date, more than half of the world’s population lives in an 
urbanized environment—an estimated 70% by 2050. Based on these findings, it was 
decided to build the path of this volume that guarantees priority of scientific attention 
and new strength to the field of health in urban environment, or ‘urban health’. By 
bringing together multidisciplinary contributions of international experts, the volume 
aims to become an opportunity for a meeting ground and discussion between leaders 
from different areas of studies and disciplines (architecture, urban planning, public 
health, sociology and anthropology). 

The varying and complex relationships that occur among the individual, the 
community and the urban dwelling—understood in a very broad sense as a space in 
which the different activities of people take place (work, social and recreational)— 
significantly affect the quality of our existence, which is determined by the level 
of our physical, mental and social health. For these reasons, reflecting today on the 
role of health within our lifestyles and on the organization of cities requires a multi-
voice evaluation as well as a debate on broader issues that closely connect a number 
of different issues: climate change and urban models of sustainable development, 
social inequalities and public policies, access to services and quality of infrastructure, 
questioning the future of the territories, in particular the most fragile and vulnerable
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ones, and the social dynamics of the populations living there. Faced with an interest in 
achieving meaningful, fair and lasting solutions in order to contrast and reduce health 
inequalities, we have worked to implement the formulation of new multidisciplinary 
approaches, oriented to the quality of life within an ecological model of health. This 
scientific initiative—which arises from the interest of the Working Group on Equity 
in Health, inside Sapienza University of Rome—was built with a solid multidis-
ciplinary approach. There is a growing awareness that facing the complexity that 
today’s world increasingly presents us, requires a convergence of viewpoints and 
experiences, as well as the study and sharing of objectives and approaches. In this 
regard, we need to draw on the philosophy of SDGs, the Sustainable Development 
Goals of the United Nations. More specifically, we should highlight the interdepen-
dence of the Goals, and therefore, the need for coordination of the sectors concerned 
has launched its very important challenge. At first glance, it could therefore be said 
that the volume considers the interaction between Goal 3—Health and Wellbeing— 
and Goal 11—Sustainable Cities and Communities. This is certainly true, however, if 
we look closer we can see the need to consider how much the promotion of health in 
urban areas, or the focus chosen for this meeting, is also closely linked to Objective 
16—Peace, Justice and Solid Institutions—, as well as to Objectives 6—Clean water 
and sanitation—, 7—Clean and accessible energy—, 9—Enterprises, innovation 
and infrastructure—, 12—Responsible consumption and production—, 13—Fight 
against climate change—. And how can we fail to invoke the more classic objectives, 
which in the medical-scientific literature take the name of ‘determinants of health’? 
That is, the 4th—Quality education—, the 8th—Decent work and economic growth, 
the 1st—Defeating poverty—and the 2nd—Defeating hunger. And last but certainly 
not least, Objective 5—Gender equality (and opportunities like this represent not 
only an exchange of knowledge between different areas of study and disciplines, but 
also lay the foundations for creating an increasingly complex network of scientific 
culture and operational collaboration. We therefore believe that these initiatives have 
the potential to transfer knowledge and also gain the attention of public opinion, influ-
encing decision-makers through advocacy. In addition, given the key to the general 
understanding of ‘urban health’ as the quality of life and well-being in the urban 
and residential space that characterizes the conditions of the community to which 
the Sapienza research group has allocated its action-research, it is our hope that the 
result will also be the promotion of health protection initiatives and participation in 
the formulation of public interest programmes (policy-making). 

Rome, Italy Silvia Iorio 
Alessandra Battisti 
Giuseppe Ricotta 
Maurizio Marceca
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Urban Regeneration between Well-Being, 
Social Determinants and Sustainable 
Development Goals 

Alessandra Battisti 

Abstract From the beginning, the concept of public health is deeply connected to 
the social development of mankind, focusing on housing and now, during COVID-19 
pandemic and the POST-COVID transition, we are witnessing the exacerbation of all 
those phenomena of social inequality that have clearly highlighted the structural lack 
of public spaces and services in the most disadvantaged areas of cities. It is therefore 
necessary to contribute to the improvement of the living conditions of the beneficiary 
populations not only to ensure the satisfaction of the primary needs for development, 
but also to make communities less vulnerable to the climate-environmental emer-
gency. Actions outlined by the major international institutions, which through the 
UN 2030 Agenda provides for the integration of three dimensions of sustainable 
development—environmental, social and economic. 

Keywords Healthy housing · Social equity · AIQ ·Water quality · Spatial quality 

1 Introduction 

In the last twenty years, processes of metropolization have seen an uncontrollable 
increase, registering a rate of global urbanization that—according to the “World 
Urbanization Prospects 2018” of the United Nations—will reach almost 70% in 
2050 [1]. These data, with a global vision, underline the dynamics of the growth of 
settlements and cities in quantitative, qualitative, historical and social evolution. In 
poor countries, this growth continues to take place following models of urban aggre-
gation that has been unchanged over the years and inadequate to guarantee minimum 
conditions of health and sanitation. This situation continues to generate a proliferation 
of informal areas in conditions of extreme poverty and environmental vulnerability. 
According to a recent UN-Habitat report, which reports how more than a billion 
people are forced to live in informal settlements and estimates that this number will 
double by 2030, slums represent a phenomenon destined to define the near future
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4 A. Battisti

of our metropolises, where about 18% of all housing units, numbering about 125 
million, are made up of non-permanent structures and more than 30% of temporary 
dwellings will be in areas subject to noteworthy phenomena of environmental risks 
[2]. 

In Europe and in the OECD countries, the same process of human concentration 
in large urban agglomerations shows models of densely populated cities, with high 
rates of air pollution and land consumption, with an increasing number of social 
groups that are subject to socio-economic marginality and consequent housing and 
health problems [3]. From the beginning, the concept of public health is deeply 
connected to the social development of mankind within the housing environment, 
focusing on housing as a problem of primary urgency [4]. In literature, a healthy 
habitat is tightly connected to the importance of the physical and social environment 
as a determining factor for health and social equity [5, 6], and is currently character-
ized by the COVID-19 pandemic and the POST-COVID transition. Consequently, 
we are witnessing the exacerbation of all those phenomena of social inequality that 
have clearly highlighted the structural lack of public spaces and services in the most 
disadvantaged areas of cities [7]. Due to the fact that this problem affects a quarter 
of the world’s population, it is clear that it is no longer elusive and that it requires 
a coordinated and multidisciplinary response. This response must contribute to the 
improvement of the living conditions of the beneficiary populations not only to ensure 
the satisfaction of the primary needs for development, but also to make communities 
less vulnerable to the climate-environmental emergency. In addition, these actions 
should move in the direction outlined by the major international institutions, which 
through the Sustainable Development Goals of the UN 2030 Agenda provides for the 
integration of three dimensions of sustainable development—environmental, social 
and economic [8]—as a prerequisite for eradicating poverty in all its forms and for 
ensuring health for all and guaranteeing sustainable cities. Moreover, this approach 
should be in line with those SDGs among the 17 objectives set out in the Agenda 
[9] that focus more on these problems, such as the third on the need to ensure health 
and well-being for all, which focuses on different areas of intervention, including 
specifically: fighting against epidemics of viral diseases in the world; countering 
communicable diseases as well as chronic diseases; and, promoting well-being and 
mental health. Over time, the spread of improved global hygiene had been making 
significant improvements, especially in the most disadvantaged parts of the world. 
More generally, attention to environmental factors was the necessary prerequisite for 
these advances, especially in the reduction of communicable diseases, a process that 
came partially to a halt during the recent pandemic. Furthermore, by focusing on 
solving the problems mentioned above, we find the sixth goal concerning the avail-
ability of water, with the aim of making water accessible and safe for the population 
and for ecosystems as a guarantee of survival and good human and natural health. 
The thirteenth goal promotes actions to combat climate change, and the fifteenth is 
aimed at protecting and restoring a sustainable use of the terrestrial ecosystem and 
the eleventh focused on cities with the aim of making them inclusive, safe, resilient 
and sustainable. In this perspective, cooperation, solidarity and sustainability are
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the three dimensions of a synergistic approach to the sustainable development of 
marginalized communities in Europe and the rest of the world [10]. 

2 Public Health: From the Ethical Value to Social 
Determinants 

Already in 2010, Michael Marmot together with the UCL Institute of Health Equity 
research group—in the post-2010 Strategic review of health inequalities in England 
report entitled “Fair Society, Healthy Lives”, also known as the Marmot review—had 
highlighted how social determinants, (i.e. the conditions in which people are born, 
grow up, work, live and age and their access to power, money and resources), are 
the main factors that determine unfair, avoidable and remediable health inequali-
ties among different social groups. The specific social determinants produced and 
continue to be produce these inequalities include: poverty and deprivation; mobility 
imposed on precarious low-wage workers; lack of social protection; overcrowded 
housing; poor protection at work and low standards of health at work; inequality of 
legal status or residence; stigmatization; inequality of access to acceptable infor-
mation on public health; inequality of access to economic care, prevention and 
vaccination [11]. 

The report certainly marked a new way of thinking about health, and specifically 
urban health. No longer can it be considered as a collateral issue to social housing 
policies, shifting the focus beyond actions strictly focused on social welfare, making 
the issue of public health one of the cornerstones of practices that concern local devel-
opment, urban regeneration, housing policies, security policies, education, services 
and employment opportunities [12]. 

The same concept had already been highlighted by Didier Fassin in Critique de la 
santé publique, when he wrote how public health was characterized by a conviction, 
necessarily shared among those who claim it, in a common value: health as a public 
good or asset. This definition—which in the writing of the French anthropologist— 
should allow us to understand, among the values that a society possesses, how health 
is the most important among all values. Moreover, in principle, this value is systemat-
ically in favor of the collective interest towards a healthy city, or an abstract universe 
in which the common principle of public health would be realized as a question of 
ethics and values that must be defended by other values, in particular by economic 
aspects or values [13]. 

Working in this direction also means considering urban regeneration actions as 
a response to the rights of citizens and residents, specifically the weakest and most 
vulnerable groups, as well as the growing need for social cohesion and an accept-
able quality of life. To this end, the WHO, in redefining the concept of health, has 
also adapted the new focus from a biomedical model, focused on the individual and 
limited to the health sector, to a bio-psycho-anthropo-social model [14]. Here, health
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is conceived as the result of different political, socio-economic, cultural and environ-
mental factors, in other words the aforementioned “determinants”. The premises of 
this change of thought were also evident in the Charter of Healthy Cities of Belfast 
of 2008, which clearly states that “the well-being, health and happiness of our citi-
zens depend on our willingness to give priority to the political choices that shape 
and address the determinants of health and well-being throughout life […]” [15], 
issues that are now confirmed once again in the United Nations 2030 Agenda for 
Sustainable Development Goals [16]. 

3 Post Covid19 Living Needs: A Question of Quality 

The pandemic, from a housing and social point of view, has often led urban commu-
nities to dissociate themselves from their primary needs related to housing. Conse-
quently, it has removed the individual from the possibilities of personal fulfillment 
and esteem [17]. 

Therefore, the first question to ask is how it is possible to solve the psychological 
problems and respond to the needs of the inhabitants who gradually transformed 
after the spread of the COVID 19 pandemic [18]. Consequently, how it is possible 
to regenerate the forms of living to adapt to these changes that have changed the 
way we live, relate to others, work and study. Even back in 1928, Alexander Klein 
in Grundrissbildung und Raumgestaltung von Kleinwohnungen und neue Auswer-
tungsmethoden represented in the formulation of the existenzminimum housing as 
the place of physical, spiritual and social needs, designed and dimensioned according 
to biological, psychological and social measures [19], in order to guarantee protec-
tion, well-being and productivity for the inhabitants [20]. However, when addressing 
these needs today, it is necessary to add at least those of connectivity, flexibility and 
environmental sustainability, while also asking ourselves how and to what extent can 
we regenerate our cities and places of living according to a correct concept of public 
health. Moreover, we need to address how we can rethink our urban spaces of collec-
tive life according to new models to live together the future. Paraphrasing Engels1 of 
“The Housing Question” [21] the individual who lives must be able to perform those 
specific actions required by the mode of a tangible and intangible function and, all 
this must happen in a specific place in time, able to contain the movements of the 
human body and the mind, therefore, the entire extension of the gestural and virtual 
plane of the actions that the individual must be able to perform in order to be satisfied 
precisely that need that solves that functional component [22].

1 “The individual who lives [there] must be able to perform those specific actions required by the 
mode of a function and, all this must happen in a specific place, which contains the movements of 
the human body and, therefore, contains the entire extension of the gestural plane of the behaviors 
that the individual must be able to perform so that the need that that functional component solves is 
met”. Friedrich Engels “The Housing Question”, Editori Riuniti, Rome [Italian publication], 1974, 
pp. 25–26. 
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From some behavior implemented during the pandemic and the lockdowns 
connected to it, innovative housing forms adapted to the changed needs [23, 24] 
have been deduced according to a rational system of “fundamental measures for the 
living space” based on the satisfaction of contingent needs such as: 

1. Measures referring to the virtual space necessary for the performance of the 
functions necessary for the daily life of man in the changed intangible way that 
is superimposed on the real and tangible [25]. 

2. Measures referring to the flexible space for the use of the tools necessary to 
perform new productive-home functions such as teleworking [26], e-learning, or 
health functions such as tele-medicine. 

3. Measures relating to a healthy and sustainable space more accessible to all 
inhabitants, capable of fostering social cohesion while ensuring environmental 
sustainability and energy efficiency [27]. 

In this direction, it is possible to enucleate three possible main macro-approaches2 

to the issue of housing that intervene strongly in the definition of urban regeneration, 
according to a diversified implementation gradient, technological solution, and the 
ability to reconsider space according to uses also based on management methods 
[28, 29]:

• Technological-spatial solutions, designed specifically for accommodation, 
perfectly designed around the people who live there, allowing even in very 
little space different solutions and additions of open spaces, gardens, balconies, 
terraces, greenhouses that can allow buildings to function as ecosystems and 
inhabitants to become self-sufficient [30]. Places configured and created as real 
filters of dialogue and transition between interior and exterior, susceptible to 
host innovative functions neither strictly urban nor domestic, yet also suitable to 
accommodate a series of innovative functions and programs or traditional func-
tions and programs that vice versa are slowly disappearing from our cities such 
as: conviviality and social aggregation, urban production (gardens| traditional 
and/or hydroponic greenhouses | aeroponics, traditional or innovative laborato-
ries), sports, culture and events [31]. Private, semi-private semi-public spaces that 
constitute “proximity units”, sized in proportion to the building and assembled in 
order to stimulate interaction, able to animate from the inside and from the outside 
the building envelopes to guarantee the recovery of nature in the city [32] through 
surfaces for the collection of water, for the self-production of clean energy, green 
spaces introduced through acupuncture intervention processes to be linked to the 
connective tissue of the city for microclimatic mitigation and the production of 
oxygen [33]. Through interdisciplinary design groups, we have the opportunity to 
rethink internal and external environments not only to be more comfortable and 
healthy, but also to link them to the culture of contexts often to restore identity to 
the places and the surrounding natural environment.

2 In addition to these, we could add many others, however due to the specificity of the discussion 
we chose to present only those that were considered the most relevant for urban regeneration. 
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This approach requires us to grasp a broader vision of the aesthetics of build-
ings, going beyond the standards related to dimensional and statistical metrics and 
embracing an experiential and multi-sensory perspective [34]. An architecture and a 
socio-cultural design process that helps settled communities reconnect with nature, 
live sustainably and integrate the use of renewable energies, carefully taking into 
account all phases of the building’s life cycle and understanding the implications of 
each design choice, reducing harmful emissions by up to 75% compared to tradi-
tional homes and using the circular economy as a means to prolong the life of the 
building and reduce maintenance, labor and waste management costs [35].

• Technological-spatial solutions, which through a modular and modular architec-
ture, include the variable time in the configuration of the accommodation [36] 
allowing the enlargement or reduction of a space using lightweight, dry, easily 
assembled and disassembled technologies that integrate ICT technology distri-
bution, configuring and adapting to a search attentive to the innovative styles of: 
living, working, studying, comparing with others in a technology-assisted manner, 
an operation that allows an overlap of uses in the functional variation of the space, 
without the need for dimensional compromises. Specifically, the introduction of 
the metaverse in architecture will imply the convergence of important technolog-
ical trends (AR, VR, MR and AI) [37], all potentially capable of having an impact 
on our approach to housing. Within the metaverse, these innovative technologies 
can collectively improve individuals’ outcomes in terms of learning, care and 
work, reduce healthcare costs and create entirely new channels for the provision 
of healthcare and education worldwide [38]. In order to revolutionize the global 
healthcare sector, the metaverse can create unlimited new opportunities, including 
telepresence (i.e. the ability to be together virtually even when you are physically 
far away) [39], digital twinning (i.e. the creation of models based on real-world 
data that can be used to simulate any system or process) and blockchain technolo-
gies (using them as an integral part of the metaverse to protect users’ personal 
data and digital assets in virtual reality).

• Technological-management solutions that enhance the concept of quality and in 
particular “air quality”, “water quality” and “spatial quality”. The new models of 
Indoor Air Quality currently seek to achieve high levels of indoor air quality for 
all buildings for the entire duration of the building throughout its life cycle [40]. 
New pilot projects through digital twin modelling tend to monitor key air quality 
parameters through on-site tests or sensors and meet certain performance thresh-
olds [41]. By monitoring indoor air quality, research studies can be conducted on 
the actual exploitation of space and the degree of human crowding and displace-
ment to estimate how to adapt these phenomena according to lifestyles, to sharing 
or to private life to feel safe and to ensure that spaces are highly performing and 
to use data to guide maintenance strategies, as well as for design interventions 
and human behavior [42]. 

“Water quality” is tightly linked to universal access to water, sanitation and 
hygiene, often grouped in approaches to public health [43]. The Earth has enough 
drinking water, although in many parts of the world millions of people die from
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diseases due to the supply of unsafe water, and this is compounded by inadequate 
sanitation and hygiene. Climate change and the pandemic have also exacerbated the 
problem of water availability and made created the urgency to demand adequate 
hygiene for all. However, forecasts for the future are far from favorable. 

Designing water quality means increasing the rate of adequate water supply 
in building users, reducing health risks due to contaminated water and excessive 
humidity inside buildings and providing adequate sanitation. All or this should be 
accompanied by better infrastructure management, combined with the awareness 
that water is a necessary resource to be consumed carefully and managed with care. 
Along these lines, there are many intervention projects for the reduction of water 
consumption through IoT and monitoring processes able to carry out tests to ensure 
adequate performance thresholds. 

The “Quality of spaces”, on the other hand, involves in particular the strategy of 
selecting materials and construction products. A great deal is being done in this sense, 
especially through certification processes that allow the evaluation and optimization 
of the composition of products in order to minimize the impacts on human and 
environmental health. 

4 Conclusions 

SDGs, together with the problems of our time—namely climate change and 
pandemics—will lead us to new unified models for living that may no longer refer to 
only numerical standards. Above all, these models will be based on qualitative condi-
tions that relate to the needs and requirements of the individual in relation to their 
real and virtual behavioral model. The debate on the recognition of new standards 
is still open, tending to emphasize the need to formalize the needs of a man placed 
before “limit objectives” that go beyond the human body and physicality and there-
fore beyond a rational anthropometric of housing and city spaces or ergonomics. In 
order to ensure the maximum comfort of physical and virtual spaces, it will therefore 
also be necessary to start from parameters that generate adaptability, flexibility and 
sociality. These aspects are always the result of a process of contextualization with 
respect to changing urban conditions that face the climate and energy crisis, even 
in difficult situations of environmental and social context—the result of an interac-
tion dialogue where the mixtures between public and private spaces, internal and 
external, allow for the introduction of innovative types of places to meet and use, 
as well as high levels of ecological, energy, microclimatic and psycho-perceptive 
performance. Furthermore, in order to assess the suitability and success of these 
solutions, it will be necessary to resort to types of performance-based metrics that 
allow for an objective measurement of the effect of the surrounding environment on 
users through physiological and psychological measures of well-being. 

The reliability of the results can only be obtained by adopting a multimodal 
approach that can combine two or more methods of physiological and psychological 
detection of tests with on-site measurements. Moreover, this must be carried out
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through data collected with sensors and change scenarios, verified through digital 
models and simulations and surveys with webcams and on-site photographs in order 
to note in space and time how and in what matter users move in spaces. Questionnaires 
should also be used. However, the use of these methods is relatively new in the field 
of construction and climate engineering, where it is necessary to establish solid 
theoretical bases and unified language protocols before being used in design. 
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Public Health Approach to Outdoor 
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Abstract Recent years of the Covid-19 pandemic have seen a proportional increase 
in the amount of time we spend in our homes each day. In spite of this, urban 
dwellers continue to spend-although varying from area to area of the world-many 
hours outside their homes for work, daily needs, recreation, and social relationships. 
This implies that the urban environment, both tangible and intangible, has several 
factors that can be both protective and risky for health. As highlighted in the 2016 
Quito Conference, health can be the pulse of the new urban agenda for sustainable 
urban development [1]. It is not easy to take stock of where we are. On a global 
scale, there still seems to be a limited ethical-cultural awareness, a lack of political 
attention and thus of resource allocation, an insufficient capacity to use innovative 
choices and technologies and to actively involve local communities in decision-
making processes and in the implementation of possible interventions. On the other 
hand, there are numerous positive experiences of urban realities that have produced 
convincing efforts in recent decades to make our cities more livable and healthy. 
Let us hope that the 2030 agenda proposed by the United Nations on the Sustainable 
Development Goals can really exert a driving role in this direction. A real willingness 
to set in motion virtuous processes to guarantee us a better quality of urban life, 
including by agreeing to revise our development and consumption patterns, will 
make all the difference. 
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1 Introduction: The Impact of Urbanization on Our 
Mental, Social and Physical Health 

In these years, according to the United Nations, more than 4 billion people live in 
an urban setting and, due to rapidly increasing urbanization, the World Urbanization 
Prospects 2018 estimated that more than two-thirds of our world population will be 
living in urban areas by 2050 [2]. 

Rapid urban growth can bring both positive factors (economic growth, financial 
services, education and other services) and negative factors (increased pollution, 
reduced outdoor green areas, excessive strain on transport, housing and health care, 
and an increase in socio-economic inequalities), which must be all taken into account 
[3]. The impact of rapid urban growth is seen in the rising number of chronic Non-
Communicable Diseases (NCDs), such as cardiovascular diseases, chronic respira-
tory diseases, cancer and diabetes, which according to WHO kill 41 million people 
each year (71% of the global population mortality) [4]. 

As is well known, in 1948, the WHO (World Health Organization) Constitution 
defined Health as “a state of complete physical, mental and social well-being and 
not merely the absence of disease or infirmity.” [5]. 

The global Covid-19 pandemic has taken a great toll on our physical, mental and 
social health underlining and amplifying all the previous difficulties and increasing 
inequalities in our society. The disruption of our day-to-day life has once again proved 
what are the most important pillars of a healthy lifestyle and the importance of both 
the indoor and, especially, the outdoor surroundings from an urban and Public health 
point of view. 

The decline of mental, physical and social health due to lockdown measures, 
linked with big changes in lifestyle such as a lack of physical activity, an increasingly 
housebound life, stress eating and lack of social interaction has shown the need for 
good physical surroundings and good healthy habits. 

The relationship between Public health and Urban Planning plays a decisive role in 
the promotion of healthy lifestyles and healthy environments. Creating healthy envi-
ronments requires good urban planning, good infrastructure, redeveloping degraded 
areas and the creation of suitable public spaces that promote community living; such 
as social community centers, the creation of designated green areas and pedestrian 
and cycle paths to encourage a healthy lifestyle. Moreover, it also requires a focus 
on different measures to reduce air, light and noise pollution. 

The Public Health perspective in reading the city therefore adopts a systematic 
perspective, which sees the urban built environment as an important structural deter-
minant of health, strongly interconnected with all other determinants [6]. A funda-
mental reference in the cultural and scientific pathway related to these interests is 
the WHO ‘Healthy Cities Network’, instituted in 1988 [7]. 

This perspective can be found in the approach given to the United Nations 
Programme on the Sustainable Development Goals (SDGs), which is the largest and 
most ambitious one currently underway. Following the Millennium Development 
Goals (MDGs), in 2015, the 193 countries of the UN General Assembly developed
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“Transforming our World: The 2030 Agenda for Sustainable Development”. With its 
17 Sustainable Development Goals (SDGs), it aims to achieve prosperity, equality, a 
healthy environment and to end poverty and hunger worldwide through partnership 
and global teamwork in order to achieve these SDGs by 2030. It should be noted 
that Goal 11 is dedicated to ’Making cities and human settlements inclusive, safe, 
resilient and sustainable’ [8]. 

In this chapter, an attempt has therefore been made to address schematically the 
main—interrelated—dimensions that influence physical, mental and social health in 
the urban environment outside the home, namely: environmental pollution; urban 
mobility/transport; physical activity and nutrition as main behaviours/lifestyles; and 
the community dimension (understood as a network of social relations). 

As emphasised in one of our previous contributions, Health Promotion in the urban 
context therefore necessarily requires a multidisciplinary approach and actions [9]. 

2 The Environmental Pollution 

“Environmental pollution is an incurable disease. 

It can only be prevented”. 

(Barry Commoner) 

The Global Burden of Disease Study ranked Environmental Pollution as the 4th in 
the top five global causes of death, rising rapidly in the ranks of global causes of 
mortality in recent years. The urban environment is an aggregation point for many 
environmental exposures that are important determinants of health: air pollution, 
toxic chemicals in the soil, noise and light pollution, as well as being a primary 
source of both economic and psychological stress. Most deaths from air pollution 
are cardiovascular accidents [10]. 

Chronic exposure to high levels of fine particulates impairs vascular function: 
this increases the risk of myocardial infarction, high blood pressure, stroke and 
heart failure. The predominant sources of fine particulates are the combustion of 
fossil fuels and biomass, industrial pollutants, agricultural pollutants and windblown 
dust particles. Although scientific evidence correlates chronic exposure to PM2.5 
with increased cardiovascular risk, the pathogenetic mechanism is still not entirely 
clear. The mechanism should be based on the induction of chronic inflammation by 
PM2.5 that produces oxidative stress, as well as vascular and endothelial dysfunction. 
These in turn facilitate the onset of pathologies such as hypertension, diabetes and 
atherosclerosis, which can obviously lead to much higher health risks such as heart 
attacks, strokes, acute heart failure and venous thromboembolism. A recent study 
estimated an excess mortality in Europe due to air pollution of approximately 790,000 
people per year; it is estimated that between 15 and 28% of the annual cardiovascular 
mortality rate is due to air pollution, so it may even exceed the risk due to tobacco 
smoke [11].
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Outdoor physical activity in polluted cities increases the risk of exposure to 
harmful agents (so physical activity—discussed below—should also be done in a 
healthier city or environment). Additionally, it has been shown that the occupants 
of cars in city traffic have the greatest exposure to pollutants, and are even more 
exposed than cyclists passing through the same environment [12]. 

Noise pollution ranks second among environmental causes of health loss in 
Western Europe, preceded only by particulate air pollution. The WHO describes 
‘environmental noise’ as any noise from any source other than noise from the work-
place. Among the various adverse health effects of prolonged exposure to urban 
noise when it reaches harmful intensity levels are cardiovascular effects that mani-
fest with the risk of developing hypertension, metabolic effects with an increased 
risk of diabetes, deterioration of cognitive abilities especially in the age of develop-
ment, psychological stress and sleep disorders. A recent study estimated that more 
than 20% of the world’s population lives in areas where noise pollution from urban 
transport reaches levels that are hazardous to an individual’s health (> 55 decibels). 
Reducing urban traffic would not produce a significant reduction in noise since the 
decibel scale has a logarithmic basis, hence a 50% reduction in traffic would lead to 
a mere 3 dB reduction on the noise scale. Even the widespread adoption of electric 
cars would not solve the problem since most noise pollution from urban transport is 
due to tyres rolling on asphalt (at an average speed of > 30/40 km/h). Exposure to 
noise pollution has been found to cause hypertension and has a negative effect on 
the cardiovascular system in general [13]. 

Light pollution, despite an increasing body of alarming data, has received very 
little attention from environmental scientists until now. Light pollution has detri-
mental effects on the health of the individual, altering hormone levels and thus also 
the circadian rhythm, pressure regulation, etc. It also affects the circadian rhythm 
of insects and birds, causing their premature death and, consequently, a significant 
alteration of biodiversity [14]. 

Urbanisation has become more rapid in recent decades since globalisation allowed 
technologies and industrial innovations to be shared across the globe. Physical urban 
spaces have grown disproportionately to population growth over the last 40 years (2.5 
times physical growth compared to 1.8 times numerical population growth); London 
took 130 years to grow its population from 1 to 8 million, Bangkok 45 and Seoul only 
25 years. This process has seen the haphazard growth of urban agglomerations on 
the outskirts of large cities, growth driven by the lower cost of renting or building in 
more peripheral areas; however, this has led to an increase in the time it takes to get 
to work, has led to unequal access to essential services that are much more lacking 
in peripheral areas, and has also led to a reduction in green or even cultivable areas. 
Cities, especially the healthier ones, have contributed largely to climate change on 
the planet. In fact, cities alone are responsible for about 75% of the world’s energy 
consumption and about the same percentage of global waste production, and they are 
also responsible for about 60 per cent of greenhouse gases. Ironically, city areas are 
also the most affected by climate change, especially by rising water levels (spotlight 
on cities vulnerable to rising waters: Cotonou, Alexandria, Dhaka, Venice) [15].
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Homes also have a non-negligible impact on environmental pollution due to their 
high energy consumption, which increases PM2.5 emissions and also plays a role in 
the exposure time to such emissions. This creates a vicious circle whereby climate 
change induces more and more consecutive days with extreme heat, which leads to 
an increase in energy consumption for air conditioning in homes and offices/ urban 
environments. [14]. 

Domestic pollution—which is discussed in more detail in another chapter of 
this volume—continues to be significant in parts of Africa and Central and Eastern 
Europe. Meanwhile, in parts of India, fumes from the burning of wood for cooking 
and for strictly social and religious activities contribute largely to air pollution, as 
does the burning of biofuels for the purpose of producing bricks [14]. 

Individuals living in urban poverty are the most affected by climate change. This 
is because they live in substandard housing, which has little resilience to new climate 
extremes. In contrast, cities may have great potential to reduce global pollution and 
moderate climate change. As urbanisation grows, so will the problems arising from 
climate change, as floods, tornadoes and hurricanes will become more frequent, and 
as we have seen recently, urban areas in developed countries are also susceptible to 
the more rapid spread of infectious diseases, given their population density. Rising 
temperatures will lead to increasingly frequent heat waves in densely urbanised areas, 
which will not be mitigated by the presence of vegetation. This will also lead to a 
change in the availability of water in cities and a deterioration in water quality, both 
of which will also lead to changes in hygiene conditions and in the availability and 
quality of food, which in extreme cases could lead to famine. Climate change will 
contribute to a spread of diseases with insects as vectors, as the warmer global climate 
will bring about a change in the life cycles of insect vectors and facilitate their spread 
to areas with environments that were previously hostile to them [16]. 

In addition, the change in temperature promotes an increase in air pollution: it has 
been calculated that a 1° Celsius increase in temperature leads to an increase in deaths 
due to air pollution of about 20,000 people per year, mostly due to cardiovascular 
accidents and lung disease [17]. 

Children in urban areas often make the street their playground, exposing them-
selves to the environmental dangers of cities, both in terms of pollution and safety. 
A city with an efficient and sustainable transport network drastically reduces these 
dangers. The WHO estimates the deaths from air pollution in 2004 at around 1.1 
million people. Obviously, more economically disadvantaged people find themselves 
living in city areas that are more exposed to urban pollution, such as flats near busy 
roads or basements, which maximise the negative effects of urban pollution on health 
[15]. 

In 2016, the Third United Nations Conference on Sustainable Housing and Urban 
Development (Habitat III) was held in Quito; many points and projects emerged from 
the Conference, including an Agenda for the Sustainable Development of Cities by 
2030. In fact, the world population is expected to double by 2050, making urban-
isation one of the most significant events of the twenty-first century. Paragraph 54 
of the New Urban Agenda, drafted by the UN during the congress, states that UN 
member states commit to generate and use renewable and affordable energy, as well
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as to use sustainable and efficient means of transport (where possible), thus reducing 
costs in terms of public expenditure, increasing global health benefits by decreasing 
air pollution, decreasing urban heat island effects and reducing noise pollution. Para-
graph 66 of the Agenda commits to the ‘smart-city’ approach, which looks at inte-
grating new technologies, both in public infrastructure, transport and energy. Urban 
greenery is an important resource, as it increases the resilience of cities to increasing 
climate change and disasters by introducing and implementing local risk reduction 
and disaster response plans, including strategic evacuation and emergency plans [18]. 

Concerning the goals of the UN New Urban Agenda, there is a tool that shows 
the progress made by the various member countries in achieving the goals of the 
agenda. This tool shows that many countries are lagging far behind in the pursuit of 
the 2030 goals [19]. 

As far as Western Europe is concerned, only Germany has published an updated 
report highlighting the concrete objectives on which its policies have focused: for 
example, in the field of combating climate change, a systematic review of all existing 
municipal measures with regard to their impact on climate change has been proposed. 
A large number of German municipalities have won national prizes for implementing 
exemplary projects against local climate change. For the time being, the main act of 
climate protection remains the implementation of more or less radical measures to 
reduce CO2 emissions, although energy refurbishment of existing buildings and the 
adoption of renewable energy sources for the air-conditioning of newly constructed 
buildings are also increasingly gaining ground. Educating citizens on the virtuous 
behaviours to follow in order to fight climate change is part of the tools available to 
nations in order to combat climate change [20]. 

Measures to counter climate change at the local level are still difficult to record 
or even quantify, thus there’s a need to have specific local climate and public health 
control bodies, organised in operational units as for any other health area, which deal 
with the challenges and protocols to be followed in an interdisciplinary manner. 

The energy transition from fossil fuels to renewable energies is one of the key 
points on the agendas of all world governments. This is a thorny issue because so far 
the use of fossil fuels has not only been widely maintained, but also promoted, through 
incentives and tax breaks. The shift to green energy is seen by world economies as 
potentially disastrous, as it would lead to the loss of thousands of jobs. The concern 
of member states of large international coalitions, such as the European Union, is 
that the costs of transition will not be fairly distributed, as well as the international 
funding allocated precisely to incentivise the transition to renewable energy. The 
energy taxation system of most countries in the world still shows a rejection of 
increased taxation for the use of fossil energy sources, while there is still an almost 
total lack of tax incentives for technologies such as electric engines/vehicles, which 
are facing an uphill battle to gain a significant foothold in the transport sector [17]. 

The European Climate Act, introduced in 2021, enshrines the commitment of EU 
member states to achieve climate neutrality by 2050 with an intermediate goal of 
decreasing greenhouse gas (GHG) emissions by 55% from 1990 levels by 2030. The 
Paris Climate Accords held in April 2021 also saw the return of the United States, 
which is among the world’s largest GHG producers, to the global target agenda
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(cooperation had been abandoned during the Trump administration). The goal of 
achieving climate neutrality by 2050 is an ambitious challenge for any country, 
requiring a series of substantial transformations in energy governance, infrastructure 
and technological adoptions. In 2020, due to the pandemic, the world witnessed a 
drastic reduction in pollutants followed by a negative rebound effect as early as 2021, 
but the extensive economic and governmental structure crisis that unfolded during 
the pandemic led to many countries having to provide economic support packages 
that represent an unprecedented opportunity to boost the energy transition. It must 
be said that despite the fact that the price of producing and supplying energy from 
renewable sources has been on a continually decreasing trend in recent years, this 
alone is not enough to promote a concrete transition to green energy, as there is 
still no way to integrate renewable energy into viable local and international market 
proposals and models [21]. 

This is why renewable energy in 2018 provided only 4% of the world’s total energy 
supply. Even some countries, such as India, aim to invest again in coal in the coming 
years, because they have large national reserves of it. Moreover, the maintenance 
costs for the production of some types of renewable energy are still high (e.g. in 
Italy) [22]. 

Unfortunately, to greatly slow down these desirable energy conversion processes, 
first the Covid-19 pandemic and, more recently, the war in Ukraine intervened in an 
unforeseen and dramatic way, resulting—through the sanctions taken against Russia, 
a strong gas exporter—in a worldwide upheaval of available energy sources and their 
costs. 

A key resource for the goal of emission neutrality and combating climate change 
is certainly the assumption of the concepts of ‘energy sufficiency’ and ‘energy effi-
ciency’, i.e. energy models that favour those services and activities that naturally use 
less energy (sufficiency), or renovate existing activities and businesses so that they 
consume less energy (efficiency). Since the sectors to be decarbonised are mostly 
those of transport, air conditioning and agriculture, the use of clean electricity in 
these sectors should be implemented, coping with the obvious growth in demand for 
electricity by producing it through renewable sources. A key role in this turnaround 
could be played by the use of hydrogen as a source of electricity with near-zero envi-
ronmental impact in the case of the use of so-called ‘green hydrogen’, i.e. when the 
production of hydrogen is achieved using renewable energy sources, such as solar or 
wind power [22]. 

The energy transition will have to be fair, in order to leave no country behind and 
not create or worsen social and, consequently, public health inequalities. Since the 
concept of energy poverty was introduced to refer to those sections of the population 
that cannot access or afford energy, and for whom standards of living and health are 
inevitably lower than for the privileged sections, it has been seen that some 7% of 
the European population is, to date, in energy poverty [22]. 

Therefore, the energy transition will have to be accompanied by a legisla-
tive groundwork that gives due consideration to the most vulnerable and under-
represented groups in society, so that it can be an opportunity to level out some of the 
most serious social inequalities. Last but not least, there is a need to create a strong
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and incisive narrative about the energy transition that engages people and creates 
what is termed ‘energy citizenship’, whose motto should be ‘emissions avoided are 
emissions reduced’. Increased public awareness of energy issues is a key step to 
reduce waste and foster accountability of institutions as well. 

Urban transport—which is discussed below—is among the largest causes of air 
pollution in cities around the world. 

3 The Public Transport 

“If we’re going to talk about transport, I would say that the great city is not the one that has 
highways, but one where a child on a tricycle or bicycle can go safely everywhere”. 

(Enrique Penalosa) 

As mentioned, in recent years we are witnessing a gradual abandonment of the coun-
tryside, provinces and small towns in favour of moving to the urban agglomerations 
of large cities, which are richer in services, recreational activities and, above all, job 
opportunities. Today, it is estimated that about 75% of individuals in Europe have 
chosen an urban area as their place of residence and that by 2050 this share will reach 
about 80% [23]. 

In the face of ever-increasing population growth, large urban centres continually 
redefine their boundaries and structure. However, while ever larger and more densely 
populated cities represent a great social and employment opportunity, the risk of a 
reduction in the efficiency of urban mobility—i.e. of all modes of transport available 
to citizens within an urban area—is equally great. The means of transport are manifold 
and are implemented and used in an extremely heterogeneous manner, depending 
on the urban architecture of the city in question. The aspects of mobility and city 
transport constitute an element of great impact on public health, as they are able to 
significantly influence the daily life of those who live in the city. For this reason, the 
management of the urban transport infrastructure and network is an element that must 
be taken seriously not only by urban planners and related professionals (e.g. traffic 
engineers), but also by local health authorities. There are many levels of interaction 
between the urban planning of the city and all that this entails in terms of urban 
transport and the health outcomes of the resident population. 

The car is the most widely used means of transport for the population today; it is 
estimated that in the United States 75% of the population use their cars independently 
to get to work [24]. 

The environmental impact, and thus indirectly the health of citizens, of the use of 
autonomous vehicles is very significant. The use of private cars is not only respon-
sible for the increase of CO2 emissions into the atmosphere; it is also directly and 
indirectly involved in the increase of temperature within the urban space, contributing 
significantly to the formation of the Urban Heat Island (the so-called ‘island effect’). 
The island effect consists of a consistent temperature difference between the urban
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area and the surrounding area, caused by the massive presence of heat-absorbing 
materials (buildings, asphalt, vehicles, etc.) within cities. The area with the highest 
temperature tends to be located in the centre of the city, at ground level. Generally, the 
air tends to establish convective motion, whereby the warmer air at ground level tends 
to rise and, once cooled, returns to ground level. Adding these convective motions to 
area shifts from the countryside to the conurbation produces a ’dome’ effect that tends 
to thermally isolate the city and keep pollutants inside. An urban strategy aimed at 
favouring the use of private vehicles as the preferred mode of transport will lead to a 
progressive consumption of land, due to the enlargement of spaces dedicated to roads 
and parking and at the expense of green city areas, further fuelling the problem [25]. 
Several authors recommend some fundamental measures to achieve the reduction of 
the island effect and the consequent lowering of temperatures within urban areas, 
such as encouraging the implementation of urban greenery and the use of public 
transport and active transport (cycling, walking…) [26]. 

In addition to having a significant environmental impact, urban and intercity travel 
by citizens also has a direct impact on the health of individuals. The ever-increasing 
urbanisation and the continuous extension of city boundaries increase the duration 
and distance of journeys citizens have to make to their places of daily living. In 
particular, many citizens have to travel long distances to reach their workplace. The 
scientific community has repeatedly affirmed the relationship between health, both 
physical and mental, and commuting. Even when the commute takes place within the 
same city, taking a long time to get to work leads to a reduction in the time normally 
devoted to exercise—which will be discussed in more detail below—or other healthy 
activities, including social relationships. 

Spending much of one’s time driving a car, especially if this activity is combined 
with performing a sedentary job, is an important predictor of mortality from cardio-
vascular accidents. In particular, a 2010 study found a 50 per cent increased risk of 
mortality from cardiovascular accidents in individuals who report driving a car for 
more than 10 h per week compared to individuals who report driving for less than 
4 h [27]. Another 2012 study found a significant association between the distance 
travelled daily to work and a reduction in individuals’ moderate to vigorous phys-
ical activity and cardio-respiratory fitness. Furthermore, commuting itself consti-
tutes a sedentary activity, especially when the distance to work is travelled while 
driving a car; indeed, there is a significant association between distance travelled, 
increased Body Mass Index (BMI)1 and abdominal circumference. The tendency 
towards obesity is in turn associated with the presence of the so-called Metabolic 
Syndrome2 and increased risk of mortality from cardiovascular complications. The 
increases in adiposity indices are largely attributable to the reduction in daily physical 
activity secondary to time spent commuting, but the study suggests that commuting

1 The body mass index is a biometric data, expressed as the ratio between the weight in kilograms 
and the height in centimeters squared and is used as an indicator of the state of an individual’s 
healthy weight. Its normal value (normal weight) is between 18.5 and 24.99. 
2 ‘Metabolic Syndrome’ is a medical term that, schematically, is used to refer to a combination of 
diabetes, high blood pressure and obesity; these are all three cardiovascular risk factors, but when 
present at the same time, the risk is even higher than for the individual conditions. 
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also has an independent effect on the increase in adiposity caused by an overall reduc-
tion in the individual’s energy metabolism. Another factor contributing to increased 
adiposity in commuters is the fact that on many occasions workers who are forced 
to travel long distances by car to work come from suburban districts where public 
transport connections in the city are poorer. This in turn implies greater difficulty in 
accessing essential services and reaching recreational or ‘salutogenic’ places, leading 
to a more sedentary lifestyle [28]. 

The consequences of commuting are also reflected in the mental health of workers. 
An interesting Australian study from 2017 relates perceived stress levels to the time 
spent commuting to work, especially when commuting by car. Specifically, in this 
work, the 5-item Mental Health Inventory (MHI-5), a validated scale that assesses 
symptoms of depression and anxiety (nervousness, low mood) and positive aspects 
of mental health (feeling calm, happiness) was used as a method of measuring mental 
health outcome. The study showed that the mental health score worsened significantly 
in commuters who took longer (overall more than 6 h per week) to commute to work. 
Moreover, the association between the duration of commuting and mental health is 
even stronger if one considers the type of work performed: the same study shows 
that mental health worsens even more among commuters who reported having less 
control over their work (less flexible working hours, less predictable and plannable 
tasks at work, and so on). For these reasons, the study highlights how the time taken 
to travel to work should be included more frequently among the aspects that are 
evaluated to determine the job satisfaction of individuals, an element that is often 
given little weight in the literature [29]. 

While spending a lot of time in a car is detrimental to the physical and mental 
health of workers, physically active commuting to work, such as walking or cycling, 
is a definite factor in improving worker well-being. 

A 2013 study correlates multiple health outcomes in relation to active commuting. 
To determine the health perceptions of commuters, the Short Form Health Survey 
36 (SF-36) was used in this study. This is a validated questionnaire consisting of 36 
questions designed to investigate eight basic aspects of physical and mental health 
status: physical functioning, limitations due to physical health, limitations due to 
emotional problems, energy and fatigability, emotional well-being, social activities, 
pain, and perception of general health. Two summary scales were then derived from 
this questionnaire to investigate the individual’s physical health (PCS) and mental 
health (MSC). The study found that commuting to work in a physically active way, 
such as walking or cycling, is strongly associated with improved physical well-being 
independent of other forms of daily physical activity; however, in this study, there was 
no significant association with workers’ mental well-being. The study population, 
comprised of workers resident in the Cambridge (UK) area, is embedded in a socio-
economic fabric that is sufficiently affluent to be able to afford to travel to work by 
car. This underlines how the choice of these individuals to walk or cycle to work is 
also motivated in part by a better perception of health and well-being that they derive 
from this type of travel; indeed, the study suggests that the association between well-
being and active commuting may appear less markedly favourable when studying a
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population made up of individuals with less economic capacity, who are forced to 
renounce to the car or public transport to travel to the places of daily activity [30]. 

A systematic literature review published in 2015 also shows that the benefits of 
active transport (walking or cycling) are manifold. While improvements in physical 
health are also evident here, other important associations were noted. For example, it 
is emphasised that an increase in the use of bicycles as a means of transport within the 
city can lead to an increase in traffic accidents, an effect that can only be mitigated if 
the significant increase in bicycle use is matched by an equally significant decrease in 
car traffic; therefore, it is evident that urban design and the provision of safe cycling 
and walking routes should be considered a priority [31]. 

In the light of this data, it is clear that it is essential to implement an urban design 
that facilitates citizens’ travel to work and places of interest, as well as distributing 
work opportunities and essential services in a widespread and homogeneous manner 
within the city. It is also evident how efficient and optimised city mobility mecha-
nisms need to be implemented in the area. While traditional mixed public transport 
(bus, metro, tram and so forth) is of great importance in connecting the city’s possible 
destinations and reducing air pollution, efforts should be made to formulate an infras-
tructure design that can also provide citizens with green transport alternatives that 
can implement physical activity and reduce sedentariness, such as the ever-growing 
bike-sharing services. 

In this regard, a model for redefining the city’s mobility plan has been implemented 
based on eight measures that can be implemented at urban level [32]:

• Accessibility of destinations: most workplaces, public services and recreational 
places should always be accessible by public transport. In particular, these places 
should always be reached within 30 min using public transport.

• Distribution of work: employment opportunities and workplaces should be effec-
tively distributed in the city area so that the workplace is always well accessible 
to all citizens.

• Interventions on the supply of public parking spaces: the reduction of parking 
spaces and the increase of parking prices, in addition to reducing land consump-
tion, may discourage the use of private means of transport in favour of alternative 
methods.

• Revisiting urban design: implementation of urban design solutions to minimise 
distances between homes and the destinations of daily activities, reducing expo-
sure to traffic, creating preferential routes for pedestrians and cyclists, and organ-
ising blocks to increase residential density and promote green space. In this 
respect, a virtuous model called ‘superblock’ has been implemented in Example 
(Barcelona) [33]. The superblock constitutes an urban cell that, when repeated, 
creates a mosaic stretching across the city. In the case of Barcelona, each 
superblock consists of a block of 3 × 3 buildings, 400 m long, bordered by city 
arteries that connect services and destinations throughout the city. While much of 
the city’s traffic is channelled onto the arteries delimiting the superblock, within 
the superblock, limited traffic, bicycle lanes, urban greenery and pedestrian areas 
are promoted.
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• Increased density of residential areas: while an increase in residential density 
may be critical in the control and spread of infectious diseases, adopting such an 
urban design may increase the efficiency of the local economy by favouring the 
presence of essential services, entertainment venues and public transport stations 
within each residential area of the city.

• Reducing the distance to public transport: increasing the frequency of public 
transport and thus reducing the walking distance between the house and it; ideally, 
bus stops should be less than 400 m from the house and train/metro stops less 
than 800 m.

• Housing diversity: residential areas built with different types of housing mixed 
with commercial, public and recreational activities, available near or integrated 
with services necessary for daily life.

• Increasing the desirability of residential neighbourhoods: this is done through 
strategies aimed at reducing local crime (such as improved urban lighting), opti-
mising traffic and green areas, the presence of recreational activities and essential 
services [32]. 

4 Urban Environment and Individual Lifestyles 

Recognizing the importance of reducing risk factors for premature death due to 
an unhealthy diet and lack of physical activity as a response to the ‘World Health 
Report in 2002’, the WHO adopted a “Global Strategy on Diet, Physical Activity and 
Health”, in 2004. This report highlights the fact that physical inactivity and unhealthy 
diets are two of the major risk factors, of premature death due to NCDs, along with 
tobacco use, obesity, high cholesterol and heavy alcohol consumption [34]. 

The objectives of this Global Strategy were to reduce risk factors for NCDs by 
means of health promotion and preventive measures in order to increase aware-
ness and understanding of healthy habits, to encourage the development and imple-
mentation of global, national and regional policies that consisted of action plans 
to facilitate a sustainable healthy lifestyle. National strategies have been imple-
mented following dietary and physical activity guidelines, globally, in collaboration 
with other intergovernmental bodies including FAO, UNESCO, the UN and others 
promoting research in these fields. Since 2006, several papers have been published 
regarding the link between physical activity, obesity and health issues, especially 
in Europe. Subsequently, the WHO has promoted ‘Physical Activity’ by creating 
active campaigns and guidelines to help local governments in creating “Healthy 
Cities” through policy-making and a joint effort in making a difference globally. In 
2008, thanks to the “Healthy Cities Network” a planning guide was published: “A 
Healthy City is an Active City” together with different guidelines which enable local 
governments worldwide to create a plan for encouraging physical activity, active 
living and sport in their cities/communities through different approaches [35]. In 
2018, a Global Action Plan entitled “More Active People for a Healthier World” 
was published by the WHO in order to achieve the goals set out in the Sustainable



Public Health Approach to Outdoor Urban Health 25

Development Agenda 2030. This framework for action ‘s main mission is to create 
safe and enabling environments to allow people to be physically active every day, 
thus improving individual and community health [36]. 

4.1 Physical Activity 

“Mens Sana in Corpore Sano”. 

(Giovenale) 

It is well known that Physical Activity (PA) is significant in the promotion of a healthy 
and sustainable lifestyle, as it encourages both socialization and improvement of 
mental health but is also known to help in reducing the risk of NCDs which account 
for around 75% of the health-care costs globally. 

Physical Activity (PA) is defined by the WHO as “any bodily movement produced 
by skeletal muscles that requires energy expenditure” which includes all types of 
movements such as walking, running, cycling; and any sport activity done during 
leisure times. 

Having seen all the benefits of PA across all age cohorts, many different countries 
internationally, as part of their National programs and government-led initiatives, 
have encouraged PA starting at a young age, including PA in school curriculums and 
promoting different health campaigns. For example, Ireland with “Healthy Ireland”, 
United States with “Let’s Move Active Schools”, Canada with “Passport for Life”, 
Finland with “Finnish Schools on the Move” and many more. 

In 2010, Finland started a new health program “Finnish Schools on the Move” with 
a pilot scheme. Seeing the great benefits and results of this program, in 2015–2018, 
the Government of Finland, along with the Finnish National Agency of Education 
and the Ministry of Education and Culture made this program one of the key projects 
in the field of knowledge and education in their “Government Program of Finland” 
[37]. 

A program “Passport for Life” started in Canada in 2013, has shown significant 
improvement in participation and interest were recorded in children who participate 
in the program, along with better coordination and control, growing confidence and 
relationships that all benefit healthy development [38]. 

“Healthy Ireland”, launched in Ireland in 2017, supports evidence-based initia-
tives for the implementation of strategies and policies within the Republic of Ireland 
such as “Get Ireland Active”, “The National Sport Policy 2018–2027” and “The 
Healthy Ireland Strategic Plan 2021–2025” and different awareness campaigns orga-
nized by the Health Service Executive (HSE) in Ireland such as the “Let’s Get Set” 
campaign that gives tips and advice in order to stimulate the population to follow a 
healthy and more sustainable lifestyle [39, 40]. In Ireland, PA is mandatory in both 
primary and secondary schools for at least 1–2 h weekly and the vast majority of the 
schools also include extra-curricular activities such as football, basketball, rugby,
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tennis or hockey on a voluntary basis. About 70% of young primary school children 
and about 63% of secondary school children participate in these extra-curricular 
activities at least once a week. An “Active School Flag”, started in 2009, is awarded 
to schools that self-promote and commit to an “Active School Week” in their yearly 
calendar. They follow national guidelines by getting children to be as active as they 
can. A “Safe Route Program” was launched in March 2021 to encourage young 
pupils to walk and cycle to school. Each Junior school participates in inculcating an 
interest in PA from a very young age by weekly “Walk to School on Wednesday” for  
example. National Guidance Programs provide different schemes to encourage more 
sustainable commuting and travel, promoting walking, cycling, the use of public 
transport and car-sharing [41]. It doesn’t stop here. The Irish government also has 
programs such as “Go for Life: more older people, more active, more often” encour-
aging older adults to remain active at home or close to home in the different parks and 
green spaces available in the community. Reports have shown good cognitive mental 
health and a great reduction in disabling and chronic diseases in the elderly thanks to a 
more active lifestyle [40]. The influence of the media has proved to be a very effective 
tool in promoting a healthy, active lifestyle. For example, Healthy Ireland sponsors 
an Irish television program on RTE called “Operation Transformation” which is a 
health and fitness program, based in Ireland, where the participants are monitored and 
guided daily by different experts. Since its debut, in 2008, it has captured the interest 
of numerous viewers and has inspired Irish people to focus on healthy wellbeing. As 
viewing has skyrocketed in the last decade, Operational Transformation collaborated 
with different Local and National associations and universities (Dublin City Univer-
sity, Sports Ireland, Get Ireland Walking, GAA clubs, etc.) in organizing national 
campaigns and Nationwide walks—mini marathons ‘Operation Transformation 5 k’ 
with great turnouts. This program, available across all social media, on radio and TV, 
has proved very successful in promoting personal and community involvement in 
PA nationwide. The participants become inspirational role models and leaders in the 
communities as stories, diets, healthy recipes and fitness programs are also shared 
on their websites. People follow their progress and the expert panel’s advice on 
healthy nutrition, mental health and wellness strategies and tailored programs of PA. 
Operation Transformation has caught the attention of two other European television 
stations such as RTL in Holland and VTM in Belgium which have then bought rights 
from RTE and have now adapted versions of the program.3 These different programs 
have proven to have many positive effects on learning outcomes and mental health 
across all age groups. 

With regards to the “Sustainable Development Agenda 2030”, PA can contribute in 
reaching 6/7 SDGs (SDG 3 “Good Health and Well-Being”; SDG  4  “Quality Educa-
tion”; SDG5 “Gender Equality”; SDG7 “Affordable and Clean Energy”; Awareness 
of air pollution. SDG8 “Decent Work and Economic Growth”; SDG10 “Reduced 
Inequalities”; SDG11 “Sustainable cities and communities”) [8].

3 Operation Transformation—https://ot.rte.ie/ 

https://ot.rte.ie/
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In order to ensure healthy lives and promote well-being for all at all ages, SDG 3, 
several studies have shown that PA is fundamental in this goal as it has been demon-
strated that regular PA helps to reduce stress and the risk of premature death due 
to NCDs [42–44]. Benefits are also psychological and social and PA has, further-
more, been shown to be very important in maintaining good mental health (SDG 
3.4). Promoting a suitably healthy lifestyle through ‘sports and a good diet’ can 
help reduce alcohol and drug abuse [42] (SDG 3.5). Through global promotion and 
campaigns for sports, healthy diets and daily activities, can help increase the preven-
tion of NCDs, thus reducing the cost of healthcare globally, as studies have shown 
[45, 46]. 

Moreover, participation in PA has other, important, personal and social benefits. 
Firstly, it can help to contribute to prioritize a holistic quality of education in order to 
“ensure inclusive and equitable quality education and to promote life-long learning 
opportunities for all” (SDG 4). It has been proven that sports/physical education in 
schools help in the child’s development by giving children life-long skills such as 
social, emotional and cognitive capabilities. Involvement in sports reinforces funda-
mental personal and social values such as goal setting, self-discipline, teamwork, 
fair play and the respect for rules and others (SDG 4.1, 4.2, 4.4). At a personal level, 
PA improves mental health. It reduces anxiety, it improves mood, self-esteem and 
cognitive functions [47, 48]. 

Implementing the teaching of sports in schools can also give young children and 
adolescents a growing awareness of the significance of Sustainable Development and 
the importance of a healthy and active sustainable lifestyle. It increases awareness 
of the environment, communities and surroundings. Sports is all-inclusive and the 
inclusion of vulnerable and marginalized groups, such as the disabled, the socially 
disadvantaged and immigrants, in the community can also be achieved through 
sports. Sports provides a safe learning environment and helps to create more cohe-
sive communities by reducing or helping to eliminate inequalities. Involvement in 
sports provides a “level playing pitch” for all where inequality and social disad-
vantaged recede. All are allowed to shine and to reach their potential regardless of 
their background (SDG 4.7). Furthermore, sporting prowess and the opportunity to 
gain a “Sport Scholarship” allowing access to University/Third level education can 
be particularly relevant in socio-economically disadvantaged situations (SDG 4.3). 
Moreover, good PA programs and global campaigns can reinforce the promotion of 
gender equality and thus helps “to end all forms of discrimination against all women 
and girls everywhere”, as positive role models are formed which create leadership 
within the community encouraging future generations to follow in their steps. 

From an urban planning perspective, the requalification of parks and abandoned 
or derelict urban spaces, not only enhances the physical environment, but can also 
promote greater social pride and cohesion in communities and improve social interac-
tions between individuals. In the last decade, the increase in sports tourism and sports 
events have contributed to economic growth in cities by creating job opportunities 
as well as bringing communities together to organize the hosting and organization 
of sporting events.
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Again, from an urban planning point of view, the provision of many more desig-
nated bicycle lanes in our cities and suburbs, as has happened in Ireland, Holland, 
Denmark and many other European countries), has a twofold benefit. It promotes 
a healthy lifestyle where people can cycle to work, school or social events. It also 
reduces reliance on cars and public transport and thus contributes to cleaner air, less 
noise pollution and the creation of greener and more attractive cities. 

Therefore, careful urban planning and the creation of green areas or small parks 
in urban areas and the provision of public sport facilities such as soccer pitches, 
basketball and tennis courts can help in motivating PA as a mean to release stress and 
as an inspiration in meeting wellness goals. One example would be the “Walkways of 
the Heart” in Viano (Reggio-Emilia Province) in Italy, which like many other towns 
promote 5 km walks in beautiful nature surroundings conducive to cardiovascular 
health and prevention of cardiovascular disease [49]. 

4.2 Diet and Nutrition 

“Let food be thy medicine and medicine be thy food”. (Hippocrates) 

Diet and nutrition are core elements of a healthy, active lifestyle. 
Obesity and other diet-related, disabling, NCDs such as type 2 diabetes, hyperten-

sion, and common cancers are still highly prevalent worldwide. Different dynamics 
including an increasingly sedentary lifestyle, altered dietary habits and the increasing 
consumption of unhealthy ‘junk food’ have all contributed to creating this secondary 
“pandemic” which is predominantly a burden on the health system but, also, an 
economic one from the increased ‘work absences’ due to these preventable illnesses. 

In addressing the question of nutrition at a global level, many aspects must 
be looked at: the socio-economic context, industrialization, globalization, cultural 
aspects and nutritional values. 

In many places of Africa, South America, India and Vietnam globalization has 
destroyed natural habitats and, now, food access for the local native communities 
living on the forest frontier is scarce [50]. One example would be the current defor-
estation in Brazil. Along with the international global effect of deforestation, a 
research has proved that this alarming topical subject had a huge impact on the 
reduction in the consumption of fruit and vegetables, causing vitamin deficiency 
and malnutrition, and the reduction of the soya production used for animal food 
[51]. This caused an increased use of Genetically Modified Organisms (GMOs) that 
subsequently end up in our food chain [52]. Amazonian deforestation has also led to 
the loss of many medicinal herbs and plants used in the pharmaceutical industries. 

The fast-paced urban lifestyle has transformed our lives in many different ways. 
New technologies, new manufacturing techniques and economic shifts have collec-
tively contributed to the change in our diet, the quality of food and our food intake as 
Popkin & coll. have demonstrated [53]. New technology has been invented in order 
to make lives easier but, at the same time, it can make people lazier thus contributing
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to a higher sedentary life and physical inactivity. This leads to an increase in BMI 
which then becomes a risk factor for NCDs. Manufacturing techniques have created 
ready to use, durable and highly palatable ultra-processed foods. Their increased 
shelf life, ease of transport and low-cost Ultra-Processed Food (UPF) are now part 
of global household diets. 

Monteiro & coll. in 2018 analyzed household consumption in 17 different Euro-
pean countries and has demonstrated that the “easy access” to ultra-processed food 
which is rich in salt, sugars and saturated fat has contributed to the increased obesity 
risk [54]. As we try to find ways to navigate our increasingly busy lives, the avail-
ability of large multinational supermarket chains and the parallel growth of the fast 
food industry in urban settings unfortunately become attractive alternatives to tradi-
tional home-cooking and slow-cooking. They increase the consumption of UPFs 
and so-called ‘junk food’ in our daily diets. UPF, however, are characterized by 
low nutritional quality and high energy density products, which contain a higher 
sugar and sodium quantity and also lower fibre and protein contents compared to 
non-ultra-processed foods according to the NOVA Classification System [55]. 

Unfortunately, the quality of our food is not the same as it was 40 years ago. 
Global trends have shown the economic shift in the nutritional transition following 
an expansion of the world’s raw sugar production and how the food market has 
changed over the last century. Many studies have demonstrated that the nutritional 
value of the food available nowadays is about 30% compared to the food that was 
available in the earlier twentieth century, showcasing how the manufacturing process 
has also deteriorated the quality of food. 

In the past 30 years, there has been a boom of GMOs with the introduction of 
different genetically engineered crop varieties, especially in America. Canada, for 
example, grows wheat all year around because they have identified the problem 
where new strains of grains were needed to be developed to withstand harsher 
climatic conditions. Agricultural conditions have changed drastically over the last 
few centuries due to global warming and the high use of pesticides is damaging from 
a health perspective, as pesticides have also been linked to a higher risk of cancer. 
Nowadays, many people are attracted to the market of the Non-GMOs but, unfor-
tunately, their higher cost can’t be afforded by all. This creates larger inequality in 
different socio-economic classes as people buy what they can afford. 

Healthy eating is linked demographically to our socio-economic status as many 
studies have shown. Evidence would suggest that nutritional choices at the lower end 
groupings are driven by economic concerns, while those at middle-higher level in 
society are not limited in their choice. For people living in the lower socio-economic 
grouping, their choices are mainly monetary and not nutritionally based: the value 
of our food is based on what is affordable rather than what is needed. This is due to 
the switch to ‘survival mode’: less money means that people can usually only afford 
cheap processed foods as “any food is better than nothing”. 

In many cases, this can also be influenced by being less informed about healthy 
food choices. Having a lower education means not being able to see the long-term 
health impact of an inadequate diet of low nutritional levels. On the other hand, 
Middle to Higher socioeconomic groups are better educated and can also afford
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a more balanced organic diet. Therefore, they can make the choice to eat healthier 
foods, they tend to look for gym membership/access to sport clubs and exercise more 
due to peer pressure to conform to a healthier appearance and lifestyle. 

In the past decade, extensive research has shown the link between ultra-processed 
food (UPF), nutritionally unbalanced diets and the increasing worldwide obesity 
pandemic. Systematic reviews have shown that different types of cancers, mood 
changes like depression, NCDs and many more diseases are associated with the higher 
consumption of UPFs, due to the processing methods and ‘obesogenic’ components 
found in them [56, 57]. 

Quarantine and restrictions during the COVID-19 pandemic have had nega-
tive influence on the household consumption of a good healthy diet too. Studies 
have demonstrated that the COVID-19 pandemic has changed the dietary habits by 
increasing the consumption of UPF due to the limited access to fresh food. Moreover, 
it also led to increased mental distress, as anxiety and stress increased due to physical 
and social confinement. These combined with a lower PA has led to a rise in obesity 
and higher BMI globally. US consumer surveys have shown an increase in harmful 
eating habits (60% of the respondents have declared they snack continuously and 
64% admitted to eating more junk food and more UPF) during the pandemic years. 
In order to combat this the US government has increased mass media campaigns 
advertising healthy habits and physical activity. It is noteworthy that a subsequent 
study from Harvard Department of Nutrition has demonstrated a decrease of these 
bad dietary habits as a result [58]. 

Healthy eating is becoming difficult in many respects, so as part of the 2030 
Agenda for Sustainable Development, the SDG 2 aims to end worldwide hunger, 
to achieve better food security and to improve nutrition. On the 1st April 2016 the 
United Nations proclaimed the UN Decade of Action on Nutrition for the years 
2016–2025 and its implementation is led both by the FAO and WHO [59]. With this 
Agenda many countries have implemented different campaigns and action plans to 
educate about what constitutes a healthy diet. In some countries, the results of these 
campaigns were school and workplace policies with mandatory ‘healthy lunches’ and 
where ‘junk food’ is not allowed. Countries like Italy, Ireland, Canada, Sweden and 
Denmark, for example, also promote all good eating habits as part of government-led 
programs. 

In this regard, the Irish government—as part of the “Healthy Ireland” initiative 
framework—gives guidelines, tips and advice on healthy eating and it also avails of 
the use of all media platforms to encourage everyone to be inspired to eat healthily and 
live a more active lifestyle, as mentioned earlier through ‘Operation Transformation’ 
[39]. 

A good diet is linked also to Physical Activity and a lot of campaigns/action plans 
are being implemented globally. A responsible and active use of media platforms such 
as Facebook, Twitter and Instagram to convey the message about the importance of 
healthy eating and exercise to as wide an audience as possible is underway.
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5 The Community Approach 

“Alone, we can do so little; together, we can do so much”. 

(Helen Keller) 

Referring to the 2003 WHO model of health determinants, a key role is played by the 
social sphere, which alone is estimated to contribute to premature death for around 
15% [60]. 

This fundamental impact on health sees the city and the urban context as key 
players since it is the privileged theatre in which human relations take place. 

The social environment describes the structure and characteristics of relations 
between people within a community. The components of the social environment 
now include both real interpersonal interactions and those through social networks, 
social capital and interpersonal interactions. 

Based on the above, individual and group behaviour influence health by acting as 
amplifiers or attenuators of stressors. Health outcomes are improved if there is easier 
access to goods and services such as food, health services and housing. 

Adopting ‘salutogenic’ strategies in the urban dimension means increasing social 
support and the presence of associations and organisations dealing with the social 
sphere with the aim of improving the quality of life in the community. Certain social 
problems such as organised crime and substance abuse are correlated with high 
levels of social stress. This translates into social isolation, violence and extreme 
poverty. This vicious cycle impoverishes the community by decreasing the avail-
ability of social support and access to social and health services, thus weakening 
social cohesion [61]. 

The Urban Health model proposed by the WHO ‘Healthy Cities’ sees the city 
space declined in exactly this way: pro-social, aggregative and inclusive. Of the 6 
‘P’s that decline it (People, Participation, Prosperity, Planet, Place and Peace), 3 refer 
directly to people and their relationships (People, Participation, Peace) [62]. 

This translates into a vast presence of places where communities can meet together, 
confront each other and carry out activities for individual and collective growth. This 
virtuous process tends towards a simultaneous consolidation of both the identity of 
the individual and the community of which he or she is part, in a game of mirrors in 
which the two entities are intimately connected. 

What has been described so far triggers in the urban context a process whose 
complexity requires a multidisciplinary approach, and there are now several scientific 
evidences emerging in the literature to support this perspective [63]. 

Antonovsky’s model pursues precisely the idea of flanking the study of aetio-
logical pathogenesis with that of salutogenesis by defining the concept of HOPE 
(Healing Oriented Practices and Environments). It is precisely this intuition of imag-
ining a health-promoting urban and social environment that is in full synergy with 
the horizons of Urban Health [64].
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Civil society with community-based organisations such as neighbourhood asso-
ciations and tenants’ groups represent the living fabric that actively promotes an 
environment of social empowerment throughout the community. 

The role of religious organisations is also relevant in terms of social support and 
advocacy, as they provide safe spaces and political leadership. The role of minorities 
such as slum dwellers, the poor or marginalised groups can bring new voices into 
the political space and mobilise as a community for better living conditions. 

A crucial aspect is the possibility of intercepting the health needs of the popula-
tion, understood in the holistic interpretation of Alma Ata of 1978, and engaging in 
dialogue between the ‘grossroots stakeholders’ and the institutions responsible for 
responding to these needs. 

The role of social movements is crucial for political and social change. The vitality 
of civil society in a community significantly influences the ability to protect the 
health of citizens. The reasons for this are to promote social cohesion and combat 
marginalisation and stigma. The primary objective for researchers in the field of 
urban health is to find tools to measure the well-being of society and to analyse the 
impact of various social factors on the determinants of health. Among the factors to 
be considered are both national phenomena such as urbanisation and international 
ones such as immigration and globalisation. 

A key asset for the intersectoral promotion of urban health is the social and human 
resources and social capital available to citizens. This allows, even with limited 
resources, the intersectoral promotion of urban health. An effective public health 
programme must move along these lines both to intervene effectively in a specific 
urban context and to reduce the need for external resources. Those working in urban 
health address this challenge by finding the appropriate resources, mobilising them 
and ensuring the long-term sustainability of the intervention. Providing adequate 
external support is also an ongoing objective for international organisations. 

In the urban context, however, there are also barriers in the interlocution between 
bottom-up initiatives and institutions, which become evident when it comes to the 
implementation and realisation of any agreed actions. Critical issues that emerge are: 
the frequent absence of a plan to monitor and report on the implementation of the 
intervention, and the lack of accountability to stakeholders following the deliberative 
process. 

There is a problem of accountability and the paradox that the time, money and 
effort invested in the creation of the consensus planning process is not proportionate 
as weight in monitoring the implementation of the consensus-based plan. 

The literature today shows us that the most successful negotiations that enabled 
the achievement of real goals took place outside formal procedures, often when 
community leaders took the initiative and threatened or implemented actions through 
protest. 

From the analysis carried out, it appears that firstly, participatory planning 
processes in the implementation phase see the interruption of the participatory 
process. Secondly, where processes have produced benefits from the perspective 
of grassroots stakeholders, these have occurred with independent grassroots action.
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These two aspects are interrelated and demonstrate the existence of a tension 
motivated by existing power relations. 

It is possible to identify in some participatory processes and their lexicon, an 
attempt to both implement and mitigate neoliberal economic practices. The result 
of this process is “a riot of dissonance”. Notions with undefined definitions such 
as ‘inclusion’ and ‘social capital’ inherently have the capacity to address social and 
economic issues generated by overlapping power structures such as neoliberalism 
and colonialism [65]. 

It is interesting to delve into what leads a community to activate and mobilise. 
According to the literature, the key actor is the sense of community, which has 
proven to be the main catalyst. The methodology of ‘participatory action-research’, 
increasingly used by researchers, plays a fundamental role in this type of research 
[66]. 

Let’s look at some experiences in Italy. 
According to a quantitative survey of this kind conducted in a neighbourhood of 

the city of Milan (Italy), it was possible to identify the predictors of the inhabitants’ 
civic participation, considering the sense of community as an overall index and its 
factors individually. Using appropriate questionnaires with participation scales, a 
civic participation index was also constructed by assigning a score from 1 to 8 with 
respect to the degree of commitment required by different forms of participation, at 
least occasionally. A two-stage analysis of civic participation was then carried out. 
In step 1, variables related to the perception of problems were included, in step 2 
psychosocial variables. The final results showed that problem perception seems to 
play a role in motivating community members to get active, as does the relevance of 
people’s perception of being able to make a contribution to their community [67]. 

Acting in terms of Urban Health on the ability to amplify the sense of community 
must therefore be a priority objective for the public interest, as this triggers a virtuous 
circle in which the health outcomes of the population improve as well as in parallel 
the attractiveness of the urban space itself increases. 

The Milanese social housing estates as an action-study intervention follow this 
urban health philosophy. These structures represent realities in which there is often 
a confrontation with different ways of interpreting the sense of community. Cohab-
itation and living lend themselves to different interpretations for those who work or 
reside there. The dimension of this experience is seen in different ways: for some it 
is the confrontation with memories of the past, for others it is the fostering of ties 
and for others still the search for personal space. 

Neighbours and operators of social housing estates are seen in two antithetical 
ways: on the one hand as a valuable element of emotional and material support, on 
the other hand as a pivot on which frustration and conflict episodes are triggered. The 
action-research involved 10 doormen and 8 tenants of different genders and ages. It 
was set up as a project to develop effective ways of living together. Central to this 
was the organisation and implementation of training courses aimed at promoting the 
quality of living through neighbourhood networks and cohabitation rules, as well 
as the possibility of regenerating the bond between subjects. The points addressed 
concerned the individual condition perceived in the blocks of flats: present conflicts,
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emerging needs and the management of problems. The action-research path made it 
possible to overcome a recriminatory attitude, fostering the possibility of activating 
people in a community context and enabling the free sharing of good practices and 
experiences by strengthening the community bond. The intervention thus realised is 
part of a long-term project on community mediation [68]. 

The experience of the street neighbourhoods in Bologna (Italy) is also part of the 
direction of nurturing a collective urban imagination in which the social fabric is self-
sustaining in a salutogenic process. The idea of experimenting with pedestrian resting 
places was born in Bologna in 2010 as an action-research project. The main objective 
was to create places capable of acting harmoniously and self-organising. By means of 
urban planning tools, the project facilitated the emergence of moments of coexistence 
in common spaces. The emergence of these networks of small squares-workshops 
in the form of neighbourhoods has brought about changes in shared spaces, even on 
a permanent basis, facilitating casual encounters between inhabitants of neighbour-
hoods. In this action-research project, the neighbourhood becomes a micro-reality 
with shared meeting facilities, which facilitates activation and social initiative as 
well as participation of the inhabitants. This creates a space-instrument that facil-
itates cooperation, community project planning as well as contextual knowledge. 
During the three years in which the project has been field-tested, there has been a 
noticeable change in the approach to neighbourhood problems from a predominantly 
urbanistic approach to a more social one. The balance of this project sees a collective 
empowerment in living in a neighbourhood context. This is evident in the fact that 
as a result of the project, new and different street neighbourhoods have sprung up. 
This project emphasised how fundamental it is for the activation of neighbourhood 
realities to act on neighbourhoods and how this process leads to an urban and social 
regeneration of sense and care for places as well as social cohesion [69]. 

Strengthening the sense of community and creating empowerment dynamics are 
in these contexts a priority for the community in terms of public safety as well, since 
potential social conflicts are mitigated. Investigating what underlies the sense of 
community is a complex operation for which one must consider affective, emotional 
and motivational aspects that are part of a feeling of belonging, influence, emotional 
connection and needs. The concept of empowerment, on the other hand, is expressed 
in the increase on the part of people, of their ability to actively control their own 
lives. This process is therefore necessarily individual but strongly influenced by the 
community. Sense of community and empowerment are the two cornerstones of 
individual well-being and social integration of young people as they underpin the 
development of personal skills, increase self-esteem and trust in the community. It 
has been shown that the more effectively young people are involved in community 
life, the more developed their propensity as adults to take an interest in public affairs 
and socio-political development will be. 

Turning to a purely foreign framework, an effective model on how to set up a 
health-promoting action in synergy with increasing social cohesion is provided by the 
‘Well communities’ programme developed in England since 2017. The programme 
aims to act in two main directions: (1) promoting and deploying community capacity 
building activities and resources for all neighbourhoods; (2) to intervene on specific
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local needs and issues through a portfolio of themed activities and projects determined 
by the needs and problems identified by each community; some programme activities 
and projects address specific health outcomes through traditional behaviour change 
activities (e.g. exercise and cooking and nutrition classes), while others specifically 
encourage a community approach to health, i.e. participation, volunteering, capacity 
building, community networks and community cohesion. 

First, socio-demographic and individual well-being data were analysed to identify 
neighbourhoods for action. The action-research approach is universalistic with a 
focus on the health gap in deprived areas within a vulnerable community. The action 
research initiative was developed in an urban area with approximately 5,500 residents. 
The programme had no ethnic, age or gender barriers and was open to the entire 
neighbourhood [70]. 

Asset-based health creation approaches underpin Well Communities and are used 
to ensure a participatory, community-wide governance approach. The extensive 
community involvement process is carried out through CEAD (Community Engage-
ment, Assessment and Design). Applying this methodology leads the target popula-
tion to feel actively involved in both the identification of present community needs 
and the strategies implemented. 

The CEAD process comprises a series of activities:

• Street interviews and door-to-door contacts;
• Community cafés. Inspired by the ‘World Café’ model, it allows small groups to 

discuss issues of interest to the community in an informal setting that encourages 
active participation in the conversation;

• Information from Community Cafés and street interviews is combined with infor-
mation from datasets and resource maps and presented at community action work-
shops. These are attended by both residents and local stakeholders. The use of 
workshops involves reflections in the community on what is good and what can 
be improved. 

One of the most striking aspects is the high interest and participation recorded. 
In phase 2, it was possible to see important improvements in terms of preventive 
medicine outcomes such as: increased physical activity (total MET minutes of phys-
ical activity per week), healthy diet (increased consumption of fruit and vegetables) 
and mental health. 

Specifically:

• 82% did more physical activity at follow-up increasing their MET values 
compared to baseline. 54% decreased their sedentary lifestyle;

• about 50% ate healthier with 19% reported eating 5 fruits or vegetables per day;
• 54% reported improved mental wellbeing according to the Warwick Edin-

burgh Mental Wellbeing Scale (WEMWBS). More noticeable outcomes occurred 
with the Adult Hope scale and the General Health questionnaire 12-item scale 
(GHQ12);

• for social connectedness, 31% reported a positive change according to the 
questionnaires;
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• for volunteering, 60% reported increased active participation in these initiatives. 

The results of this project on a qualitative and quantitative basis simultaneously 
include increased networks and connections within the local community, in the form 
of increased widespread participation in voluntary organisations and an increase in 
the human and economic resources of the neighbourhood at a disadvantaged start. 

The idea of giving the inhabitants of the neighbourhood a central role in developing 
inclusive and socially propulsive public spaces is reflected in the project ‘Jämställda 
platser I Malmö’ (in English, ‘Equal Opportunities in Malmö’). This initiative aims 
to implement a set of activities for a socially sustainable Malmö with the overall 
aim of creating greater involvement of the younger generation in the city and public 
spaces. 

The Environmental Administration and ‘Girls in association’ collaborated on the 
project, also involving the three site owners chosen to implement the project. 

In the project there was the active involvement of 25 young people who, in different 
phases of the project, acquired more knowledge and skills in acting in the direction of 
gender equity, sustainable urban development and against any kind of discrimination. 

The first phase of the project saw as its main actors the three owners of the site 
to be redeveloped and ‘Girls in association’ who, working with the young people, 
organised workshops and events on the designated sites with the aim of involving 
local residents in the various projects. On an operational level, the young people 
collected ideas and desires, proposed new inputs, and fed a common reflection on 
public places and spaces. 

The second phase of the project involved the collaboration of the architects who, 
on the basis of the ideas and proposals that emerged, took care of the implementation 
by applying their skills and knowledge based on the latest theories on gender equality 
in public urban design. 

The opening of the sites took place in June 2016. During the implementation 
work, the 15 young people involved together with ‘Girls in association’ took care 
of the launch and organisation of the events. Specifically, the planning involved the 
opening ceremony and ongoing activities at the three designated sites. The objective 
of involving residents was achieved as well as the possibility of creating public spaces 
where young people could develop their ideas in the public interest. 

The ‘Gender Equal Places in Malmö’ project was developed from the city’s own 
desire to adopt new methods to improve gender equality in urban development 
processes and in the use of public spaces in order to overcome the critical issues 
identified by the various associations in the area. One avant-garde project in the city 
was ‘Rosens Röda Matta’, implemented in an area in the Rosengård district whose 
design and management is by young women. It was precisely this reality that func-
tioned as a ‘fil rouge’ in the realisation and follow-up of ‘Gender Equal Places in 
Malmö’. 

Among the outcomes of the project is the effective implementation of three 
new meeting places that are permanently active in the city. The increase in the 
human and social capital of the 25 young participants as well as the residents 
who embraced the project also led to greater knowledge and competence to act
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in terms of gender equality, anti-discrimination and sustainable urban development. 
In conclusion, ‘Girls in association’ documented the entire work experience in the 
book ‘Gender equal urban development’ [71]. 

In conclusion, the community approach in Urban Health appears to have important 
potential in enhancing a lively and pro-active social fabric that directly counteracts 
the various external stressors on the community and at the same time also leads to 
forms of community self-advocacy. What has been said with a view to a future Health 
System increasingly centred at the territorial level would make it easier to reach even 
hard-to-reach communities with a vigilant and agile proximity medicine that would 
allow more effective and compliant preventive medicine interventions for the entire 
community with also in the long term obvious savings in terms of cost-effectiveness. 

6 Brief Concluding Remarks 

“And that we are all responsible to all for all, apart from our own sins, you were quite right 
in thinking that, and it is wonderful how you could comprehend it in all its significance at 
once. And in very truth, so soon as men understand that, the Kingdom of Heaven will be for 
them not a dream, but a living reality”. 

(Fyodor Dostoyevsky) 

We are aware that we have only addressed a part of the issues related to our Urban 
Health in this chapter (e.g. the albeit important issues of urban waste and urban safety 
in their impact on citizens’ health have not been dealt with except fleetingly). 

Virtually all of the various critical issues we have tried to illustrate can be traced 
back to human beings and their choices (including the ongoing Pandemic). 

This appears both comforting and worrying. 
As long as our health—understood as the quality of our lives—and the possibility 

of all of us achieving a satisfactory existential quality is not perceived as a priority 
value and is therefore not placed at the top of the international, national and local 
political agenda, Urban Health will continue to present unacceptable contradictions. 

We now have virtually all the knowledge we need to take action. In the context 
of health promotion, the strategies and actions that seem necessary to better qualify 
Urban Health have already been discussed and proposed [72, 73]. 

With reference to the oft-mentioned Sustainable Development Goals, every year, 
the UN Secretary General presents an annual SDG Progress report, which is devel-
oped in cooperation with the UN System, and based on the global indicator framework 
and data produced by national statistical systems and information collected at the 
regional level. 

In the latest available report on Goal 11 ‘Making cities and human settlements 
inclusive, safe, resilient and sustainable’, the following considerations can be read: 

109. As epicentres of the COVID-19 crisis, many cities have suffered from insuffi-
cient public health systems, inadequate basic services, a lack of well-developed and 
integrated public transport systems and inadequate open public spaces, as well as the
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economic consequences of lockdowns. As a result, the pandemic is likely to further 
increase the number of slum dwellers. To improve the lives of over one billion slum-
dwellers, there is an urgent need to focus on policies to improve health, affordable 
housing, basic services, sustainable mobility and connectivity. 

110. Over the years, the number of slum dwellers continues to grow and it was 
over one billion in 2020. Slum dwellers are most prevalent in three regions, which 
are home to about 85% of the slum residents in the world—Central and Southern 
Asia (359 million), Eastern and South- Eastern Asia (306 million), and sub-Saharan 
Africa (230 million). 

111. Data for 2020 from 1,510 cities around the world indicates that, on average 
only about 37% of the urban areas are served by public transport, measured as a 
walking distance of 500 m to low-capacity transport systems (such as buses or trams) 
and/or 1,000 m to high-capacity systems (such as trains and ferries). With variations 
in population concentrations within the cities, this translates to only about 52% of 
the world population having convenient access to public transport. 

112. In 2022, the global average municipal solid waste (MSW) collection rate in 
cities is at 82%, and the average MSW managed in controlled facilities in cities is 
55%. The MSW collection rates in sub-Saharan Africa and Oceania are less than 
60%. Uncollected waste is the source of plastic pollution, GHG emissions, and 
incubation for infections. 

113. Data for 2020 from 1,072 cities point to a poor distribution of open public 
spaces in most regions. In these cities, only about 38% of the urban areas are located 
within 400 m of walking distance to an open public space, which translates to only 
about 45% of the global urban population having convenient access to these spaces. 

114. As of March 2021, 156 countries have developed national urban policies, 
with almost half (74) already in the implementation stage. A further breakdown shows 
that 40% of the countries are in the early stages of developing their plans, while 12% 
are monitoring and evaluating how well these plans are functioning. 

115. By the end of 2021, 98 countries have reported having local governments 
with disaster risk reduction strategies, an increase from 51 countries in 2015 [74]. 

Achieving the goals of the 2030 SDG Agenda can be maximized through the 
Health in All Policies (HiAP) approach. The implementation of this approach can in 
turn be facilitated by the application in cities around the world, including those in less 
developed areas, of tools such as Health Impact Assessment (HIA). The availability 
of data, the consideration of equity issues, the involvement and collaboration of all the 
main stakeholders (experts, citizens and decision-makers) are fundamental elements 
to implement our ambitious but fundamental objectives [75]. 

As you can see, there is still much to be done.
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Security, Health and Social Exclusion 
in Urban Contexts. A Sociological 
Perspective 

Giuseppe Ricotta 

Abstract This paper explores the theme of socio-spatial exclusion through two 
concepts from contemporary critical sociology: that of territorial stigmatization and 
that of abyssal social exclusion. These concepts are used to interpret a specific urban 
context characterized by marked socio-spatial inequalities: the city of Rio de Janeiro, 
Brazil. The dynamics of socio-spatial segregation are analyzed with particular refer-
ence to the issues of urban security and access to social and health services. The 
case of Rio de Janeiro, which has a paradigmatic value because of the deep urban 
division between asfalto and favelas, has here the function of stimulating the analysis 
of certain dynamics also found in other urban contexts globally. We then go on to 
discuss the relevance of activation and knowledge processes located in “bottom-up” 
civic and democratic participation practices to counteract the dynamics of social 
exclusion and foster equitable access to urban healthcare and security. 

Keywords Urban security · Health services · Social exclusion · Colonial 
sociability · Rio de Janeiro · Favelas 

1 Introduction 

Critical reflections on modernity have long posed the need to reconsider triumphalist 
categories and views towards the Western modernization process [1–4]. These critical 
reflections have concerned the very development of the modern city and its contra-
dictions in terms of equity and social inclusion [5]. Nevertheless, a vision of the 
“modern city” continues to exist on which the degree of development of metropolises 
and metropolitan sociability itself is measured globally; a vision that has found new 
life in the wake of the crisis of governance of nation-states and the emergence of a 
“new urban era”. We refer to the renewed prominence of cities, specifically “global” 
cities [6], which took off over the last thirty years of the last century as a result of the 
changes affecting global capitalism. We can refer, in this regard, to the competition
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engaged by cities to host so-called mega-events [7], a competition that is played out 
on the terrain of technological modernity of transport and information infrastructure, 
smartness, and at the same time security and “urban quality of life”, all of which are 
decisive elements in asserting a specific city brand before the international audience 
of investors, tourists, and spectators. 

At the same time, and consistent with neoliberal dynamics of production and 
transformation of urban spaces, risk factors are emerging in cities that intercept 
multiple social issues, including urban security and access to healthcare. In this 
paper we focus precisely on the risk factors of urbanization processes in the late 
modern era, with particular reference to the phenomenon of dualization [8], or urban 
divide [9]. 

The phenomenon of urban dualization, and the socio-spatial inequalities associ-
ated with it, are analyzed in light of two concepts from critical sociology: that of 
territorial stigmatization [10] and that of abyssal social exclusion [11]. 

These concepts are used for the interpretation of a specific urban context charac-
terized by severe socio-spatial inequalities: the city of Rio de Janeiro, Brazil. The 
dynamics of socio-spatial segregation are analyzed with particular reference to urban 
security issues as much as to access to social and health services. The case of Rio de 
Janeiro, which has a paradigmatic value because of the deep urban division between 
asfalto and favelas, has here the function of stimulating the analysis of some dynamics 
also found in other urban contexts globally. 

Finally, we discuss the relevance of the activation and knowledge processes 
located in “bottom-up” civic and democratic participation practices to counteract the 
dynamics of social exclusion and foster equal access to healthcare and urban secu-
rity. Access to healthcare and community health models are particularly strategic 
issues in all those urban contexts that suffer most in terms of inequalities and social 
exclusion. 

2 Social Exclusion and Urban Trends 

The concept of social exclusion is relatively recent in the debate within the social 
sciences. Its analytical definition is complex, both because it is a multidimensional 
concept that is difficult to operationalize for empirical analysis [12], and because there 
is a dispute—or rather, a real competition—between alternative theoretical paradigms 
in the literature about the etiological factors of the phenomenon [13]. Our focus 
here is on the socio-economic, cultural and spatial factors that cause exclusionary 
dynamics toward individuals and human groups in urban settings. Specifically, we are 
interested in understanding how inequalities interact with socio-spatial segregation 
in urban and suburban contexts. 

Social exclusion can be analyzed as much from the economic dimensions of rela-
tive material deprivation (caused by unemployment, low income, low educational 
qualifications, disability, etc.) as in relation to its socio-cultural aspects (isolation, 
absence of social ties). Especially in its socio-cultural reading, with reference to the
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Durkheimian sociological tradition, social exclusion has been interpreted as a key 
player in social pathologies: a society characterized by widespread and/or increasing 
social exclusion undermines not only the socio-economic well-being of individuals 
suffering exclusion, but social cohesion itself. Indeed, among the negative conse-
quences associated with the condition of exclusion is the increase in insecurity both 
for the individuals and social groups that existentially experience this condition and 
for society as a whole. 

Robert Castel [14] has analytically isolated two dimensions of security: a social 
dimension, related to accidents that can deteriorate the human material condition 
(unemployment or low income, disease, precariousness and unhealthiness of living, 
etc.), and a civil dimension, related to threats to psycho-physical safety, the protec-
tion of one’s property, and the protection of personal freedom and inviolability. The 
so-called Trente Glorieuses after World War II ensured in Western Europe a strong 
capacity for social inclusion through collective protections, among which the organi-
zation of universal health services was a decisive one. In this sense, following Castel, 
the contemporary re-emergence of insecurity finds its most important cause precisely 
in the crisis of the welfare state that began in the 1970s. The factors behind this crisis 
have been identified mainly in the transformations that have affected the economy 
(globalization, outsourcing and offshoring, financialization). Thus, the weakening 
of classical welfare coverage was associated with the rise of unemployment and job 
insecurity. 

To the typical risks of Western modernity (or classical risks as Castel defines 
them), which re-emerge due to the weakening of national and local welfare systems, 
are added the “new” global risks, determined by the consequences of the development 
model underlying the modernization process. Within the sociological debate on the 
transition from the first to the second (or late) modernity, the so-called risk society [15, 
16], it has been highlighted how the late-modern condition is characterized precisely 
by reflexivity towards the risks inscribed in the Western development model: among 
others, health, demographic, energy and environmental risks. 

Social reflexivity about risks in the second modernity thus underlies the emer-
gence of the theme of sustainability in its three interconnected components: environ-
mental, economic and social. The very pandemic of COVID-19 can be read within 
this interpretive key—in which the “new global risks” act as amplifiers and acceler-
ators of inequalities determined by the “classic risks of the modernization process”, 
an event capable of radicalizing trends already taking place at the level of global 
society, Western democracies included: growth of inequality, crisis of central and 
local governments, crisis of public regulation and essential public services (health, 
education, training and labor). Risks typical of modern society and new global risks, 
rather than passing the baton, mix and add up [17]. 

Returning to the object of analysis of the city, which is what we are interested in 
here, the aforementioned crisis of social protections has had a set of consequences 
that have fostered the re-emergence of social insecurity, and in some ways have made 
urban dynamics comparable—albeit with their structural social–historical and polit-
ical differences—globally. Starting from these considerations, sociologist Zygmunt 
Bauman [5] stated, with an expressive and evocative image, that “contemporary cities
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are dumping grounds for the mis-formed and de-formed products of fluid modern 
society”. Products that derive as much from the old risks of early modernity as from 
the new risks of second modernity. To list just a few, think of environmental pollu-
tion and land erosion, radicalization of inequalities and processes of socio-spatial 
segregation, precarious housing and violence. 

Contemporary cities can consequently be analyzed, within a sociological perspec-
tive, as spaces of activation of reflexive and conflictual processes revolving around the 
undesirable and sometimes unforeseen effects of urbanization processes and related 
urban dynamics. Processes and dynamics conditioned by neo-liberal policies [18] 
and the tensions of the current post-democratic phase [19]. 

It is especially in large cities that, along with population growth, the volumes of 
intensive housing settlements and informal urban conglomerates are increasing, and 
where the main social, economic and environmental problems mentioned above are 
concentrated. We speak, by the way, of a dual city or urban divide to refer to the 
occurrence of an intra-metropolitan duality between neighborhoods or areas where 
wealth is produced and which have high levels of quality of life and neighborhoods 
or areas characterized by relative poverty and spatial segregation. The former are 
urban territories that, due to their characteristics (e.g. centrality, infrastructure, etc.), 
are capable of intercepting global market opportunities; the latter, are territories that 
are less attractive for investment, trade and tourism and consequently increasingly 
socially peripheral [8]. 

3 Territorial Stigmatization and Colonial Sociability 

To analyze the dynamics of socio-spatial exclusion we resort to two concepts from 
contemporary sociological theory. The first refers to severe forms of social exclusion 
that provoke and are in turn fueled by social processes of stigmatization aimed 
at specific urban territories and the populations that inhabit them. The second, 
which takes its cue from the postcolonial and decolonial debates, refers to a type 
of exclusion, termed abyssal, based on colonial sociability. 

The first of the concepts analyzed, that of territorial stigmatization, takes its cue 
from Wacquant’s work in the Black American ghettos and French urban periphery 
[10]. According to Wacquant: “The comparative sociology of the structure, dynamics, 
and experience of urban relegation in the United States and the main countries of 
the European Union during the past three decades reveals, not a convergence on the 
pattern of the US ghetto as the dominant media and political discourse would have it, 
but the emergence of a new regime of marginality on both sides of the Atlantic” [20]. 
This new regime of marginality generates forms of poverty that are neither residual 
nor cyclical or transitory, but are interpreted by Wacquant as structural, inscribed 
in the future of contemporary societies. This is because of the crisis of welfare 
and the fragmentation of waged labor relations, and the functional disconnection 
of marginalized neighborhoods from national and global economies—an element 
already highlighted as the cause of the process of dualization in contemporary cities.
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Wacquant’s thesis on territorial stigmatization ties together Pierre Bourdieu’s 
theory of symbolic power with Erving Goffman’s thesis on stigma and the manage-
ment of “spoiled identity”. Stigmatization processes, referring to urban spaces, act 
negatively on residents of deprived neighborhoods, favoring when possible exit 
strategies, on surrounding residents and business operators, on public street-level 
bureaucrats, on journalists, scholars, and politicians, on business operators, and on 
public policies. 

Delica and Hansen [21] analyzed 119 peer reviewed articles devoted to the topic 
of territorial stigmatization. The analysis shows that it is a versatile concept that has 
become central to the study of territorial exclusion and urban inequality. However, 
its causes and conditions are still understudied. As such, through their timely review 
of the literature, the two authors argue—consistent with Wacquant’s thesis—that the 
production of territorial stigma is an integral part of contemporary forms of neolib-
eral urban governance. Territorial stigmatization can be interpreted as a strategy 
for legitimizing current radical political measures of demolition, gentrification and 
re-privatization of stigmatized territories. 

One of the possible outcomes of territorial stigmatization processes is the crimi-
nalization of specific urban spaces, as a result of labeling processes that arise from 
how political-economic forces structure urban space, determining the distribution of 
the population, particularly the poorest, in different neighborhoods [22]. 

What we are interested in here is to understand the way through which these 
processes of territorial stigmatization produce negative effects in terms of urban 
security and access to health services, with particular reference to severe forms of 
socio-spatial exclusion, forms that cause an expulsion of specific sectors of the popu-
lation outside the symbolic framework of the social contract of modern citizenship. It 
serves this purpose to introduce the second of the concepts: abyssal social exclusion. 

The concept of abyssal social exclusion is proposed by Boaventura de Sousa 
Santos, a sociologist whose thought is situated within a debate that embraces, 
on the one hand, post-colonial, decolonial studies, sociologies of globaliza-
tion and critical theory, and, on the other, the analysis of alter globaliza-
tion movements (or social justice movements). Santos places at the center 
of his reflection the “abyssal line” that separates two types of sociability: 
a “metropolitan” type and a “colonial” type [11, 23–25]. By sociability we refer 
here to the prevailing forms assumed by social relations in a given historical and 
geographical context, forms that determine social inclusion and exclusion. The 
modern Western project has been built on the metropolitan type of sociability, 
based on the metaphor of the social contract and the tension between regulatory 
mechanisms, necessary to guarantee order in the social system, and emancipa-
tory pressures for the inclusion in the groove of civil, social and political rights 
of ever larger segments of the population. A process, the latter, which was histor-
ically substantiated in the twentieth century in Western Europe, in the transition 
from “restricted liberal modernity” to “organized modernity” based on a system of 
collective regulations [26]. Shifting the view from Western Europe to the world-
system [27], however, since the sixteenth century another type of sociability has 
structured itself alongside the metropolitan one: colonial sociability. The latter
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is regulated by the tension between violence—understood as physical, material, 
cultural destruction—and appropriation—understood as incorporation, co-optation, 
assimilation. 

In colonial-type social relations, social exclusion is abyssal in that the excluded 
cannot realistically claim their rights, as they are not considered fully human. Euro-
centric theory, created on the basis of metropolitan sociability, ignores colonial socia-
bility or, rather, reproduces it as non-being. Eurocentric rationality, in this sense, 
becomes abyssal thinking, failing to recognize as contemporary what happens in 
contexts characterized by colonial sociability. If this abyssal line originates with colo-
nialism, it does not terminate with the end of historical colonialism, but persists in the 
post-colonial phase, transforming and entering powerfully within European societies 
themselves at a time when contemporary global economic logics have obscured the 
promises of progress, freedom and equality inscribed in the Eurocentric vision of 
modernity. 

Rethinking social emancipation, according to Santos, requires post-abyssal 
thinking: questioning citizenship rights also from the perspective of noncitizens, 
human rights also from the perspective of those who are considered sub-human or 
non-human: those who live on the other side of the abyssal line, in fact, resist humil-
iation, discrimination and extreme social exclusion and are in search of solutions 
because they want to survive in the present. 

Post-abyssal thinking is based on a “cosmopolitan reason” that aims to expand the 
present and contract the future through three sociological procedures: the sociology 
of absences, the sociology of emergencies, and translation. The sociology of absences 
allows for the expansion of the present by turning its interest to what Eurocentric 
thinking produces as not present and therefore invisible, not existing. The task of 
sociology is then to critically analyze the hierarchies produced by Eurocentric thought 
and thus transform absences into presences; the expansion of the present is, in fact, 
possible as we expand what can be considered contemporary. Hence the importance of 
noting the diversity and multiplicity of social practices, manifesting the experiences 
that oppose the destructive elements of globalization. 

The sociology of emergencies, for its part, aims to contract the future by subjecting 
to critique its linear conception, the idea of limitless progress and an infinite future 
that does not need to be thought about. Such is the case with the modernizing ideology 
that absolutizes capitalist development. Instead, it is necessary to contract this future 
in order to think about it, a future that depends on care and caregiving. Santos invites 
sociology to focus on the alternatives contained in the horizon of concrete possi-
bilities: the emergence of new anti-hegemonic experiences is based on a symbolic 
expansion of knowledge, practices and agents. Expectations legitimized through the 
sociology of emergencies are contextual and local and are able to open up concrete 
and radical new paths of social emancipation. 

Translation work makes it possible to create mutual intelligibility among eman-
cipatory experiences scattered around the world. Translation, in this sense, is at once 
intellectual, political and emotional work for the purpose of mutual understanding 
between possible and available experiences.
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In contexts where abyssal forms of social exclusion operate, these often find a 
place in specific urban spaces, subject to processes of territorial stigmatization. In this 
sense, the approach proposed here consists of: on the one hand, analyzing how the 
forms of abyssal social exclusion and stigmatization suffered by specific territories 
and the populations that inhabit them affect urban security and the access to social 
and health services; on the other hand, analyzing how community empowerment 
represents an essential element for pathways of care and emancipation. 

4 Urban Security, Health and the Struggle 
for Emancipation 

In this section we put to work the concepts just expounded of “territorial stigmati-
zation” and “abyssal social exclusion”, using the city of Rio de Janeiro as a setting. 
The objective is not as much to delve into the specifics of the city of Rio in light 
of the themes discussed, but to test the heuristic value of the concepts introduced in 
an urban context that presents some particularly interesting elements in relation to 
urban dynamics globally. 

According to data provided by the Instituto Brasileiro de Geografia e Estatística 
(IBGE) Rio de Janeiro had an estimated population in 2021 of 6,775,561 (it was 
6,320,446 according to data from the last census, in 2010). The city has been home 
to a long season of mega-events (2007–2016). In particular, the mega-events hosted 
by Rio de Janeiro have been the XV Pan American Games (2007), the FIFA Confed-
erations Cup (2013), the XXVIII World Youth Day (2013), the FIFA World Cup 
organized by Brazil in 2014, and the XXXI Olympic Games (2016). 

This has meant the initiation of a series of urban transformation processes 
according to a project of a modern global city, understood here in the sense of: 
rational, well-organized and functional. This is in order to achieve an attractive city 
brand for trade and tourism [28]. 

There is a dual imaginary about Rio. On the one hand, it is renowned for being 
a dynamic metropolis full of unique natural and cultural attractions. On the other 
hand, Rio is known as: (a) a dangerous city, due to the high number of homicides 
and the territorial contiguity between favelas and asfalto (the urbanized city areas 
inhabited by the middle and upper classes); (b) as an unequal/unjust city, due to deep 
socioeconomic inequalities, which also have a major impact on access to health care. 
A cidade partida, a broken city, according to the title of a famous book published in 
1994 by journalist and writer Zuenir Ventura [29]. 

These inequalities have a very marked socio-spatial connotation based on the 
division of the city between asfalto and favelas. The latter term refers to realities that 
are very diverse, both in terms of the number of dwellings and resident population, 
and the level of less or more urbanization and availability of services. According to 
2010 census data, 763 favelas (aglomerados subnormais) were counted in the city 
of Rio de Janeiro for a resident population of 1,393,314, about 22% of the total
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population. The favelas developed widely throughout the city during the twentieth 
century, mainly through the initiative of poor, migrant workers, in many cases former 
slaves, because of the need to reside close to the areas where they were employed 
serving the middle and upper classes [30]. Favelas spring up numerous also near 
the city’s business, political, and commercial center and the famous beaches and 
fine residential neighborhoods of the adjacent southern zone (Zona Sul), a renowned 
destination for national and international tourism. The city’s nobler areas and their 
inhabitants, therefore, are also spatially close to the favelas. 

Since their formation, favelas have been perceived as unsanitary places and refuge 
for criminals [31]. However, the issue of urban violence assumes relevance beginning 
in the 1980s, following the intensification of armed control over favelas territories by 
tráfico factions. A process fostered by the absence of institutions and the geographic 
location of the favelas (largely perched on the city’s hills). 

The tráfico factions became militarily organized in order to defend the drug 
markets, installed in the favelas, from possible attack by rival gangs, as well as 
from raids by the military police. Armed control of the territory has given the tráfico 
a parallel power of governance over the population residing in the favelas, where 
serious deficiencies in terms of road, energy and sewage infrastructure, absence 
of social-health services and public education remain—albeit in the diversity found 
according to contexts. Urban spaces where the civil and social dimensions of security 
intertwine and overlap. 

The police have traditionally approached the fight against the drug markets in the 
favelas with an urban guerrilla approach, following a violent and repressive tradition 
against the poorer segments of the population that has its roots in the original function 
of security in colonial and imperial times: the defense of landowners’ interests against 
potential “internal enemies” (poor, slaves, indigenous people) [32]. Role of internal 
enemy today inherited by the favela inhabitant—black, poor, and criminal [33]—a 
figure that stands in the way of the construction of a fully modern image of the city 
(and the nation). 

The modus operandi of Rio’s military police consists of raiding operations inside 
favelas in war gear in order to arrest specific suspects and then be able to return to 
their barracks located in the asfalto. Firefights between factions as well as between 
individual factions and police have, therefore, become part of the lives of favelas 
residents, with tragic consequences in terms of casualties and injuries due to stray 
bullets and the often arbitrary and violent methods of the police themselves. The 
deadly consequences of the firefights fall not only on the so-called tráfico soldiers— 
increasingly younger ones (or on the police officers themselves)—but dramatically 
involve ordinary residents who find themselves in the midst of the firefights. In the 
midst of the organization of mega-events, Amnesty International published a report 
denouncing that 15.6% of the murders in Rio in 2014 involved killings at the hands 
of military police [34]. 

On the eve of the decade of mega-events, so-called urban violence was placed on 
the Brazilian political agenda and public debate as a strategic issue to be addressed 
in order to reassure national and international audiences about the orderly and safe 
conduct of hosted activities. In 2008, the State of Rio de Janeiro launched a new police
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action for this purpose, the Pacification Police Units (UPP), composed of soldiers 
belonging to the military police. A project that, at least on paper, was presented 
by institutions as overcoming the model of armed raids inside favelas. This was 
through, on the one hand, the proposal of a permanent military occupation of the 
favelas; on the other, the promise of a model of community policing, more attentive 
to the human rights of the inhabitants. Not surprisingly, the initiative was welcomed 
by major international organizations, such as, for example, the United Nations [35] 
and the World Bank [36]. UPP settlement operations have been preceded by armed 
invasions with arrests and weapons seizures. The selection of favelas to which the 
UPPs were sent (38 in all) followed the interests related to the mega-events them-
selves: favelas located close to the most valuable tourist and commercial areas as 
well as near the districts affected by the mega-events and the main transit routes. 
The project to militarize the favelas was also to be accompanied by programs of 
a social nature. Specifically, the UPP Social project, created to facilitate military 
penetration of the favelas by policemen, was intended to promote urban, social and 
economic development of the “pacified” territories. Despite the ambitious premise, 
due to political and administrative misadventures and lack of public investment, the 
Social project ended in 2014 without achieving the hoped-for results. Since 2013, 
several critical issues have emerged for the UPP project: notably an increase in fire-
fights between civilians and the military and an increase in complaints of abuse of 
residents of “pacified” favelas at the hands of soldiers [37]. 

The aspect that we are interested in emphasizing here is how, in a major investment 
opportunity such as the one related to mega-events, the favelas, due to the territorial 
stigmatization they suffer from and dynamics of colonial sociability still strongly 
operating against their residents, have seen as the main policy intended for them 
a military control operation with the aim of making the parts of the city deemed 
at risk as less visible as possible. A reference to the research I conducted at the 
Complexo da Maré [38] may be useful for this purpose. This is the most populous 
agglomeration of favelas in the city, with its 140,000 inhabitants. Surrounded by the 
main thoroughfares leading from the international airport to downtown Rio, the area 
is contested as a drug hub by all the main armed tráfico factions operating in the city. 
In 2012, the imminent deployment of UPP was announced in Complexo as well. 
However, close to the organization of the FIFA World Cup (June–July 2014), as the 
UPP Maré project had not yet started, the federal and state governments opted for 
an occupation of this vast territory through the use of the National Armed Forces 
(April 5, 2014–June 30, 2015). The research (September-December 2015) started 
immediately after the end of the occupation, at a time of great uncertainty regarding 
the security policies that would affect Maré on the eve of the last of the planned mega-
events: the Olympic Games. The case study was conducted through interviews with 
personnel from Organizações não governamentais (NGOs) operating in the area, 
informal interviews, and observation through a series of visits to the Complexo. 

The main criticism expressed by NGOs at the UPP project concerns the modern-
izing and civilizing intentions inscribed in the project itself, which can be summa-
rized in the idea that the arrival of the UPP represents the entry of the rule of law 
into places, the favelas, hitherto abandoned in a state of nature. By reproducing a
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hierarchy between the civilized and the uncivilized, which in Rio translates into the 
hierarchy between the city (asfalto) and the non-city (favelas), the “civilizing logic” 
of the UPP project fails to recognize the favela as properly cities and the favelados 
(favela inhabitants) as fully citizens. During the season of mega-events, in this sense, 
the favelado continues to be socially reproduced as invisible and absent; this means, 
from the point of view of the “cosmopolitan reason” proposed by Santos, a process 
of undervaluing and wasting experiences of social struggle, such as those carried out 
by favelados and NGOs operating in the Complexo. Experiences that have meant 
over time the opening of numerous services in the fields of education, health, and 
culture. Experiences which, in the security projects aimed at the Complexo, are not 
taken into account in any way. 

The idea that the state can enter the favela through military force is, therefore, the 
main misunderstanding on which Operation UPP is based. This vision of the favela 
is based on—and reproduces a—colonial sociability within which the state, called 
to assume a modernizing role, is legitimized to proceed using violent methods: from 
this vision derives, according to the interviewees, an attitude of the police force that 
is disrespectful of the lives of the residents. As if there were no civic community 
presence in the favelas. 

The NGO activists’ complaint focuses on a dual form of violence: indirect 
violence, which results in a devaluing representation of the favelado, and direct 
violence, relating to police abuse during military operations. To counter this dual 
form of violence, NGOs pursue community development goals for the local popula-
tion (which they call empoderamento), mainly through combating stigma and social 
exclusion, enhancing local culture and commerce (highly developed in some of 
the Complexo favelas), promoting schooling and access to university studies, and 
promoting social and political rights and the right to security, health, and physical 
safety. These activities, according to the interviewees, are the indispensable condi-
tion, on the one hand, to free the territory from an isolation that favors its control by 
the factions, and, on the other hand, to make it less attractive for young favelados to 
join the factions. 

The abyssal line Santos writes about is, therefore, found in the transition from 
the asfalto to the favelas, where the modes of public regulation change profoundly 
starting with the posture assumed by the police. The widespread representation of 
the favelado as an internal enemy populating unsanitary and uncivilized places— 
which characterizes the kind of stigma that has developed against these territories 
and those who inhabit them—has legitimized modes of law enforcement action that 
place themselves above the law, in a perpetual state of colonial sociability. 

Turning now to the specific issue of access to healthcare and urban health, inequal-
ities in health in Brazil are, like other factors of inequality and social exclusion, 
strongly intertwined with colonialism and slavery, and in this sense are affected by 
determinants that relate among other factors to race—understood as a socio-political 
construct [39]—social class, educational level, and urban spaces where populations 
in a condition of social disadvantage are concentrated. After the end of the military 
dictatorship, health was defined as a universal right in the new Brazilian Constitution 
of 1988. A year later, the largest government-run public health care system in the
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world, by number of users, the SUS—Sistema Único de Saúde, was born. Since then, 
despite difficulties stemming particularly from underfunding and pressure from the 
private health sector, the SUS has expanded access to health care and, especially 
during center-left presidencies (2003–2014), in synergy with other social interven-
tions, contributed to improving the health status of the population and reducing social 
inequalities [40]. 

However, given the strong socio-spatial inequalities described, the SUS has not 
been sufficient to ensure equitable healthcare access to both asfalto and favelas. In a 
study published in 2000, for example, the socio-spatial connotation between health 
conditions and socioeconomic status in the city of Rio de Janeiro was analyzed [41]. 
The health indicators taken into account were “infant mortality rate”; “standardized 
mortality rate”; “life expectancy” and “homicide rate”. The worst health situation 
was found in the sector of the city with the highest concentration of residents in 
favelas, where there is an extremely high homicide rate and a life expectancy seven 
years lower than in the rest of the city. The area that concentrates the highest well-
being indices, composed of the geographical units located along the coast, showed 
the best health situation. Intermediate health conditions were found in the western 
zone, also characterized by poor living standards but with a low concentration of 
favelas. 

It is from these structural inequalities in access to health and physical safety that 
experts and activists in grassroots movements are calling for local health and other 
social programs specifically targeting these communities. However, Brazil’s more 
recent neo-liberal policies have challenged the SUS itself. 

In such a situation, the COVID-19 pandemic has proven to be a multiplier of 
already existing inequalities. The rhetoric of “we are all in this together” vis-à-vis the 
virus immediately clashed with early evidence regarding the different contagiousness 
and mortality among human groups and subaltern communities. While, in fact, the 
idea of vulnerability in the face of the virus being unaffected by class distinctions 
(as much as, rather, by aspects such as age or prior illnesses) had characterized early 
public discourse on the ongoing pandemic, these rhetoric based on “equality” in the 
face of SARS-CoV-2 infection were soon joined by analyses that emphasized the 
worsening of pre-existing social inequalities as a result of the pandemic. 

Bernardo, do Rosario, and Conte-Junior [42] analyzed data on total confirmed 
cases and deaths due to COVID-19 with reference to the top ten neighborhoods of 
Rio de Janeiro based on a social development index (all placed in the asfalto) and 
the top ten most populous favelas in the city. The index was constructed based on: 
(1) adequate water supply, sewage and garbage collection network, (2) number of 
bathrooms per resident per household, (3) illiteracy rate, (4) per capita income per 
household. Mortality rates were significantly higher in the poorest areas of Rio de 
Janeiro, reaching an average of 9.08% in the most populous favelas and an average of 
4.87% in the 10 richest neighborhoods. Underlying these disparities, the authors iden-
tify poverty (and consequent malnutrition), unequal access to health facilities with 
intensive care units, and population density (ranging from 17 thousand inhabitants 
per km2 in the favela of Acari, to 4148 in the Lagoa neighborhood).
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Through a sociology of absence approach—following Santos—we have focused 
on how populations affected by abyssal social exclusion, who inhabit urban spaces 
subjected to processes of stigmatization, can suffer the negative effects: (1) of police 
actions that—instead of defending the safety of residents—become, due to their 
methods, an element of criticality for urban security; (2) of a structural lack of 
access to health services that, combined with precarious urban-health conditions, 
constituted an accelerator for contagion and deaths during the pandemic. 

The common backdrop is the devaluation of the citizenship rights of favelas resi-
dents, in terms of physical safety, whether put at risk by gun violence or due to 
structural difficulties in being able to prevent contagion and the lack of adequate 
treatment against COVID-19. 

The sociology of emergencies is interested in the forms of resistance and care 
produced in contexts characterized by colonial sociability. In this sense, returning 
to Complexo da Maré, experiences of social struggle, such as those carried out by 
favelados and NGOs operating in the Complexo, have over time meant the opening 
of numerous services in the field of health, as well as education and culture. With 
respect to the specific issue of urban security, the NGOs’ commitment has been— 
during the period of the mega-events—to put forward a counter-hegemonic vision 
of the issue, in order to place the rights to the physical safety of favelas residents at 
the center, in lieu of the needs to reassure national and international audiences about 
the orderly and safe conduct of hosted activities that motivated the activation of the 
UPPs. 

Similarly, with respect to forms of care and resistance with regard to the COVID-
19 pandemic, in this same book Sonia Fleury delves into how activists from social 
movements and urban collectives in Brazil’s favelas and suburbs worked together 
with the residents themselves to provide the collective services and means of 
consumption necessary for the well-being of the populations of these territories, 
in the absence of public policies dedicated to them. Just as we have seen for the 
activity of Maré NGOs in defending the safety of residents and their empodera-
mento, the process of articulation and mobilization in the pandemic context can also 
be interpreted as producing shifts in the meanings historically attributed to the inhab-
itants of these localities [43]. A process of de-stigmatization capable of showing a 
multifaceted set of experiences that claim and express the different potentials of life 
that exist in these territories. 

5 Conclusion 

The aim of the chapter was to analyze—from a sociological perspective—the 
dynamics of social exclusion in urban contexts with particular reference to issues of 
security and access to health services. Issues related to social and civic insecurities— 
following Castel’s approach—were read together, focusing on their interconnections 
within urban spaces. Contemporary urban dynamics were read in light of the debate
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on second modernity and risk society, with particular reference to dualization tenden-
cies that fuel forms of socio-spatial segregation. We have also analyzed how, from 
a world-system perspective, new risks that call into question the sustainability of 
the development model of Eurocentric modernity tend to graft onto and enhance 
the already existing forms of inequality and social exclusion related to the classical 
risks of modernity. Referring back to some critical sociology approaches, we have 
taken up two concepts we believe can analyze social exclusion in urban contexts with 
particular reference to urban security and access to health services. These were specif-
ically the concepts of “territorial stigmatization,” first developed by Wacquant, and 
“abyssal social exclusion,” proposed by Santos. From these concepts, we analyzed 
the specificities in terms of inequalities and social exclusion in the city of Rio de 
Janeiro. 

The in-depth study on the city of Rio de Janeiro—also in light of research I 
myself conducted—served as a case study for the analysis of processes of territorial 
stigmatization and abyssal exclusion and the activation of forms of civic participation, 
resistance and care. In particular, an in-depth study of some of the dynamics related 
to Rio’s favelas, with particular reference to urban security policies in times of mega-
events and thus to the effects of the more recent COVID-19 pandemic crisis, allowed 
us to focus on how populations affected by abyssal social exclusion who inhabit 
urban spaces subjected to processes of stigmatization, can suffer highly negative 
effects in terms of physical safety and access to health services, as much due to the 
absence of public intervention as to a way of operating of public powers—in the 
specific case of law enforcement—that follows colonial sociability logics. 

Stigmatization and—consequently—devaluation of the human, civil and political 
rights of specific sectors of the population result in their expulsion from the symbolic 
social contract of modernity, which guarantees citizenship rights within a framework 
of metropolitan sociability. 

At the same time, we pointed out how, in these contexts of strong suffering and 
exclusion, capacities of analysis, forms of action, protest and claim of citizenship are 
activated, which enact processes of de-stigmatization capable of showing a multi-
faceted set of experiences which reclaim and express the different potentials of life 
and sociability that exist in these territories. Civic participation allows the situated 
wisdom of those who have to deal with severe forms of exclusion on a daily basis to 
emerge. In this sense, academics and institutions have a decisive task that requires 
listening skills, understanding and co-design. 
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From the Phenomenological Redefinition 
of Body to Inequalities in Health 

Silvia Iorio and Valentina Gazzaniga 

Abstract In the international scientific arena, there is a clear understanding of the 
impact that the social gradient can have on the wellbeing of the population, as well as 
the consequent higher frequency of mortality and morbidity in the most vulnerable 
and discriminated population groups based on their social and economic position. 
By embracing the ecological perspective of health, this paper will attempt to connect 
the phenomenological paradigm of redefining the concept of the body with that of 
urban suffering, understood as an interpretative category of the encounter between 
the suffering of individuals and the social fabric in which they live. By drawing on 
various fields of studies and a multi-systemic approach, the authors attempt to show 
how the phenomena of gentrification can be seen as a form of structural violence that 
reinforces inequalities. 

Keywords Health care equality · Embodiment · Structural violence · Urban 
suffering 

For more than twenty years, the notions of the body, health, and disease have been 
the subject of a fundamental redefining process, freeing these notions of assumptions 
regarding “natural” realities, while highlighting cultural, social and historical modal-
ities that subtend their makeup. The concept of corporeity is defined by a fundamental 
ambiguity: on one hand we have the experience of the body itself, while on the other 
there is the objectification of the biological body and how it is represented. 

The distinction between experience and representation of the body, typical of many 
philosophical reflections, does not find adherence in the experiential reality. In real 
life, in fact, we find ourselves having a body to represent and, at the same time, being 
bodies through which we know the world. This dichotomy is a “facade” that arises 
within the Cartesian philosophical-scientific system and that dualism mind/body that 
has permeated Western science; a paradigm in which the human subject is conceived 
only as a thinking being, while the body is only a physical instrument, completely
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detached from thought. The distinction between res extensa, a physical substance 
that can be measured and divided, and res cogitans, a thinking substance and as such 
neither measurable nor divisible, is the basis of this dualism, which sees body and 
mind as independent entities that cannot be conditioned by one another. 

Beginning with Descartes, Western philosophical thinking regarding mankind has 
generally developed on a theoretical level and not on the basis of actual historical 
and social experience. Western science has welcomed the Cartesian dualism while 
denying those contradictions that oppose the philosophical theory rather than daily 
practice ([1]: 56). 

Since the thirties, the theme of the body has become the subject of studies in the 
field of humanities through the development of the concept of “Techniques of the 
Body” by Marcel Mauss, who defines this concept as follows: “The ways in which 
men, from society to society, men know how to use their bodies” ([2]: 385). The body 
is mankind’s first tool, through which we interact within the fields of culture, society 
and history. Starting at this moment, in which the body exceeds its mere biomedical 
definition, studies then turn towards how social processes and cultural forms act on 
the body and therefore on the biological aspects of the human being. In this sense, 
technique is a form of learning that reflects the specific con- text in which it arose, 
becoming natural to the point of appearing as a practice belonging to biology rather 
than socio-cultural orders. 

If the body technique varies based on the contexts in which it develops, it is 
therefore possible to investigate the nature of what Mauss defines as habitus. With 
this concept, the author indicates all daily practices—such as sleeping, eating, talking, 
gesticulating etc.—that, while apparently “natural”, are actually culturally learned 
in ways that may not be based on verbal communication. In many cases, this can be 
“silent” learning ([1]: 31), absorbed by the body through observation and imitation in 
ways that do not require an explanation. In this sense, the positioning of the body in 
the world—posture—are body techniques and the product of the cultural modelling 
that takes place as part of the relational experience, camouflaged processes that are 
triggered when we interact. 

The notion of habitus led to a recognition of the body as the result of an extensive 
social and cultural process, and contemporary thinking, through the elaboration of the 
concept of embodiment, has made fundamental progress towards the deconstruction 
of the scientific paradigm founded on the Cartesian dichotomy. This concept, which 
has become the central point, defines “the ways in which humans experience the body 
in the world and produce its representation” and refers to “the historical process of 
construction of corporeity and bodily ways in the production of history” ([1]: 37–40). 
This concept considers the experience and representation of the body as inseparable: it 
is the body that experiences the world and, at the same time, produces representations 
that arise from this understanding in the broadest sense of the cultural production of 
itself and the natural and social reality. The subject and the object of representation 
and experience are therefore inseparable—embodiment is, in this sense, the human 
condition, which appears mystified, due to the effect of naturalisation that the body 
itself inevitably produces because it arises from the imagination of reality, therefore 
tending to be naturalised.
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The concept of embodiment assumes the role of a methodological principle: 
Thomas Csordas, in an article published in1990, proposes the concept of embodiment 
assumed as a new theoretical perspective useful in order to investigate the socio-
cultural forms and the ways in which the Cartesian mind–body dichotomy expresses 
itself. From the reinterpretation of the concept of embodiment elaborated by Maurice 
Merleau Ponty [3] and Pierre Bourdieu [4], and through the analysis of particular 
ritual practices of Christian charismatic movements, Csordas develops what he calls 
“phenomenology”, within which the body assumes the value of “subject”: 

The approach I will develop from the perspective of psychological anthropology 
leans strongly in the direction of phenomenology. This approach to embodiment 
begins from the methodological postulate that the body is not an object to be studied 
in relation to culture, but is to be considered as the subject of culture, or in other 
words as the existential ground of culture [5]. 

Therefore, the body is the starting point for the analysis of the culture and the 
self. By analysing perception and practice (habitus), there is the collapse of the 
distinction between subject and object—it then becomes possible to investigate the 
experiences and representations as constituting a continuous corporeality process. 
In this sense, historical, social and cultural processes are body products—namely 
cultural and natural—and the result is the embodiment of the external actions and 
forces, as well as the objectification of our bodily experiences; “The body therefore 
becomes a product of history, and history can be viewed as a bodily process” [1]. 
The individual’s ability to act—and consequently exercise power over others—passes 
through the body, through which power relationships are expressed. 

Csordas’ analysis served as the basis for more recent studies on the concept 
of embodiment in medical anthropology, through which we began to look at the 
concepts of body, health and disease as a form of knowledge embodiment, based on 
the perception of historical, social, cultural and political realities. Scientific work, 
which took on the basic principles of this phenomenological tradition, has had the 
merit of assaying biomedical classifications related to health and disease, revealing 
these as various cultural products, configured within corresponding frameworks of 
the mind/body dualism. For the French philosopher, the origin of everything is the 
body: a system in relationship with the world and that perceives the world. Perception 
does not lie in the external stimuli that the body would passively register; rather, it 
is in the body and is indeterminate until it encounters an object. This is based on 
the idea that before the sentient body, there is no object, and nothing can be grasped 
objectively regardless of an operation of objectification-perceptual abstraction that is 
already culturally organized. A body in the world is abstracted and represented, gives 
meaning to the indeterminacy of the world by projecting its consciousness towards 
cultural interpretation of the surrounding reality. The body can only perform these 
operations in accordance with cultural values and manners, through which it aims its 
perception into the uncertainty—in itself meaningless—that surrounds it. The body 
as a subject of culture is agent at the same time acted upon, due to the fact that it is the 
object of cultural systems that guide perception. Bourdieu, determined to overcome 
the analysis of social systems, leads the reader towards a discussion that start with a 
concept of habitus, for which Csordas offered the following definition:
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A system of perduring dispositions which is the unconscious, collectively incul-
cated principal for the generation and structuring of practices and representations 
([5]: 11). 

A socially shaped body, in every sense, internalizes and embodies habitus. 
However, in addition to being culturally structured, the body in turn becomes a 
part of cultural structure—bodies that cultures produce are the same bodies that live 
in the world producing culture, practicing it and recreating it in a subjective manner. 
Introjecting means turning knowhow and skills into something that is your own, up 
to assimilation—capacities that become productive. The process of embodiment of 
the experience is related to processes from the body and of the body, the processing 
of social life and cultural production. From the body as the subject, we see it as the 
active producer of knowledge, and the body in fact as a product of social, cultural and 
historical dynamics, regarding hegemonic practices rooted in everyone’s life and in 
the biographies of each and every one of us, receding from the sphere of awareness, 
moving towards unquestioned common sense. The arbitrariness of social life from 
culture becomes nature, shaping corporeality and turning into hegemony. 

In this regard, the work of Nancy [6] and Margaret Lock is truly important. In an 
essay from 1987, the authors make a careful critique of the Cartesian dichotomy as 
“cultural model” to which they held that the same medical anthropology has long 
been subordinate. The task of medical anthropology is therefore that of revealing 
the historical and cultural nature of mind/body separation, which has managed to 
rise to a universal category by virtue of its “natural” definition. The body is in fact 
simultaneously natural and cultural, meaning that it is part of a specific historical 
context; there- fore we can define it as a “thinking body”. Based on this phenomeno-
logical interpretative perspective, we can reach the relationship between what the 
two scholars indicate as the “three bodies”: the individual body, the social body 
and the political body. The individual body is that which the person experiences, 
meaning “in the phenomenological sense of the experience of the conscious body 
(body-self)” ([6]: 154) as a set of its constituent parts (mind, matter, psyche, self). 
This was categorized in Western epistemology through the opposition of the indi-
vidual and society, according to a concept of the self that is highly individualized, 
theorized as universal, but which, however, is not accepted by many groups. 

The Eurocentric conception of a unitary self, based on individuality, according to 
a Western philosophical tradition of where Descartes is considered one of the leaders, 
is not universal. The individual body must therefore be considered in relation to the 
social body, which refers to the means by which man thinks and represents nature, 
society and culture, and the political body, which refers to the powers and social forces 
that guard bodies, both individual and collective, in all areas related to reproduction, 
sexuality, work, health and disease. Mediation between the three dimensions of the 
body is through emotions, which represent a bridge between the individual, society 
and the political body, as they imply at the same time feeling and cognitive guidelines, 
a public morality, as well as ideology. The model of the three bodies therefore helps 
expose the artificiality of Cartesian dualism, on which Western science and clinical 
medicine are founded, allowing for the pursuit of a sort of radically materialistic 
thinking tied to a mechanistic view of the body and its functions.
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The paradigm—to which medical knowledge refers—is built, in fact, on the foun-
dation of biology. Diseases reside in the physical body and they are biological and 
universal entities that transcend the social and cultural context. This “model” is 
defined by Byron Good: 

the “medical model” typically employed in clinical practice and research assumes 
that diseases are universal biological or psychophysiological entities, resulting from 
somatic lesions or dysfunctions. These produce “signs” or physiological abnormal-
ities that can be measured by clinical and laboratory procedures, as well as “symp-
toms” or expressions of the experience of distress, communicated as an ordered 
set of complaints. The primary tasks of clinical medicine are thus diagnosis—that 
is, the interpretation of the patient’s symptoms by relating them to their functional 
and structural sources in the body and to underlying disease entities—and rational 
treatment aimed at intervention in the disease mechanisms. ([7]: 14). 

Biomedicine does not take under its jurisdiction that which is not an objective 
pathological condition, however there is a contradiction in this practical work when 
this field bases much of its diagnosis on the narratives and experiences of the patient, 
their symptoms. Medical science has in this way made a distinction among the signs, 
objective evidence of an illness amenable to direct or indirect observation, and symp-
toms or subjective evidence of a disease as perceived by the patient. The symptom 
is the narrative of an experience of suffering, rich in symbolism and socio-cultural 
references, because it was built by the patient starting from the embodiment of one’s 
life experience. In light of the concept of embodiment, the distinctive sign/symptom 
is the revival of the Cartesian dichotomy in the objective/subjective opposition. 

The notion of embodiment makes it possible to analyze the relationships between 
human suffering and social relationships and power: the body moves in a network of 
power relations that define healthy or ill, according undeniable authorities of medical 
science. The concepts of health and disease, far from being considered objective 
factual data, take on a different meaning when viewed from the point of view of an 
embodied experience. 

Based on these assumptions, it is necessary to question the concept of disease. 
M. Augé, in one of the most famous and profitable studies on contemporary medical 
anthropology, defines disease as “elemental form of the event” [8]. With this term 
he refers to all those biological individual events whose interpretation, imposed by 
the cultural model, is immediately social. With this in mind, birth, death and disease 
are elementary events because they are individual and collective at the same time. 
Disease is subject to the paradox of being both “the most individual and the most 
social events”: 

The paradox is made up of the fact that disease is at the same time the most 
individual and the most social of events. Each of us experiences it on his or her own 
body and may die. Feeling it ominously grow within themselves, an individual can 
feel a sense of detachment from others in everything that constituted their previous 
social life. Yet, everything in it is at the same time social, not only because a number 
of institutions take charge of the various stages of its evolution, but also because 
the thought patterns that allow you to identify it, to give it a name and to cure it,
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are eminently social: thinking about your illness means already making reference to 
others. ([8]: 34). 

Disease makes the link between individual perception and social symbolism 
explicit; this relationship needs to be explored in the intersection of its components, 
taking into account those that Augé says are the common foundations of the disease 
developed in all societies: (1) they speak of the individual (its definition, its compo-
nents, its destiny, its accidents); (2) they speak of the society (the social causes of 
the disease, the threat they pose to the values and social situations structurally in 
terms of heritage, affiliation, affinity …); (3) are based in part on observed facts: 
symptoms and circumstances of the illness” ([8]: 37–38). 

Disease, as a social aspect, is thought of as a representation, or as a production 
that refers not only to thoughts and words but also to behaviour of a particular group. 
The quest for meaning that this creates in the subject or person requires that he or 
she were to give an explanation built using different reference systems, which vary 
depending on the context in which the event of illness occurs. To build the chain 
of causation in which to classify the disease, the person then draws on the social 
meanings connected with it, showing its links with institutions that go well beyond 
those that are connected to medicine. 

Analysis of disease as an elementary event must take some factors into account 
that influence interpretation: the existence of a social order already thought out and 
defined, symbolized and set up prior to the event; the arbitrary nature of the event and 
the autonomy of the series of events in relation to the institutions that seek to under-
stand and master them; as well as symbolic patterns on which these interpretations 
are based. 

Health and disease are not so simple physiological states, but rather conceptual 
figures that respond to instances of definitions that are culturally and socially deter-
mined, and which vary according to the geographical and historical context in which 
they develop. The same diseased condition is not objectively given, rather it is a status 
resulting from the explicit recognition by the community of a condition to which they 
give meanings commonly recognized by the community, and that the person lives 
with discomfort and malaise. The different diseases identified by medical science 
are not automatically perceived as such by those affected by the disease or the group 
to which it belongs. Ethnographic research has shown how the concepts of health 
and illness are not objective data that are mutually exclusive. On the contrary, there 
are categories whose boundaries fade ac- cording to historical time and geograph-
ical context, thus encroaching upon each biomedical definition. Health and disease 
processes are historical, cultural and socio-political concepts that try to enter the 
real experience of the living body in an abstract representation, which responds to 
moments that are culturally defined and socially determined. They cannot be sepa-
rated from the collective fields and the historical forces that actively intervene in 
their construction. 

In an attempt to restore the complexity of such concepts, the term “disease” has 
been questioned, in a thought process aimed at renaming the phenomenon through 
the deconstruction of biomedical designations. The anthropology of the English
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language, especially the US, has adopted three terms to define three distinct dimen-
sions of the disease: illness, disease, and sickness. The term illness can be translated 
in Italian with “malessere” and refers to the subjective experience of disease, the 
state of suffering as perceived by the subject; disease translates in Italian with the 
word “infermità” and identifies the biomedical definition of disease, the pathological 
condition objectified as an alteration of the body according to signs and symptoms. 
On the other hand, sickness is translated as the “state of disease” that is socially 
recognized: “the social role of the patient formalized at the time of diagnosis” ([3], 
pp. 45). 

Through this breakdown, we are then able to highlight the semantic complexity of 
the concept of disease, while also revealing the contradictions inherent in a definition 
that is solely biomedical. There may be a disease without illness or, conversely, an 
illness without disease—these dimensions may be different, but even overlapping. 

From this tripartite division, this approach has created a thriving production— 
great importance must be given to current studies that focus specifically on the 
opposition of illness/disease. In this context, a major role has been that of scholars 
from Harvard University who have carried out a dialogical and interpretative study 
on the various narrative forms, which focuses on the subjective perception of the 
experience of illness. This approach, known as meaning-centered, was introduced by 
Arthur Kleinman in the seventies, and Byron Good was known among its best-known 
exponents. At the centre of their work, there is the illness, which is expressed through 
these narratives, designed as “cultural tools that aim to reconstruct the irregular 
experiences of illness in an order of meaning” ([1]: 86). The goal is to distance the 
disease from the definition given in biomedicine in order to highlight the cultural 
dimension inherent to it. Narratives are one of the tools available to the subject in 
order to meet the need for sense that the onset of disease creates—illness carries out 
a modification of the habitus and activates the need to represent the disease in a way 
that can be communicated—in order to define the experience in a meaningful order. 
This approach, while denaturalizing disease and highlighting the cultural dimension, 
also turned out in many ways to be a debasement. Narratives do not bring into play 
only the individual dimension of the illness, but there is a connected web of other 
dimensions, such as those related to social, economic and political relations, as well 
as the historical processes. 

The breakdown of terminology has been the subject of strong criticism by the 
French anthropologist [9], who considers this terminology subordinate to the notion 
of biomedical disease as a debasement—disease has a variety of aspects that are 
impossible to categorize in only three dimensions; doing so will also create the risk 
of not detecting the interaction between the three orders, those found in between, and 
many others. Important criticism of the approach that focused on illness are found in 
the work of [9, 10], who challenge the lack of consideration given to the processes of 
historical construction of biomedical categories of disease, the benefit of the exclu-
sive attention individual experience of the illness, in an approach that is essentially 
clinical. They therefore propose greater attention to processes of disease forma-
tion and the socio-political and historical causes on which categories of biomedical 
disease are built. On the other hand, importance must also be given to the sickness
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as a process of socialization of illness as well as disease. In this way, the medical 
anthropology of disease and sickness is developed, through which the limited space 
of the doctor-patient relationship opens up to a more complex reality of relationships 
and each therapeutic act is to be considered as a power confrontation that is played 
out in the complex socio-political field of power relations ([1]: 89). 

Following the review of the tripartite division of the concept of dis- ease, two main 
theoretical currents were defined. On the one hand, the meaning-centred approach, 
whose members, once again [7, 11], propose an observation of disease as a cultural 
construction of meaning, through the adoption of a hermeneutic perspective. This 
thesis is based on the concept of explanatory models, which Kleinman calls “belief 
patterns that contain explanations of some or each of these five questions: etiology, 
early symptoms, pathophysiology, course of the disease (severity and type of role of 
the sick person), and therapy” ([12]: 13). This concept refers to a set of terms used 
by those involved in the therapeutic process patients, doctors, family members—to 
reconstruct the causes and meaning of an episode of illness and develop useful knowl-
edge for the therapeutic action. We are dealing with models of knowhow and under-
standing that are set up in models of explanations, able to reconstruct the meaning and 
causes of the disease and that belong to both the patient and the doctor. The explana-
tory model of the patient and their family is founded on informal knowledge about 
the disease, in relation to strong emotions that guide those choices regarding the ther-
apeutic route to take. The biomedical explanatory model, however, is based on the 
disease and combines knowledge acquired during training with those resulting from 
the therapeutic practice. The clinical reality of the care relationship is established 
through negotiation of explanatory models that are individual, family, professional or 
“traditional”, all involved in relationship among the therapist-patient-family, making 
the transaction a therapeutic phenomenon of hermeneutic nature. According to the 
Harvard School, conflicts in medical communication would be the leading cause 
of non-compliance and therefore of therapeutic inefficacy. Biomedicine should deal 
with curing ailments and not reprocessing experiences, therefore avoiding the need 
for patients to give meaning to their experience. 

The “explanatory model” is to be found in a “semantic networks illness”, a concept 
introduced in 1977 by B. J. Good during ethnographic research on epilepsy in Iran. 
This term indicates: 

A “syndrome” of specific experiences, a set of words, situations and feelings that 
typically “contribute” to the members of a society, those symptoms and emotions 
through which the sufferer gives meaning to their disease. This syndrome is not only 
a reflection of symptoms linked in natural reality, but a set of experiences associated 
through networks of meaning and social interactions within a society. ([7]: 33). 

Good believes that only a semantic network can investigate the meaning of the 
categories of the disease—research should therefore focus on the words, emotions 
and all aspects of social interaction used to express forms of experience related to the 
illness. Networks of meaning that connect the experience of illness to the cultural 
values of a specific social context appear structured around a symbolic element; 
“heartache” in Iran is the central symbol around which narratives are constructed
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about several incidents to illness in women, such as childbirth, pregnancy, abor-
tion, contamination, menstruation, oral contraception, and sterility. The concept of 
a semantic network takes into account the emotional and experiential elements that 
give meaning to a particular episode of illness and condenses the set of personal, 
social and cultural meanings that aggregate around suffering. 

The second school of thought, developed from the critical review of the concepts 
of disease, illness, and sickness, adopts a perspective of analysis that aims to track, 
within the categories and the cultural meanings of the disease, frameworks and struc-
tures of domain and power. The vast array of political, social, and economic powers 
that come into play in a given context, become the subject of research, therefore 
outlining the shift from a “culturalist” approach to illness, focused on doctor-patient 
relationship, to a social-political approach towards the understanding of disease and 
sickness. G. Pizza summarizes this approach as follows: 

Every therapeutic act is always a confrontation of powers, which is played in a 
more complex field of socio-political power relations. The doctor-patient relationship 
is always stuck in a field of relationships that is wider and broader. Just think, for 
example, of how that relationship is in fact crossed by external logic to the dyadic 
relationship, reflecting the dialectic hegemonic socio-political space—in relation to 
health policies and institutional activities of the State and in relation to families and 
others social subjects, depending on the situations and contexts. ([13]: 89). 

This theoretical approach, in direct opposition to that of Harvard, has created a 
thriving literary production; for reasons of relevance to the issues treated by the author 
of this study, I will simply mention the work that, even within the same theoretical 
current, has taken on the concept of “social suffering” as a specific subject of research. 
This is a concept that aims to investigate the relationship between the historical and 
social processes and experiences of discomfort, revealing how disease represents one 
of the ways in which social suffering arises. 

Social suffering […] includes a common set of human problems whose origin and 
whose consequences sink their roots into the devastating fractures that social forces 
can exert on human experience. Social suffering is the result of what the political, 
economic and institutional powers do to people, and, reciprocally, how these forms 
of power may themselves influence responses to social problems. Included in the 
category of social suffering, there are conditions that generally refer to different 
fields, conditions that simultaneously involve issues of health, welfare, but also legal, 
moral and religious aspects. [14], quoted in Forty 2006: XXI). 

This perspective focuses on the relationship between the subject and the social 
order, and the ways in which some forms of power may be involved in producing 
discomfort.
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1 Types of the Embodiment of Inequality, Social Injustice 
and Environmental Distress 

Urban suffering is a social fact, which deserves to be investigated as a result of 
the actions of the political, economic and institutional power. In this sense, the task 
of those who analyse social suffering is to understand the pathogenic role of this 
authority, which is equivalent to the assumption of a political commitment to promote 
social equity and, where necessary, to denounce human rights violations. It is not 
limited, in fact, to the analysis of cultural representations, and appears to be highly 
critical of those forms of relativism that tend to conceal social inequality. 

One of the most significant contributions on these issues is that of Paul Farmer, 
advocate of a theoretical view that suggests we consider as an area of study the 
embodiment of historical, social and political processes in individual biographies, 
through an in-depth historically and geographically vast analysis ([15]: 283). Consid-
ering the case of AIDS and tuberculosis in Haiti, he highlights how social forces 
of various kinds can produce what he calls “structural violence”. This expression 
refers to Farmer “iatrogenic effects produced by a social order characterized by deep 
inequalities”; a particular type of violence that is exerted in an indirect way, since it 
does not require a person to be performed, but rather it is produced within the same 
social order and by the inequalities that are produced within it. 

“The term is particularly appropriate since this suffering is “structured” by forces 
and processes created through history (often economically driven) that conspire 
through routine, ritual or, as more often happens, the harshness of life limiting the 
ability to take action.” (ibid: 280). This is “structured and structuring”, because not 
only is it inherent in the social makeup, but it also limits the capacity for action of 
those who occupy more marginal positions within contexts marked by deep social 
inequalities. In Haiti, AIDS and tuberculosis, and with them, racial, political violence 
and gender inequality, are considered various ways in which social suffering mate-
rializes in people’s lives, as individual embodiment of wider social, historical and 
political processes. Farmer raises the question as follows: “Through what social 
forces, ranging from poverty to racism, are to be embodied as individual experi-
ence?”; we need to understand how to hold together the individual experience of 
suffering with social forces and processes of large-scale in which cultural forms and 
social forces are involved. For the analysis of “structural violence”, Farmer suggests 
considering three fundamental “axes of suffering”: 

Social factors including gender, ethnicity (“race”), and socioeconomic status may 
each play a role in rendering individuals and groups vulnerable to extreme human 
suffering. But in most settings these factors by themselves have limited explanatory 
power. Rather, simultaneous consideration of various social “axes” is imperative in 
efforts to discern a political economy of brutality. ([15]: 284). 

“The axis of gender” helps us understand why two people with the same status 
may fall victim to violence different; being a woman, in fact, often means suffering 
a subordinate relationship that hits directly in the intimacy of domestic life. In Haiti, 
the majority of women who die of AIDS, in fact, lived in a state of deep poverty.
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“The axis of the race” or ethnicity offers the opportunity to reveal how the definition 
of the differences in racial and ethnic manages to conceal the problem of economic 
and social inequality. The concept of “race” and that of “ethnicity” are often used 
to deprive the fundamental rights specific social groups—their use as explanatory 
criteria of suffering hides social inequalities “biologizing” or “ethnicizing” them, 
covering the fact that they are consequences of an unequal distribution of resources. 

The axis that sees the combination of structural violence and “cultural differ-
ence”, in conclusion, must be considered in order to critique the viewpoint that has 
confused, through a narrow relativist approach, social inequality with cultural differ-
ences. Approaches based on a concept of culture as an “essence” that men seem to 
have, has today led to a “culturalization” of suffering. Issues related to the manage-
ment of power and institutional structures were frequently raised as an issue of alleged 
cultural changes in local contexts, to the detriment of the analysis of the structural 
elements affecting real balance of power. These axes of oppression must be consid-
ered as a simultaneous act, since there are factors that, if considered individually, 
may be decisive. 

Only the concomitant action of social forces with varying nature is able to frame 
and give structure to the daily risk of exposure to certain diseases. In most situations, 
gender in itself is not enough to create a risk for this type of aggression to the dignity of 
the person. Poor women, in fact, are the most defenceless against these attacks. This 
applies not only to domestic violence and rape, but also to AIDS and its distribution 
in the population (ibid: 286). 

These are issues that call into question the statistical and epidemiological param-
eters that currently govern health policies and humanitarian interventions, in areas 
where the suffering is related to a condition of structural violence, inherently 
positioned in the global economic and policies from which they are derived. 

The complex traits of suffering can only be grasped through the personal stories 
and biographies. That which is shared by the victims, past and present, are neither, in 
fact, attributes of a personal or psychological character, nor can the common experi-
ence of suffering be generally attributed to culture, language or race. What the victims 
share is rather the experience of occupying the lowest point on the social ladder 
in inegalitarian society (ibid: 31). Therefore, ethnographic work must come from 
biographies, which are located within the historical and social systems in which they 
develop. Farmer shows that the same mechanisms that create inequalities to restrict 
the ability of individual action in life choices, so they are crucial for understanding 
what he calls “pathologies of power” [16]. Ethnography in disease experience is 
aimed at showing how the relationship between history, power and processes of 
embodiment are inscribed directly into the body, which becomes not only a place 
of organ dysfunction, but a reflection of a social order characterized and defined by 
deep-rooted inequalities. 

Within this theoretical perspective, there are many works that welcome the concept 
of Foucauldian bio-politics [13, 17, 18]. Dissertations of the French philosopher 
around this concept have, in fact, been widely reported, and were accepted within 
the scientific debate by virtue of their ability to question the relationship between 
power and biological life. According to Foucault, since the eighteenth century, we
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have been witnessing a radical transformation of the relationship of power with life 
and death. Up to the age of the Enlightenment, in fact, the sovereign power was 
the holder of the right to take life or let live, a right not absolute but relative to the 
defence and survival of the sovereign state. Sovereign power is exercised, therefore, 
as withdrawal, such as the right to take life. The eighteenth century, however, led 
to a major transformation: political power takes on the task of “managing life”; it 
transforms human life and enters the field of explicit calculations, for whom death 
is no longer the instrument with the most important domain, but rather the limit to 
continuously remove. 

One might say that the ancient right to take life or let live was replaced by 
a power to foster life or disallow it to the point of death. This is perhaps what 
explains that disqualification of death, which marks the recent wane of the rituals 
that accompanied it. That death is so carefully evaded is linked less to a new anxiety 
that makes death unbearable for our societies than to the fact that the procedures of 
power have not ceased to turn away from death. In the passage from this world to 
the other, death was the manner in which a terrestrial sovereignty was relieved by 
another, singularly more powerful sovereignty; the pageantry that surrounded it was 
in the category of political ceremony. Now it is over life, throughout its unfolding, 
that power establishes its dominion; death is power’s limit, the moment that escapes 
it; death becomes the most secret aspect of existence, the most “private” [19]. 

What Foucault calls bio-power does not eliminate sovereignty, but rather pene-
trates and carries out life management through specific techniques. Between the 
seventeenth and nineteenth centuries, biopower is developed in two main forms: the 
first has the body as its objective, the reinforcement of attitudes, the growth of its 
value in relation to the needs of the structures in which it stands. It is a discipline 
that Foucault calls “political anatomy of the human body” ([19]: 123). The second is 
the “Bio-politics of the population” and takes place in a series of regulatory controls 
related to demographic phenomena, birth and mortality, levels of health or lifespan; 
a term which refers to the way in which we have tried to rationalize the problems 
posed to governmental practice by specific phenomena of its population. These two 
forms of power over life in the eighteenth century still appear separate, but are an 
articulation in the nineteenth century, when for the first time the biological reality 
begins to be reflected in this policy, and the fact of life is no longer the inaccessible 
base that emerges only sporadically in the events of the death and fatality. It passes, 
at least in part, into the field of knowledge control and intervention of power ([19]: 
126). 

In relation to this process of articulation, Foucault highlights the important role 
of the state, defined as a form of power that is also a power of collectivizing and 
individualizing. In the modern state, the body and bio-politics of the population tend 
to be articulated in particular ways. This can be achieved because it is able to integrate 
into a new political form and that of a power technique: that which is pastoral. Already 
present in Eastern societies, and introduced to Europe by Christianity, this power has 
certain characteristics. It rules over a multitude of people and not a territory; it guides 
the individual during the course of his or her life to ensure his safety; unlike the royal 
power the person must be able to sacrifice for their flocks; it is a form of power that
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can be exercised only by knowing the feelings of men, urging them to reveal their 
deepest secrets. Pastoral power is not limited to compel the individual to perform 
certain tasks, but seeks to determine the relationship they have with themselves. The 
modern state must be considered a new form of pastoral power; it is an attempt to meld 
the political power exercised on the “legal entities” with the pastoral power exercised 
on living individuals. The art of governing therefore moves from the scope of the 
Christian pastoral power to that of civil society; it no longer guarantees the salvation 
in the hereafter but rather guarantees it in this world: health, hygiene, birth rates, 
longevity, well-being, and security are taken over by this new power. Bio-power has 
been one of the elements essential to the development of capitalism, which could not 
have been achieved without the inclusion of bodies in the apparatus of production and 
without an adaptation of the phenomena of population to these economic processes. 

This new pastoral power is exercised by public institutions, the family, and 
complex structures, such as medicine. The first pole in which bio-power is made up of 
the disciplinary techniques, which allow for the detailed management of the popula-
tion through direct intervention on individuals and aims to make them “docile”. The 
other pole is that of bio-politics of the population, which indicates the ways in which 
they have tried, since the eighteenth century, to rationalize the problems posed by the 
population to governmental practice. The procedures for standardization to regulate 
subjects invade more and more the scope of the law. The norm applies, in fact, to 
the body of individuals with regard to the population, creating a “society of normal-
ization”. This expression means not a generalized disciplinary society, but rather a 
society in which norms of discipline and the norm of regulation both interact. An 
emblematic case is found in medicine, which since the nineteenth century has acted 
a great deal on bodies as well as on the population. In Birth of the Clinic, Foucault 
highlights the establishment of a process of “medicalization” of society, through 
which the doctor’s view enters social space in order not only to cure diseases, but 
also to identify and provide specified health parameters. In this manner, the clinic 
assumes a role of legislation, laws, and norms. 

Bio-power affects bodies and the population, also acting in areas outside of 
disease—this is even more evident if we look at sexuality. 

With this background, we can understand the importance of sex as a subject of 
political struggle […] On one hand, sex participates in the disciplines of the body 
[…] while on the other it participates in the regulation of all peoples through the 
global effects that it induces. It fits simultaneously on two registers; it gives rise to 
infinitesimal surveillance, constant control, as well as organization of the space of 
an extreme meticulousness, a medical or interminable psychological examination, 
and an entire micropower over the body; but also gives rise to massive measures, to 
statistical estimates, with interventions that target the entire body or social groups 
as a whole. ([20]: 129). 

Sexuality allows bio-power to reach and affect life, providing access to the life 
of the body and that of the species. Sexuality is related to power strategies, and it 
is the set of the effects produced in bodies, certain behaviour and social relations 
from a specific device that is dependent on complex political technology ([20]: 113). 
Sexuality is so disciplined, pursued in our existence, and at the same time becomes the
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theme of political operations, economic interventions (such as incitement or brakes 
on procreation) and ideological campaigns of moralization or empowerment. 

If Foucault, through the concept of bio-power, clarifies the relationship between 
politics and health, identifying a particular historical break that occurred in the West 
in the age of Enlightenment, Didier Fassin, while accepting to address the concept 
of bio-politics, develops a thesis that exceeds that specification and considers the 
geographical and temporal power in local forms in which it works. 

In his famous work L’Espace Politique de la Santé, he provides us with a new 
definition of health, which takes on a double meaning: 

Health therefore appears simultaneously as a concept and as a space defined by 
the relationship between the physical and the social body. […] A notion where we find 
meanings developed both by common sense and by the learned knowledge. This is a 
space that connects an ensemble of agents that meet there as patients, professionals 
and administrators. ([19]: 35). 

Health, insofar as a “notion”, comes forth as a cultural creation, in which common 
sense and official knowledge interact—health as a political construction, on the other 
hand, describes a space in which the action unfolds in a multiplicity of social protag-
onists who vie for the meaning and definition of the aforesaid “notion”. Conceiving 
health as a political space offers the opportunity to reveal those power relations 
inherent to the processes of health and disease, freeing them from a description 
that conceives them as natural and objective reality. Therefore, we can investigate 
the links between “official knowledge”, represented by the powers of the state, and 
“common sense”. It is at this point that a space opens up for interaction with the anal-
ysis of processes of embodiment, which aims to highlight the link between physical 
well-being and social, historical, and political forces. 

Much like Farmer, the French anthropologist sees disease not as an objective 
reality inscribed in the body, but rather as a social reality from which power relations 
emerge. Social order is mirrored, consequently, in the body, which can become an 
expression of the unequal distribution of resources of care and, consequently, the 
different possibilities of surviving the disease or not. The analysis of the relationship 
between physical well-being and state policies shows that health may be included as 
the possibility of access to tangible and intangible resources that ensure high levels 
of life satisfaction; the disease can be, on the contrary, the impossibility of access to 
these resources, and therefore a form of embodiment of inequality. According to this 
perspective, health is set up as a social and political problem, and the difficulty of 
access to resources and services that protect people become an expression of social 
injustice that characterize a given context. Social inequality produces disparities, and 
differences in status or wealth can be inscribed to bodies, turning social aspects into 
biological issues. 

Within the political world of health and health care, a set of powers takes action. 
The powers are involved in the political management of bodies: “public health”, 
understood as collective health management governed by the state, to raise the issue 
of the possibility of access to resources that guarantee wellness. It is therefore a 
place of interaction of a set of powers that play a central role in the definition of the 
concept of health and ensuring, or not, access to resources that ensure the well-being.
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The state plays, in this respect, a key role. The state is responsible for the collective 
management of disease. 

The role of the state and therefore central: as the monopoly of legitimate violence 
and founder of social protection systems, in terms of the embodiment of inequality; as 
the supreme example of legitimization of actors and arbitration of conflicts regarding 
the power to heal; as defender of the public good and guarantor of public order, with 
regard to governing lives [13]. 

Violence informs the aforesaid state policies and through them these bodies are 
inscribed. An exemplary case is found in French policies on immigrants without resi-
dence permits; regulatory policies adopted by European states for access to territories 
of illegal aliens has been delayed by issues regarding the right of asylum as well as 
the right for care—following amendments to legislation, all possibilities of obtaining 
a residence permit have been limited, while health and disease have become progres-
sively more useful for obtaining legal status. If citizenship is the basis in order to 
claim certain rights, illegal immigrants cannot be considered holders of such rights; 
only in cases where there is a clear threat to the biological existence of immigrants 
will the immigrant be granted the right to enter or remain in France without papers. 
“The legitimacy of the suffering body, offered in the name of a common humanity 
is opposed to the illegitimacy of the racialized body, promulgated in the name of 
an insurmountable difference. […] The body has become the site of inscription for 
politics of immigration, defining what we can call, using Foucauldian terminology, a 
bio-politics of otherness” ([18]: 306). The Bio-politics of “Otherness” must be under-
stood as the extreme reduction of social to biological systems. The suffering body 
has imposed its legitimacy whereby there were no other bases that would guarantee 
legal status; this became the place of last political legitimacy: only as that “bare life” 
[1] do illegal aliens receive recognition. Violence lies not only in the countries from 
which they are forced to flee, but also in the hospitality and immigration policies and 
practices of the host countries. 

2 Conclusions 

Social exclusion, marginalisation, absolute and relative poverty, unemployment and 
discrimination make up different and often intersecting axes of the psychosocial 
vulnerability of numerous minorities. Clearly, the notion of ‘suffering’ goes far 
beyond that of illness, due to the fqct that there are many individuals and groups 
who can be defined as suffering without being ‘sick’. Moreover, there are many 
other conditions of vulnerability that are expressed through forms of individual and 
collective suffering without the possibility to define them as diseases. Physical illness, 
mental illness, psychological suffering, social suffering and their expression through 
the body are actually nodes of a complex network whose simplification can be risky. 
An unforgivable mistake could lead to reading the dynamics of urban suffering by 
focusing our attention solely on the pathological, “integrational” spread of values 
and behaviour. Such an approach would conceal the influence of history, culture and
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political-economic and social structures on individual biographies, narratives, and 
bodies. On the contrary, the subjective and intersubjective experience of suffering 
must be observed through the cognitive transactions that take place within the local 
morality, as well as in the interaction between cultural elements, social structures and 
psychophysiological processes. Perceived subjective wellbeing, defined as the overall 
assessment of one’s physical, mental and social-emotional conditions, is able to influ-
ence the body, individual health, the quality of social relationships, work productivity 
and adherence to pro-social behaviour and attitudes. This means that the individual 
perception of subjective wellbeing does not exclusively affect the individual level of 
individuals. However, this perception can become a problem for the entire commu-
nity, if the feeling of malaise becomes particularly widespread, triggers\ing a spiral 
in which the widespread perceived malaise ends up feeding systematic and equally 
pervasive self-destructive and antisocial attitudes and behaviour in life. This is one 
of the reasons why in the last ten or twenty years, many governments and interna-
tional organizations have begun to compare the subjective wellbeing perceived in 
the various nations in order to identify the social and economic policies that allow 
the sustainable social development of a nation. Consistent with the biopsychoso-
cial model, research indicates that this perceived wellbeing can be influenced by 
numerous factors, including innate genetic variables as well as the various situational 
and circumstantial determinants that can originate with the individual’s interaction 
within their socio-cultural, political-economic and environmental context. 
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Abstract The aim of this paper is to analyse and interpret, using a qualitative 
approach, the relationships between mental health and social vulnerability, by 
studying a limited population group of in the city of Rome, Italy. Specifically, we 
analysed two aspects. On the one hand, we looked at the representation, perception 
and therapeutic management of mental distress based on meanings and symbols that 
are associated with these issues by the local population. On the other hand, we also 
extended our analysis of this discomfort to the action of political-economic forces that 
lead to a sort of incorporation of inequality and social injustice. Through the analysis 
of illness narratives, there is the possibility to demonstrate how socio-economic and 
spatial segregation are intertwined with health and social inequalities. From these 
results, the authors highlight the need to adopt a multidisciplinary approach to equity 
in health with regard to ‘urban health’. The goal is that of overcoming inequalities 
in health and social-health care through the analysis of psycho-social-environmental
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processes and the impact that these processes are able to have on objective and 
perceived health. 

Keywords Marginality ·Mental health · Illness narratives · Health care seeking 
behaviour 

1 Introduction 

In recent years, there has been an increasing interest in the study of the relationship 
between the area of residence and health. Internationally, relationships among envi-
ronment, social vulnerability and health have been observed in several metropolises. 
However, there is currently a lack of standardised tools that allow for a proper reading 
of the phenomenon of local inequalities in health and daily life. Since 2016, our 
team at the Sapienza University of Rome on Urban Health and Equity in Health—in 
collaboration with ASL Roma1, Municipio XIII, INMP (National Institute of Health, 
Migration and Poverty); and the DEP (Department of Epidemiology of the Regional 
Health Service of Lazio)—has worked to put together an infrastructure of proto-
typical analysis that can facilitate further studies aimed at adequately grasping the 
complexity of the relationships between inequality in health, socio-environmental 
and economic discomfort, as well as individual and collective health. Faced with 
the interest in achieving meaningful, fair and lasting solutions for contrasting and 
reducing health inequalities, the current lack of analytical reconstructions of the 
system suggests the need for new multidisciplinary approaches, oriented towards the 
quality of life within an ‘ecological’ model of health [1]. 

The goal of this research work is that of gathering a greater understanding of 
the phenomenon of mental health of the population living within the “temporary 
accommodation” (housing assistance) complex called “ex Bastogi” in Rome, Italy. 
Interest in this type of housing stems from the peculiarities and unique character-
istics of the area under investigation–after being delineated over the last twenty 
years as an impregnable fortress, these apartments appear to be now geographically 
isolated and culturally distinct from the rest of the city. Referring to other studies 
that analyse its specific characteristics, the complexity of the discomfort found in 
Bastogi is outlined as a spiral of marginalisation due to several correlated factors: 
urban degradation, illegal occupation and squatting, unemployment, relational and 
economic poverty, social exclusion of fragile subjects (minors and elderly in a state of 
abandonment, irregular migrants, former prisoners), intra and intra-family violence, 
prostitution, crime and others. In addition, there is also a noteworthy part of the 
population suffering from some of the most tragic social diseases, including drug 
addiction and HIV. Moreover, the inadequacy of housing, the illegal occupation of 
common spaces, the deteriorating conditions of the buildings, the precariousness of 
the housing situation, due to the vain expectations for the allocation of permanent 
houses by the Municipality, have all strongly influenced the daily life of the inhabi-
tants, negatively affecting the efforts of integration with the rest of the citizens and
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nullifying the hopes for an effective recovery of their condition of discomfort [2]. 
From the framework outlined to date, there is a clear relationship between the condi-
tion of degradation and marginality experienced by the inhabitants of Bastogi and any 
obstacles to access and accessibility of social and health services, generated in part by 
bureaucratic and organisational barriers, but above all structural issues, with signifi-
cant risks to individual and collective health. Specifically, our analysis focuses on two 
aspects: on the one hand, the representation, perception and therapeutic management 
of mental distress based on meanings and symbols that the local population connects 
to mental unease and healthcare; on the other hand, the analysis of this discomfort 
to the action of political-economic forces that make it a form of incorporation of 
inequality and social injustice. In this regard, a structuralist perspective highlights 
how “risky behaviour” of the local population does not depend solely on individual 
choices, but also on the social, cultural and material conditions in which this type 
of behaviour is embedded [3]. Consequently, the processes of treatment cannot be 
limited within the space of the doctor-patient relationship. Importantly, efforts must 
be also directed towards the removal of the social structures that cause disease and 
illness. This theoretical paradigm therefore makes it possible to recognize, within 
the social-health field, the etiological agents and their effects, combining structural 
processes with personal perceptions and experiences of pain, trauma, stress, and 
discrimination. The complexity of certain phenomena, however, necessitates new 
models of integrated social services and health care based a “proximity”, with a 
close and synergistic collaboration between the different actors of social services 
and health care in the public sector and even in the private social sector. This needs 
to be done without forgetting the importance of mental health, through the focus of 
scientific and operational interest on the relationships between the individual and 
the environment, where mental suffering itself indicates the lines of fracture and 
marginalization of the relationship between institutions and the population. 

2 Methodology 

The methodology used is based on qualitative analysis, typical of corresponding and 
pertinent anthropological science (1) in an ethnographic study within the housing 
and residence over a period of about two years, (2) to an experimental culture 
that combines the perspectives of biomedical, psychological and social disciplines 
through the formulation of interviews with local and regional social and health insti-
tutions (for a total of fifteen interviews), (3) the legitimacy of the data produced by the 
practice ensured participant observation, (4) carrying out thirty in-depth interviews 
and semi-structured interviews. 

Primo Levi developed the concept of “grey area” (or “grey zone”) to describe the 
ethical desolation imposed by the Nazis interned in concentration camps—in this 
zone, survival imperatives prevail over personal dignity, forcing prisoners to inflict 
upon one another unbearable cruelty. Far from wanting to draw a parallel between 
the Nazi extermination and social exclusion strategies implemented in a modern
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metropolis, it seems nevertheless extremely useful to think about the agglomeration 
in question as a “grey zone” of contemporary society, where unbearable conditions 
are structurally imposed and naturalized. It is certainly not a closed placed, or rather 
of a total institution in Goffmanian sense, yet it is essential to read the collected data 
and important factors such as drug addiction, unemployment, lawlessness and more, 
with a mindset that shows the borders of a scenario where vulnerable social groups 
find themselves. 

This forcibly materialistic attempt [4, 5] to approach the area, as opposed to 
the approach of personality culture [6], allows for the framing of gentrification 
phenomena in the real estate market, the industrial crisis, labour restructuring, flexi-
bility of the outsourcing, and the precariousness of educational institution and social 
and health institutions as forms of structural, political and symbolic violence, in 
turn outwardly expresses in daily violence that reinforces inequalities. The concept 
of “everyday violence” used by the anthropologist Scheper-Hughes (1996) places 
attention on the social production of indifference to the brutality expressed in inter-
personal interactions and in daily routines. The residents of Bastogi, much like those 
who live in other contexts of exclusion: 

Far more numerous are the victims of economic change or institutionalized 
discrimination by a perverse political and economic system. They do not passively 
accept their fate as fourth-class citizens. They struggle, with determination, to earn 
money, gain respect, and lead lives that make sense. Tragically, however, it is precisely 
this struggle against—but within—the social system that aggravates the suffering of 
their community and destroys hundreds of thousands of individual lives ([4]: 9). 

Among all the problems that individuals face, those that involve the sphere of 
mental health put in place the manifestations of uncertainty or more precisely of 
lability, question in a critical sense the values on which social and personal life 
recalls. Ernesto [7] had highlighted the cruciality of the condition of lability, as an 
agent of construction of meaning at the origin of the social drama. 

This anguish is not really about anything, but [rather] about the relative non-being 
that is the non-existence of the presence in the historical becoming, the non-existence 
as a centre of decision and choice according to distinct operational powers: it is the 
experience of a definitive catastrophe. The forms of the vital or existential risk of 
presence are manifold: the collapse of the distinction between self and world; the 
outflow of presence in the world or feeling “acted”, “possessed”, “invaded” by the 
world; the experiences of incompleteness and strangeness and the loss of the sense 
of reality; the specular imitation of [what is] happening and [the person’s] will 
blocked by catatonic amazement; the shattering of essential unity in the plurality 
of simultaneous or subsequent psychological existences; the cyclical alternation 
of depression and mania; the uncontrolled discharge of destructive impulses; and 
further, becoming more specific, according to the indications that psychopathology 
provides in a heuristic manner. These psychic conditions of crisis, where they remain 
without redemption or with inadequate redemption, are incompatible with any form 
of cultural life, and precisely in this lies their extreme riskiness, their catastrophic 
character that anguish denounces and emphasises [7]: 58).
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In this sense, for the inhabitants of Bastogi, talking about mental health means 
allowing for the expression of social tensions that run through this environment. 
Through the language of psychological malaise, worries about poverty, housing inse-
curity, domestic violence, loneliness, and job discrimination all emerge. Those inter-
viewed bring their own conception of their illness to the plot, as a dynamic product of 
the relationship between a subject and the socio-cultural environment. Depression, 
schizophrenia and other disorders narrated by displaced and marginalized inhabitants 
of the residence become metaphors codified through which they express the precar-
ious and unacceptable existential condition—metaphors through which they make 
clear the link between the socio-political order and that of the personal discomfort. 

The information gathered in the transcripts of the numerous interviews constitutes 
a corpus of stories of psychic suffering, crisis and other experiences, highlighting 
the cause or effect of personal or family hardships over time. During this research 
work, thirty-two interviews were gathered from people who were diagnosed by the 
local Mental Health Center and Health Service Clinic. Of these, twenty-two were 
women and ten were men, all regular or irregular residents inside the residence. The 
stories told in their interviews underlined different textures through which mental 
suffering was evident. Two models under which the experiences of the disease can 
be defined as: (1) The most common form of story tells of how the physical and 
mental suffering started from a great emotional trauma due to precarious housing or 
job loss. In these narratives the trauma associated with the initiation of the disease 
acquires a powerful effect in forming the central meaning and nature of the story; 
(2) the second form of story regards relationships in general, defined by conflicting 
factors and inequality. 

3 Discussion: Therapeutic Pathways and Incorporation 
of Inequalities 

The data that emerged from this study showed a great discrepancy between local 
representations of mental distress and the institutions and those who classify disease 
and illness. These considerations lead us to look at the problem of normality and 
abnormality in the conceptual framework of a local cultural model. In a community 
context in which violence, deprivation and dependency are delineated as “normal-
ized” factors, it is clear that the perception of discomfort reaches degrees that are 
quite distant from that which is representative of the general classification param-
eters for tolerability. In this regard, Didier [8] proposes an analysis that allows for 
the consideration of the individual dimension of the disease as well as the polit-
ical and social setting. Therefore, health is to be defined as a field full of struggles, 
with the aim of obtaining legitimacy, which, in turn, constantly redefine this field. 
Health is thus analyzed at the same time in terms of concept and space, as cultur-
ally and politically determined. An even more interesting concept in this regard is 
offered again by Fassin—the idea to approach the issue of public health through the
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analysis of these dynamics, continuous adjustments, route changes, contradictions, 
negotiations in which actors are involved or to which they give rise, in turn putting 
different resources and capital into play, in relation to historical and social changes. 
An important role in this field is that of the studies and work of Paul Farmer [9]. As 
we have already highlighted, he has developed an analytical perspective that allow us 
to grasp the subtle links between the individual experience of suffering and networks 
of economic and political relations, emphasizing the individual incorporation mech-
anism of collective dynamics. Starting from an analysis that is geographically large 
and historically deep, Farmer tries to develop a perspective that can explain suffering 
by including the individual biography in the wider matrix of culture, history and 
political economy, going beyond what is ethnographically visible. The analysis of 
the individual aspect of suffering makes it possible to grasp the influence that visible 
social and political forces only have on the individual at a macro-level, which act 
silently in the daily lives of the most vulnerable social groups. 

The analysis of etiological reconstructions is certainly useful for a first level of 
investigation, in order to highlight the specificities of the different cognitive and 
value-based approaches. Starting from the study of single etiological interpretations, 
the analysis carried out in the residence was extended to the study of important social 
issues that were sometimes overlooked, such as economic insecurity and existential 
consequences, domestic violence and the perception of the crisis of a local culture. 
This crisis is also evident in the increasingly apparent disconnection, created between 
the level of interpretation of illness and the structuring and planning of a course of 
treatment. Therefore, taking into account the use of therapeutic resources available 
in a given territory, without being limited only to health services, the behaviour of the 
population of the area was analysed in order to determine how its inhabitants make 
use of multiple therapeutic strategies put into place when distress is recognized by 
the individual as well as their family group. 

The therapeutic pathway, defined by Anglo-Saxons as “health care seeking 
behaviour”, is understood here as a process that consists in the diagnosis-treatment 
course of action in response to a pathological case, as well as the set-up of networks, 
roles and behavioural procedures that are defined in specific circumstances [10]. We 
must also consider that the course of treatment, at a structural level, is a constantly 
ongoing process in which individuals can make different choices, alternating explana-
tory models and different therapeutic approaches. The people studied and interviewed 
move in the field of therapy in a pragmatic fashion, often not taking into account 
criteria such as consistency and incompatibility, yet rather returning to their own 
choices, experimenting with strategies and alternative solutions on their own bodies. 
In fact, there are a number of people whose therapeutic behaviour is characterized 
by the strategy of “intermittence of care”, based on moments in which the person 
continues the dialogue with Health Services, alternating with times in which they 
suddenly detach and distance themselves from public health care. 

Marcia 
She is 60 years old. She works, obviously paid under the table, at the home of 

an elderly lady who also lives in the residence. “I’ve lived here for many years, it’s 
gotta be more than twenty years! I’ve always got by with these chores at home of
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those who are better off than me. Of course, since I got sick, it has been a bit more 
difficult.” A friend advised her to contact the Mental Health Center of the local clinic 
[ASL in Italy] about 5 years ago. “No one had ever helped me out, then came this 
man, and as we talked about my situation he recommended the CSM [Mental Health 
Centre]. So I went a few times to talk to the psychiatrist and social worker. Sure, at 
first I wondered if I was really that crazy by having to go to visit that place, but then 
I asked around and I realized it was quite normal to go over there.” Marzia had her 
first episode of great suffering at eighteen. She describes it as a “breakdown” and 
attributed the causes to her concerns at that time. “You know, I lived with my family 
in public housing nearby and I had a little girl with me … I was living alone, because 
the child’s Father had the bright idea of getting engaged to another girl after I got 
pregnant. So I was not exactly happy. In my house we lived between the screams and 
despair, not knowing what to eat and where to get money to get by … and so, at that 
time, I was sick for the first time, I spent months on end just crying! ”. She arrived 
here at the housing facilities after being raised in public housing, so passing from 
an already critical housing situation to an even more precarious one. The second 
incident took place six years ago, at the time when her current partner was indicted 
for drug dealing. “I’m always sick, I have headaches. You know how long I’ve tried 
to figure out why the hell I had this pain? I thought I had a brain tumour, I thought 
of so many horrible things and I got a number of tests prescribed. I am exempted 
[she doesn’t pay copayment or fees for health care] so I’ve always done check-ups 
but nothing ever came out.” Marzia reports that the doctor never gave much notice 
to the descriptions of her illness. The prescription of clinical tests was generally the 
result of her persistent requests. “No one has ever helped me. Here we are all in bad 
shape, and what can I say to a doctor? At best, they tell you to go see a social worker, 
but if you think you have a disease that’s not where you are looking for help. You ask 
all around to find people who have the same problem and go down so many roads.” 
Once she arrived at the CSM [Mental Health Centre] and after receiving a diagnosis 
of depression, Marzia followed, for a few months, the plan and drug treatments that 
were chosen, however she later moved gradually away from the health care setting. 
“What can I say … the CSM prescribed me drugs, advised me to find more stable and 
rewarding work, but after a while I moved away. I have always had odd jobs, that’s 
fine work as well. Then, with the drugs, I was also better, but the idea of depression, 
for me, was not enough to explain my illness.” During these five years, starting from 
the first interview, she has periodically called the CSM in order to try to resume the 
interrupted path, but after a few meetings Marzia always go back to her request for 
prescriptions of further clinical tests. 

Investigation and studies of the therapeutic approaches and pathways focus on 
what people do when they feel sick—while behaviour, rituals, words and therapeutic 
options of the sick are closely related to their interpretation of disease, elaborated 
within a social context and setting. These ideas include the interpretation of symptoms 
and recognition of the disease as such, its name, the etiology and prospects regarding 
possible remedies. It is a body of representations and orientations of which the 
individual and their group have as part of their culture, which, as we have seen, the 
body order and social order are correlated [11]. As Sylvie Fainzang wrote:
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I start from the hypothesis that the search for a medical cure cannot be regarded as 
the only determining factor in the choice of therapy. This choice is also connected with 
the interpretation of the illness end with the social tensions which that interpretation 
expresses. On this basis, I study the behaviour of sick people in the context of their 
personal histories end cultural identity, and in the light of the wider life of the 
commune. This will lead to a reconstruction of the situation of elements belonging 
to different levels of social life and thought systems, and will provide an explanation 
for paradoxes like the apparent recourse on the part of a patient to what he regards 
as less effective medical treatment [12]: 42). 

The study of the therapeutic approaches and planning should therefore allow for 
an understanding of the behaviour of those suffering, within the context of his or her 
individual experience, characterized historically and then inserted in a wider social 
dimension and setting. 

The case of Marzia shows a rough road and setting, where the role of the primary 
care physician is a rather marginal figure, while the informal support received from 
acquaintances was decisive. Knowing how people reach, and who has sent them, 
the Mental Health Centre is undoubtedly useful because it highlights the visibility 
of the Centre for the community and the network of social and health services. 
Moreover, this aspect highlights the importance seeking help on your own, or the 
presence of people, formal and informal mediators, as well as the network of friends 
or acquaintances relatives. It is clearly known that a treatment strategy, regardless of 
its institutional legitimacy, consists in addressing all of the medical system resources 
through the use of practices, logic and symbols within the context of the suffering 
person. For Marzia, the her arrival at the Mental Health Service Clinic was part of a 
long, complex process which translated into an intermittent relationship that today 
involves moments of approach and detachment. 

Starting from the evidence gathered from the area’s residents and statements from 
the local ASL CSM [Public health care clinic/Mental Health Centre and Clinic] 
staff, we found that 60% of those who sought the mental health assistance went 
through Rome’s City Social Services, while a smaller percentage went there on 
their own, helped by local support networks, while only a fraction thanks to their 
primary care physician. In the latter case, the dominant tendency on the part of the 
users interviewed is to interpret being sent the Mental Health Centre as neglect and 
disregard on the part of the referring physician or GP. As it often happens when 
pain becomes chronic, doubt is cast on the authenticity of the experience and the 
patient, who by not encountering a solution to suffering, tends to feel disregarded 
or abandoned. “No one has ever helped me. Here we are all in bad shape, and 
what can I say to a doctor? At best, they tell you to go see a social worker, but if 
you think you have a disease that’s not where you are looking for help. You ask all 
around to find people who have the same problem and go down so many roads”. 
Chronic pain involves the inevitability of failure. Communication between different 
explanatory models finds consistency where the sufferer interprets the words of the 
doctor in order to better understand the disease from which he or she suffers, and the 
therapist listens to the words of the patient in order to identify the disease. However, 
if the patient comes from a context such as the residence in which “we are all in
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bad shape”, the patient will feel labelled as subject at risk, a loather, depressed and 
hopeless, in such a way as to read a referral to local social services as a form of de-
legitimization of the pain felt. As it often happens in the field of mental health in many 
other narratives collected in this area, the causes of the malaise are sought mainly 
through the exploration of the body, because the suffering must have a location, and 
description of a psychological malaise cannot explain the intensity of the suffering 
endured. Physical symptoms are those that are felt first, and those who are of greater 
concern: “the idea of depression, for me, was not enough to explain my illness”. 
Nevertheless, in the sample observed the use of primary care seems to represent only 
a marginal factor, while self-referral is used more frequently and are structured on 
three levels. In the first level, reference is made to the request for help addressed 
to residents of the area who have worked or are working in any health care setting. 
It’s not important what role they play, as long as they belong to an environment 
recognized as therapeutic—they could be people who handle cleaning of hospitals 
or people working in the field of care for the elderly or other related fields. This 
category of persons is often elected by the sufferer as a source in order to address 
a course of treatment. A second level of support in the field of self-referral (going 
there on one’s own) is seen in people who have had a therapeutic relationship with 
the service, which serve as mediators between the patient and the Centre and are 
considered by respondents in the interview as those who offer advice on the based 
on personal experience. These figures, tested within the territorial mental health in 
some Italian regions and identified as social facilitators, encapsulate the meaning of 
initiation to a path of suffering and membership in a therapeutic institution. The third 
level identified in the field regards community involvement in the process of care and 
addressing those who are suffering. This level, which is a rather limited phenomenon 
and generally does not involve people who are subject to social withdrawal, is a 
mobilization turned against those who disturb or show serious health problems that 
clearly involve the body. In the residence, in order for Community support to be 
activated, it is necessary that meets specific standards of borders that do not allow 
intrusion or interference in the private sphere. Issues regarding couples, for example, 
despite being outsourced, and experienced in the public sector, do not arouse any 
intervention from services in the area. This is the case of a great deal of pain suffered 
by a woman we’ll call Costanza, who was been abused by her partner for about one 
year. Neither she nor her companion was pushed to ask for help, even though both 
showed obvious signs of physical pain, and episodes of violence and self-harm had 
occurred in housing’s common areas. 

No one ever stepped in to help; yet the house’s walls are very thin and you hear 
the screams. A. Not even friends ever come to help him when he went crazy and said 
he wanted to kill me and kill himself; one of them lives right here in front of us. I was 
the one who went to look for a lady who lives here and who had the same problems. 
With her I started a long ordeal that then, after a year, took me to Social Services, the 
CSM [Mental Health Centre,] and filed a formal complaint. But nobody helped him. 
Well, he wasn’t even aware that he was sick, because in those moments he believed 
that everything he did was right. He had his reasons at the time. His friends, who 
today I meet on the stairs, look at me disgusted because I went to the cops, and now
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I want to get out of here. No one understands that I have also done this to protect my 
children! They are all small and the house we live in is tiny … it was not right that 
they experienced those situations. In any case, I will not ever get out of this situation, 
and nor will my partner. We are now scarred for life! 

Costanza is now alone inside the residence and is often verbally attacked by 
residents, because along with her friend, she involved local institutions to resolve a 
private matter [13]. This story, which will be detailed further in the text through the 
testimony of her husband Alessandro, allows us to approach the understanding of 
the role played by the various institutions within the setting of local treatment. 

As touched on in the previous paragraph, the percentage of referrals and access in 
the field of mental health is very often due to Social Services. In the case described 
above, discrimination directed at Costanza regards use of the police and not that of 
Social Services. This factor introduces an important aspect on the degree of tolerance 
that the Town Hall Service has succeeded in stimulating within the cultural context 
of the residence. Specifically speaking, Social Service for minors, since 2000, has 
developed an approach they call “relational systemic approach”, which includes the 
concept of “family as a resource” within those interventions aimed at the residential 
population. 

Once we had started working in 2000, we began a project that today has shown 
good results in the population of the residence (buildings). From the prejudice that 
labelled social workers as “those who take children away”, we worked through 
complex levels of intervention. For example, we start from the financial contribution 
granted to people who come to us for help, and slowly, after a max of two years, the 
granting this assistance-tool is cut off. The family begins to take a more complex level 
of concern regarding, for example, their relationship with their children. So, we work 
with professionals who enter the domestic space of the family, and we increase their 
degree of understanding regarding internal dynamics. From this level, we move to 
dialogue with other services, such as local health clinic, and working on individual 
malaise, couples or the issue of parenting. This is how the population arrives at the 
Mental Health Centre. Municipal Social Service Professionals. 

The professionals of the Mental Health Centre confirm the close link between the 
local people and the department for minors at Social Services in the path of access to 
health facilities. This situation, however, appears to be totally absent as far as adults 
without children are concerned. In this case, the communication between services 
is almost non-existent. As with Marzia, to prevail is the doctor look at the single 
that induces professionals to underestimate the social, cultural and economic aspects 
of illness and treatment. Biomedicine is indeed effective in treating various acute 
diseases, however it is not appropriate to deal with the structural and social problems 
that ravage those living on the margins of society. As shown in a study of the Mental 
Health Department, Laziosanità—ASP and the Department Social and Community 
Psychiatry, Queen Mary University of London, focused on the analysis of health and 
social care for people with mental health problems, within marginalized groups in 
the area of several European cities, many services openly stated their inadequacy in 
dealing with therapeutic interventions for socially-marginalized groups. In several 
interviews with mental health professionals, we see the impossibility, and difficulty,
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in reaching certain segments of the population due to the fact that the complexity 
of the needs of marginalized people extends not only to the poor socio-economic 
conditions, inadequate housing and social isolation, but also lack of readily available 
information on health and social services. 

Support of this scenario is also found in some of the data regarding the area in 
question, taken from epidemiological system of the Department of Mental Health of 
the local health clinic (ASL). 

By way of example, from 1997 to 2015, users living in the complex who have 
turned to the local mental health services appear to be 3.8% of the total population, 
of which the highest percentage is female (65%). Since the diagnostic totals of 
the S.I.S.P. (ICD IX C. M.) used by the Mental Illness Department (DSM—local 
ASL) we find a high prevalence of neuroses (60%) and following, in descending 
order, affective psychoses, oligophrenia, addictions, schizophrenia-paranoid states, 
and organic psychoses. 

Patients from the residence who were taken on for care or treatment from the 
different territorial services reach only about 10%. 

Regarding the information above, specifically on the lack of social and health inter-
ventions that should see the integration of the different services, we should remember 
that every modern state should be equipped with a system of social protection defined 
by the four elements of competition: education, social security, assistance, and health. 
The mental, physical, and social health of people depends on individual variously-
integrated responses and calibrated in relation to specific needs to be met. Not unex-
pectedly, large hospitals and tertiary-care clinics are of little use for those families 
who, much like the residence of the investigations, live in a single, unhealthy room 
and do not have enough money to eat. In essence, a good social security system must 
be based on the balanced development of all four of the elements listed above. A 
health care institution will hardly be able to function effectively in a context where 
the other aspects are reduced and insufficient. Indeed, the health care system will 
be forced to act on improper needs—such as long hospitalizations aimed at people 
without home care—using more and more resources and, worse still, using health 
care facilities for need not related to actual health care. Therefore, in short, a health 
system cannot be planned and managed if not within the social protection system of 
which it is part. If there is not a sufficient degree of security, care and education, no 
system can work, due to the fact that it would be forced to resort to more resources, 
making use of health care services for needs that have nothing to do with health. 

Our working conditions, when we face the care of a patient from the residence, 
are really very complicated. Sometimes we do not assign a diagnosis to avoid the risk 
that the subject could be psychiatrically diagnosed, while we are well aware that the 
problems are socio-economic in nature. Or we are in charge of diagnoses in order 
to obtain economic benefits because the patient needs to get out of a situation. Or 
again, we find ourselves putting people in health facilities when the person absolutely 
needs assistance from social services. Professionals of the Mental Health Centre of 
the local ASL unit. 

The legislative system in recent years has led to the strengthening of those cultures 
and administrative practices, operations and policies aimed at the active promotion of
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“local” aspects, seen as the institutional political space for the development of social 
cohesion. This is the way they were defined, between the various institutions of the 
“territorial pacts [agreements] for Mental Health” aimed at setting-up policies and 
programs for local development aimed at social cohesion, environmental promotion, 
prevention-promotion and protection of mental health. 

On a more general level, we can say that the current approach is aimed at solving 
problems related to prevention. However, this prevention, albeit considered on a 
whole, should be divided, even within a psychiatric hospital, in primary, secondary 
and tertiary care. Specifically, primary prevention is oriented to eliminate those 
factors that are judged likely to cause or contribute to the onset of mental disor-
ders and that develop in the context of so-called primary institutions: family, school, 
and work. When you consider that the answers available for prevention programs are 
usually rather limited, it is clear that there is a difference between the positive intent 
and operational reality involving a complex situation like that of the Bastogi. This 
is not to say that simply with primary prevention we can eliminate the causes that 
underlie a disease. Such a view is pure utopia, especially when you consider that the 
nature of risk factors for mental health are attributable to structural forces, due to the 
fact that it relates to the political and economic organization of society. 

Secondary prevention is seen as the set of measures and interventions aimed at 
reducing the prevalence of psychiatric cases, along with the average duration of 
mental disorders, through early diagnosis, effective treatment and the identification 
of those at risk. The reduction of prevalence, epidemiological measure in which 
covers all cases of reported disease (new cases and those already in treatment) in a 
given population, can in fact be obtained through the clear distinction of two types of 
interventions: one aimed decreasing the onset of new cases by means of a modification 
of the factors that determine or facilitate their beginning, while the other works to 
shorten the course of the disorders by means of a treatment that is as effective as 
possible. The first type of intervention falls in the field of primary prevention, while 
the second will have greater success, based on how early is put into place and the 
number of people to whom it is applied. The possibility to make an early diagnosis 
requires the identification of early symptoms from both the sufferer and those around 
him (family, friends, etc.)—and, above all, by the primary care physician. Early 
referral requires vast workings of health education and public awareness in terms of 
the recognition of the symptoms, as well as the elimination of the stigma attached to 
mental disorders. At this stage of secondary prevention, the primary care physician 
plays a central role, however, as reported in the first part of this paragraph, the primary 
care physician is almost never present in the therapeutic itineraries of end users and 
patients from the Bastogi residence. 

The last tool supporting secondary prevention is found in the contact with the 
population at psychopathological risk. In practice, this means the identification of 
groups and individuals who, for reasons related to age, specific social conditions and 
problems related to the dominant culture, are more at risk than others, due to the fact 
that they are more exposed to the devastating effect of social issues. Based on this 
last aspect, we find tertiary prevention—aimed at reducing the degree of suffering, 
disability and social disability due to chronic mental disorders, while also promoting
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the recognition, development and use of the functional capacity of the individual. 
Indeed, it is considered as a set of interventions and medical-welfare projects that 
works with the entire communities, or catering to chronic psychiatric patients as a 
general category. 

Within the territorial context of the Bastogi residence, we can see the almost 
total absence of the different programs and contents in the “territorial pacts for 
mental health” and in the three levels of prevention described above. In this regard, 
we find an explanation in the two objectives contained in the sole memorandum of 
understanding (14 June 2012) that exists between the Social Services of the City Hall 
and the locals CSMs [Mental Health Centres]. The goals of the following protocol are: 
to Avoid duplicate interventions; to favour the identification of priorities, services, 
and resources to be used. Far from representing an institutional integration model that 
encourages the building of policies and programs for local development, reference 
to these two objectives only involves the management and organizational context of 
the resources of these Services. 

The integration of services is completely lacking. Theoretically they are all ready, 
but in practice it does not do anything. When the town hall [city government] has no 
resources, it turns to us in search of a diagnosis that can start benefits, job placement 
assistance, and so on. In turn, we are accused of sending to the Town Hall psychiatric 
cases that should involve our resources, and not those of the municipalities. This 
accusation, however, does not take into account the fact that health services can 
pay structures and health interventions but not social work. Therefore, if we have a 
patient, who is using social services, we can only send him or her to a health facility. 
Local ASL Mental Health Centre Professionals. 

The dialogue between these services, played mainly on issues unrelated to those 
concerning the states of health and disease in the individual, appears to highlight the 
power relations that arise from the conflictual coexistence of different institutions in 
constant trouble or disrepair due to periodic spending cuts carried out by the State. 

As shown in Giorgia’s story, the conflicts between the territorial services can 
greatly affect the course of treatment for individuals suffering from mental illness. 

Giorgia 
She is 60 years old. She has left behind a long period of time working as a 

prostitute. Today she is physically and psychologically debilitated. Due to obesity 
and related joint pain, she is not able to move independently, and therefore she has 
the same problem for work. She is alone and has no children. She has lived in the 
residence for several years. Her therapy began ten years ago when it turned to the 
social workers of the City Hall. She received subsidized economic support for about 
a year and then took part in work placement that ended after a short time because 
of her physical condition. Giorgia is unable to manage her condition and has hardly 
ever referred to her primary care physician in order to be able to fight the severe 
pain. “Once I went to a doctor who told me that I probably had thyroid problems and 
diabetes. I was supposed to do some tests, analysis, but I do not want to go around, 
to wait in line and everything else. So I do not even know what makes me sick.” 
Social Services, after the attempts described above, decided to contact the local 
Mental Health Centre. “For years I’ve gone to the CSM [Mental Health Centre],
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and sometimes I go back. Those people from the City Hall have advised me to go 
to them, because there was the possibility that I would get a check for disability, 
but it didn’t happen. They gave me a diagnosis of depression and then started the 
request for disability, but they have failed to obtain it. I know very well that I’m 
handicapped. I cannot move, I’m always bad, I feel pain all over, but I was not given 
this blessed certificate … I’m asking myself why they could not accompany me to 
do the certification? By myself I can’t, everything is difficult and tiring. I’m sure if 
someone had come with me to do all these things I had to do, at this point I would 
have what is mine. Instead they invited me to do the trips, to do this and that and 
pass me around from side to side. Social Services have stopped following me and 
now the CSM does not help me anymore. Sometimes they call me and I go with great 
difficulty, but then nothing.” Giorgia is described by the professionals of the CSM 
as a non-cooperative patient, interested only obtaining the subsidy. This outlines an 
incomplete course of treatment where none of the services has taken account of the 
pain that torments and blocks the life of this woman. 

4 Conclusions 

In the narratives presented, we can find all the existential depth of the experience of 
uprooting caused by economic marginality, as well as all the repercussions of the 
vital sadness and the innumerable physical pain caused by daily activities and routes. 
Importantly, we also see all the biographical fractures that affect the perception of 
roles, gender, life cycle, material and symbolic violence. 

Urban suffering is an interpretative category of the encounter between the 
suffering of the people and the social factory they inhabit. Therefore, this proves 
to be an extremely effective paradigm in order to shed light on the deficit of social 
capital and relational quality produced by those welfare policies that trap weak social 
agents in the meshes of temporary housing assistance and assisted living. Such a 
perspective would make it possible to frame the phenomena of the gentrification of 
the real estate market, the industrial crisis, the restructuring of work, the flexibility to 
tertiarization, the precariousness of the educational institution as forms of structural 
violence that are expressed in a daily violence that reinforces inequalities [14]. 

In the Bastogi residential area, the identity of belonging to the local commu-
nity is determined by recognising oneself as a group made up of people living 
in conditions of strong economic hardship, high dependence on institutions and 
poor integration into the world of legal work. There is a sense of belonging that 
does not exclude the frustration and suffering experienced in recognising oneself as 
belonging to a specific social marginality. In the street culture of the Bastogi resi-
dence, which permeates the behavioural codes of many young people and local adults, 
one can easily encounter opposing identities representing a proud rejection of social 
marginality and a defensive denial of one’s own vulnerability. Here a closed horizon 
prevails around a suffering corporeality that progressively relegates itself to a situa-
tion of isolation. From here, the individual finds no other way out than that of painful
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emotions. Job disappointments dot the collected narratives, and their attempts to leave 
illegal work or stay within the conventional labour market tend to find painful resis-
tance, leading eventually to self-destructive behaviour. This resistant culture does 
not define a coherent and conscious universe of opposition, but rather a spontaneous 
archipelago of practices that in the long run have grown into opposing lifestyles and 
behavioural patterns. In a tragically ironic manner, illegality pushes these individuals 
into a lifestyle characterized by violence, abuse and inner fury. Consequently, in an 
intrinsically contradictory essence, street culture rests on the self-destruction of its 
members, or on their complete withdrawal from any social reality, including those 
that are internal, within the context of their homes and neighbourhood. 
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Abstract The urban context of the city of Rome is the result of an urban but also 
socio-economic stratification. From the frenetic development of the central areas at 
the end of the nineteenth century, up to the building speculation of the first half of 
the twentieth century and throughout the sixties, Rome today is characterized by 
highly urbanized areas, and dispersed nuclei of cities in an area of over 1200 km2. 
Municipalities XIII and XIV constitute in this a real representative cross section of 
the Roman context. The dense fabric of the more central historical periphery becomes 
gradually more rarefied, re-aggregating around the GRA motorway ring, and then 
dispersing again into the countryside to the north. Within this fabric there are areas 
of Public Residential Housing (PRH), built between the 40 and 70 s, which still 
today constitute, in the perception of the population, real “urban islands”. These are 
characterized by a lower socioeconomic level than the surrounding deprived areas, 
and a significant increased risk level regarding the access rates to the emergency room 
and hospitalization. All this in the context of an evident centre-periphery gradient of
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these indicators, which can be correlated not only with socio-economic indicators, 
but with the development of these portions of the city itself. The complexity of 
the historical and urban stratification of Rome makes this methodology capable of 
reading in depth the socio-economic dynamics with an impact on health, and of 
effectively planning health, territorial and hospital services. 

Keywords Urban health · Health inequalities · Urban spatial segregation 

1 Introduction 

The urban context of the city of Roma Capitale has specific features that make it 
unique in its kind. Its urban development, quite recent despite the long history of 
the city, can in fact be traced back to 1870, the year in which the unification of 
Italy was completed thanks to its conquest by Italian troops. At that time Rome had 
just over 200,000 inhabitants, and it was little more than a small town surrounded 
by a vast agricultural territory, partly malarial. The first regulatory plans, up to the 
beginning of the twentieth century, set a radial development of the city, but it is 
above all due to the great impulse to building speculation but above all to the urban 
sprawl given by the regulatory plans of the fascist period that Rome begins to assume 
the today’s form. Today, in fact, the city occupies an area characterized by a very 
low population density, which involves major problems related to the availability of 
services and transport in areas that are still dispersed and fragmented in the Roman 
countryside. Furthermore, unlike many other global metropolitan areas, Rome does 
not have a real conurbation, but rather a “valley” of territory, dedicated in various 
forms to primary economy (extractive, to the east, agriculture, and livestock to the 
north and south–east, the sea to the west). The inhabited centers that make up the 
“Metropolitan City” are located at a considerable distance from the center of Rome, 
and, with the exception of the south-east border of Rome, along the Appia and 
Tuscolana routes, two important consular roads [1], the actual inhabited center of 
Rome “has no borders” [2] as it gradually disperses in a sort of “urban explosion” 
[3], where the inhabited area interpenetrates with the Roman countryside. 

The triggering of this process is traced back to the Fascist era, when, contin-
uing with the alleged “modernization” of the medieval-Renaissance urban fabric 
of the center of Rome (process already planned by the first post-unitary General 
Regulatory Plans [3, 4]) thousands of buildings are demolished, with the consequent 
displacement of hundreds of families from the central areas to the so-called “Borgate 
Ufficiali” (intended for Official Villages or Hamlet) [5]. These newly built neigh-
borhoods are arranged in a crown in the Roman countryside, often kilometers from 
the first buildings of the compact urban fabric, with a dual purpose: to remove the 
“classes dangereuses” [3] from the urban center (the official villages are also located 
in the immediate vicinity of the fortresses of the “Fortified Belt” (from Campo 
Trincerato) of Rome [3], and act as urbanization nuclei, with a real strategy of land 
speculation, thanks to the increase in the value of the land located between the center
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and the villages, which have been equipped, at the expense of the community, of the 
services necessary for the urbanization of the hamlets (water, roads, electricity) [3]. 

New neighborhoods of a higher socio-economic level than the Borgate will be 
born around the “Borgate Ufficiali”, which will always be perceived as “hostile” 
areas within the urban fabric that was consolidating, with the real estate boom of the 
1960s [3, 6]. This real stigma still has important consequences today, both on the 
integration of the population of the hamlets first, and of the public housing areas of 
the 70 s and then [5], both in socio-economic terms, and in terms of health [7]. 

1.1 Administrative Divisions 

The Municipality of Roma Capitale (from now on, Rome) covers an area of 1286 km2. 
From an administrative and toponymic point of view, considering the long urban 
stratification that insists on Rome, the Municipality since 2013 has been divided into 
15 Municipalities, autonomous bodies but dependent from an economic point of view 
on municipal central transfers [8]. Municipalities I and II cover the historic center, 
the first, and a first thrust towards the north of the historic periphery, the second a 
half-moon of territory within the first road and railway ring road of Rome. From the 
III to the XV the Municipalities are arranged like the wedges of a cake, including 
a vertex placed towards the center, and a base towards the countryside, except for 
the V and the VI (which however together constitute a further segment, divided into 
as it is among the most populous in the entire Municipality). A further toponymic 
subdivision is that of urban areas (Zone Urbanistiche in Italian, Urbanistic Zones 
or UZs in the text), 155 areas of different sizes and populations, but homogeneous 
from a historical-urban development point of view, uniquely identifiable within each 
Municipality. Finally, at a lower level, we find the Census Sections, or the basic units 
of the census survey, identifiable with an isolated block, also uniquely identifiable 
within the UZ. 

The combination of these subdivisions therefore allows us to read the city from 
multiple points of view: historical-architectural, urban, socioeconomic, and finally 
health [9, 10]. 

1.2 Historical and Urban Planning Overview of the Contexts 
Analyzed 

The context in question is the area of Municipalities XIII and XIV of the Municipality 
of Rome Capital. Like most of the Municipalities of Rome, these are in fact real 
segments of the territory, with an apex towards the center, represented by the I 
Municipio, and a base that borders on the Roman countryside [11]. From a strictly 
geographical point of view, therefore, we have represented in the two Municipalities
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under examination various aspects of the urban fabric of the city, from the most 
central compact fabric, which characterizes the first part of the so-called “historical 
periphery”, that is the strip that immediately surrounds the Aurelian Walls, up to the 
so-called “city-countryside” [3], or those flanges of urban fabric deeply dispersed in 
the countryside surrounding the city of Rome to the north. As can be seen in Table 1, 
there is a real center-periphery gradient as regards the main socio-economic position 
indicators, with a greater concentration of deprivation in the UZs immediately behind 
the GRA, the motorway ring over 50 km long. which surrounds most of the built 
fabric of the city. This phenomenon, already extensively documented [3, 12], could 
be mainly due to a “filter effect” [13], due to the price of the properties, already 
correlated to health outcomes in the Municipality of Rome [9]. In fact, starting from 
its construction, the GRA has constituted an immense flywheel of urban development, 
connecting areas and “hamlets”, even if they have arisen illegally, favoring their 
development and horizontal integration, but not vertical integration, with the most 
central districts.

In detail, the area consists of a total of 14 Urban Areas, covering approximately 
40 km2, equally divided between the two Municipalities. The population density is 
not distributed uniformly, and, in 2018 [14] the UZs with the highest population 
density/km2 are those of the compact historical periphery (Aurelio Nord, Aurelio 
Sud, Medaglie d’Oro), born and developed between the 40 and 70 s of the twentieth 
century, and Primavalle, with the urbanization nucleus constituted by the Historic 
Village at its center. Outside these UZs the urban fabric thins out, gradually leaving 
space for the building typology of the “building”, planned or self-built [15], parallel 
to the compact city, often by the same workers who built the curtained buildings of the 
planned historical suburb [16]. This very extensive phenomenon, well documented 
in the socio-urban literature on Rome [2, 3, 15] has given life to a suburb that 
gradually breaks up into the countryside, agglomerating and dispersing according 
to the opportunities offered by small urbanization nuclei dispersed before, and then 
along the GRA route. These are neighborhoods almost completely devoid of public 
transport [17], services [18], but also places of aggregation, such as squares, libraries, 
or cinemas [19], where meeting places are reduced to large shopping centers that 
have sprung up along the entire GRA [20], and in fact, as previously mentioned, 
without vertical lines of connection with the rest of the Roman urban fabric. 

Within this heterogeneous fabric from a socioeconomic but also urban-
architectural point of view, the units of Public Residential Housing (ERP, from 
Edilizia Residenziale Pubblica, PRH in the text) are inserted. In the area under 
analysis, those planned and built thanks to public initiative, or the result of 
self-organization were considered. These are:

• Primavalle, the historic village built starting in the 40 s to house the deportees from 
the demolition of the historic center. The initial project was drastically transformed 
into a base to the needs of the moment, and only six buildings respect the original 
layout of Guidi (the only, according to some authors, to have a minimum of dignity 
and livability). The building typology is that of the house in line, with buildings 
from three to four floors, and apartments rather small, accessible above all through
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galleries [21]. Since its construction, during the 1940s, the neighborhood has 
revealed itself to be a real ghetto for the inhabitants, mostly coming from the 
gutted areas of the historic center.

• Quartaccio and Torrevecchia [22, 23], two large PRH complexes resulting from 
the housing assistance policies of the 1960s. Built in the late 1970s, based on 
contested and problematic projects, these appear as structures made up of large 
volumes of concrete, with an architecture characterized by elements that can be 
traced back in all the PRH interventions implemented in Italy in those years.

• Former-Bastogi (or simply Bastogi), built as a service motel for an airline, aban-
doned and finally occupied in the mid-1980s by the housing struggle committees. 
The complex consists of six buildings of 4 floors each, with the ground floors 
originally used as services which, except for some spaces used for common use 
(a kindergarten, associations, a gym), have also been divided and occupied. The 
whole complex, which covers an area of about 5 hectares, is surrounded by a 
retaining wall that delimits the perimeter. Around there are very few services and 
a lot of green in a state of neglect. All these characteristics combine in the Bastogi 
as an island, from a physical point of view but also “cultural”, especially as regards 
the perception that the surrounding context has. 

2 Objective, Materials and Methods 

2.1 Objective 

The aim of this work is to describe demographic, socioeconomic, and urbanistic 
characteristics of neighborhoods that include ERP areas and evaluate whether there 
are differences in hospital care and Emergency Department (ED) in populations 
living in PRH areas in the Municipality of Rome compared to those living in the 
surrounding urban areas, within neighborhoods. 

2.2 Materials and Methods 

This observational study was conducted considering areas identified based on a 
preliminary knowledge of the territory, as descripted previously. As for the iden-
tification of the PRH areas, these have been bounded using Google Earth Pro soft-
ware. The same software, through the GIS functions, has allowed the identification 
of the correspondent census tracts. The shapefile, available on the ISTAT institutional 
website, containing the codes of the 2011 Census Sections [24], the territorial survey 
units, was superimposed on the perimeter polygon. Once the codes were identified, 
for each Section the information available on the public record layout of the 2011 
Census was extracted, and the data were regrouped by Municipalities and UZs.
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The participants in the study were the residents in the areas of interest as registered 
in the registry office of Rome. Regularly, the registry office provides the Department 
of Epidemiology with a complete extraction of the individuals registered at that 
moment. In addition to personal information, these databases contain the census 
section of residence of the individuals that was used to select the study population. 

The hospitalization and access to ED rates were calculated from 2011 to 2019. 
First, for every year under study, all the hospital discharge records were extracted 
from the regional Hospital Information System (SIO). This database contains either 
demographic and clinical information about all the hospital discharges in the Lazio 
region since 1997. In addition, any discharge of residents occurred outside the Lazio 
region were also considered. From the total number of hospitalizations, only acute 
hospitalizations were selected, while the records of healthy newborns were excluded. 

Next, as regards access to Emergency Department (ED), all the access records in 
the same period were extracted from the regional Emergency Department Information 
(SIES, from the Italian Sistema Informativo per Emergenza Sanitaria). This database 
contains clinical information on all the visits in the emergency departments of the 
Lazio region since 2000. 

All the Information Systems cited above, and the registry office data can be 
deterministically linked together using an anonymized code uniquely assigned to 
everyone. This code made it possible to select hospital discharge and emergency 
department visits only for individuals residing in the areas under study. 

Access to emergency room and hospitalization rates were stratified by sex and 
UZs and calculated using 10-year age classes with the oldest group being 70 or more 
years. Rates were also calculated in the same way for the PRHs, except for Bastogi 
that required further aggregation by age, with the oldest age group being 60 years 
or more. Rates were calculated for either the entire period and stratified for three-
year periods 2011–2013, 2014–2016, and 2017–2019. Age-standardized rates were 
also calculated using the 2011 Italian population as a reference to allow comparison 
between the PRHs and the UZs. 

3 Results 

As stated before, XIII and XVI municipalities extend from the city centre to the 
suburbs incorporating heterogeneous urban and socio-economic contexts. Table 1 
contains some socioeconomic and urbanistic indicators calculated by PRH and UZ. 
Considering the UZs, the population density ranges from high values in the more 
central areas to low values in the more peripheral. As regards the percentage of 
buildings in bad conditions, the XIII municipality shows an urban–rural pattern with 
a minimum of 4.2% in Aurelio Sud (18a) and a maximum of 26.2% in Casalotti 
di Boccea (18e), while in the XIV municipality it doesn’t seem to be present such 
pattern with a minimum of 1.7% in Medaglie d’Oro (19a) and a maximum of 29.3% 
in Ottavia (19c), excluding Pineto (19f) which is mostly covered by the homonymous 
urban park. The unemployment rate in the XIII municipality ranges from 4.8% of
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the UZ of Aurelio Sud (18a) to a maximum of 8.3% of Fogaccia (18c) while, in the 
XIV municipality, from a minimum of 4.5% in Medaglie d’Oro (19a) to a maximum 
of 9.1% in Ottavia (19c). As regards the percentage of families living in non-owned 
houses, the XIII municipality shows higher values in the more central areas, more 
expensive on average. The XIV municipality, instead, shows similar percentages in 
UZs very distant from each other (Medaglie d’Oro, 19a and Santa Maria di Galeria, 
19h) with a maximum in Santa Maria della Pietà (19d). Finally, the crowding index, 
which relates the population with the living space of the houses, shows low values 
in the more central UZs (Aurelio Sud 18a, Aurelio Nord 18d and Medaglie d’Oro 
19a) and high values in UZs next to GRA, like Casalotti di Boccea (18e) and Santa 
Maria della Pietà (19d). 

From a demographic perspective (Table 2), also, there are significative differences 
among the UZs that make up the two municipalities. Considering the central year 
of the study period (2015) the age distribution results more concentrated on the 
youngest ages as getting away from the city centre: in the XIII municipality the 
median age ranges from 41 years (IQR: 33) in the UZ of Boccea (18f) to 50 years 
(IQR: 36) in the UZ of Aurelio Nord (18d) while in the XIV municipality it ranges 
from 39 years (IQR: 31) in the UZ of Castelluccia (19 g) to 49 years (IQR: 38) in 
the UZ of Medaglie d’Oro (19a). As can be seen in the Fig. 1, which shows the 
standardized rates stratified by sex, there is also a considerable heterogeneity in the 
hospitalizations and ED visits that, in both cases, display an urban–rural gradient.

The PRH areas under study are located within 3 different UZs: Fogaccia (18c), 
Primavalle (19b) and Santa Maria della Pietà (19d). From a socio-economic point of 
view the PRHs represent a disadvantaged portion of the UZs to which they belong: 
higher share of individuals with low education except for Quartaccio, higher share of 
buildings in bad conditions, higher unemployment rates and higher crowding index. 
Also, the individuals residing in the PRHs represent a demographically different 
population with respect to the total population of its UZ. Table 2 shows the mean 
number of residents, the median age and the age interquartile range of the population 
in the PRHs and in the UZs to which they belong, stratified by sex and three-year 
periods. Looking at the temporal trends of the number of residents, it is interesting to 
note that while in all the UZs this number remains rather stable in the second period 
and increases in the last one, in the PRHs it shows a constant decrease. 

Tables 3 and 4 show the crude and standardized rates of hospitalization and access 
to ED visits only for the PRHs under study and the UZs that contain them. As it can 
be seen from those tables, there is an excess of hospitalization and access to ED visits 
in the PRHs either in crude or in standardized measures.

This excess is made clearer by looking at the Table 5 that shows the rate ratio 
of standardized rates in each PRHs using the corresponding UZ as reference, with 
Torrevecchia having the lower and Bastogi the highest excess in hospitalizations and 
ED visits.
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Table 2 Demographic characteristics of population living in PRH areas and in the corresponding 
UZs 

Sex Urbanistic 
zone/public 
residential 
housing 

2011–2013 2014–2016 2017–2019 

Average 
population 

Median 
age 
(IQR) 

Average 
population 

Median 
age 
(IQR) 

Average 
population 

Median 
age 
(IQR) 

Male 18c 
FOGACCIA 

13,926 41 (33) 13,922 42 (34) 14,337 43 (34) 

Torrevecchia 1323 44 (39) 1240 46 (39) 1129 48 (41) 

Bastogi 597 34 (32) 595 35 (34) 547 34 (35) 

19b 
PRIMAVALLE 

27,062 44 (34) 26,476 45 (34) 31,128 48 (36) 

Primavalle 3019 43 (35) 2920 44 (36) 2729 46 (36) 

19d SANTA M. 
DELLA PIETA’ 

10,534 39 (32) 11,155 40 (33) 12,096 40 (34) 

Quartaccio 1592 37 (31) 1441 39 (32) 1293 41 (34) 

Female 18c 
FOGACCIA 

14,909 43 (33) 14,993 45 (33) 15,382 46 (33) 

Torrevecchia 1477 50 (34) 1412 51 (35) 1307 53 (36) 

Bastogi 641 36 (31) 632 39 (32) 571 42 (32) 

19b 
PRIMAVALLE 

31,495 47 (35) 31,128 48 (36) 30,475 49 (36) 

Primavalle 3452 48 (38) 3405 49 (38) 3191 50 (37) 

19d SANTA M. 
DELLA PIETA’ 

11,048 40 (31) 11,662 41 (31) 12,602 42 (31) 

Quartaccio 1716 41 (31) 1512 42 (31) 1363 45 (32)

4 Discussion 

The results show an interesting pattern of the distribution of the variables under 
consideration. There is a strong center-periphery gradient, consistent with the urban 
development of Rome in terms of socio-economic composition. This gradient, within 
a large and complex urban context such as that of the Municipality of Rome, takes on 
peculiar forms. The distribution of the investigated outcomes, in fact, corresponds to 
a possible urban-architectural reading of the history of urban development in Rome, 
which follows a precise socio-economic pattern due in part to the phases of birth and 
growth of these contexts, described above. 

The main indicators of social deprivation, i.e. low level of education, unemploy-
ment rate, share of residents in rent or other title, and crowding index, have the lowest 
values in the most central UZs, which are not only the richest but also, as described 
previously, more compact, and generally more urbanized than the peripheric ones, 
and an increasing gradient moving away from the more central areas, but with a 
tendency to concentrate in the UZs close to the GRA, i.e. 18e Casalotti di Boccea,
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Fig. 1 UZs standardized ED access and hospitalization rates

Table 3 Hospitalizations 

Sex Urbanistic 
zone/public 
residential 
housing 

n Crude 
rates 

CI 95% Standardized 
rates 

CI 95% 

inf sup inf sup 

Males FOGACCIA 18,528 146.4 146.4 146.4 157.9 155.6 160.3 

Torrevecchia 2110 190.5 190.0 191.1 180.5 172.8 188.5 

ex-Bastogi 976 187.2 186.1 188.2 246.1 226.7 267.1 

PRIMAVALLE 38,531 161.3 161.3 161.4 159.8 158.2 161.4 

Primavalle 4865 187.1 186.9 187.3 188.4 183.2 193.8 

SANTA M. 
DELLA PIETA’ 

14,177 139.9 139.8 139.9 159.7 156.9 162.5 

Quartaccio 2234 172.1 171.8 172.5 206.6 196.7 217.0 

Females FOGACCIA 21,906 161.3 161.2 161.3 162.6 160.5 164.8 

Torrevecchia 2600 206.5 206.0 207.1 190.1 182.6 197.9 

ex-Bastogi 1167 210.9 209.6 212.2 238.7 223.9 254.5 

PRIMAVALLE 47,318 169.4 169.4 169.4 158.8 157.3 160.2 

Primavalle 6036 200.3 200.0 200.5 188.1 183.2 193.1 

SANTA M. 
DELLA PIETA’ 

16,388 154.7 154.7 154.7 161.5 159.0 164.0 

Quartaccio 2566 186.3 185.9 186.7 200.2 192.2 208.5
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Table 4 Access to emergency department 

Sex Urbanistic 
zone/public 
residential 
housing 

n Crude 
rates 

CI 95% Standardized 
rates 

CI 95% 

inf sup inf sup 

Males FOGACCIA 44,879 354.6 354.5 354.8 360.0 356.6 363.4 

Torrevecchia 5644 509.7 506.0 513.4 509.6 496.2 523.3 

Ex-Bastogi 3295 631.8 619.8 644.1 720.7 689.5 753.3 

PRIMAVALLE 75,910 317.9 317.8 317.9 317.4 315.1 319.6 

Primavalle 12,377 476.0 474.6 477.4 475.5 467.2 484.0 

SANTA M. 
DELLA PIETA’ 

35,243 347.7 347.5 347.9 353.4 349.5 357.3 

Quartaccio 6274 483.4 480.5 486.3 515.8 501.1 531.0 

Females FOGACCIA 48,293 355.5 355.3 355.6 359.9 356.7 363.2 

Torrevecchia 5753 457.0 454.4 459.6 463.0 450.7 475.7 

Ex-Bastogi 3564 644.1 632.3 656.2 647.5 624.6 671.4 

PRIMAVALLE 89,487 320.4 320.3 320.5 318.7 316.6 320.9 

Primavalle 13,489 447.5 446.5 448.6 454.0 446.1 462.0 

SANTA M. 
DELLA PIETA’ 

36,599 345.5 345.3 345.7 346.4 342.8 350.0 

Quartaccio 6541 474.9 472.4 477.6 478.6 466.6 490.8

18c Fogaccia, 19d Santa Maria della Pietà. The outermost areas (18f Boccea, 19g 
Castelluccia and 19h Santa Maria di Galeria), although with overall slightly better 
indicators than 18e, 18c, 19d, as low education or unemployment rate, show rather 
absolute high deprivation indicators, in line with what has been described by other 
authors [2, 6, 19]. These results, however, are affected by the small population, 
scattered over a territory which, only for the portion outside the GRA of the two 
Municipalities in question, exceeds 150 km2. This dynamic could be partly due to 
the urban history of each of these areas: the most central ones were born and devel-
oped on a unitary project, which framed them from the planning stage as towns (with 
large buildings, a compact fabric, well-functioning articulated on the territory). The 
areas of the extreme periphery, on the other hand, can be defined as a real “city-
countryside” [18]. Those close to the GRA have a semi-spontaneous origin, with a 
tumultuous and fragmented development starting from small, very localized places 
of interest (small factories, commercial activities, historic villages,), while the one 
between the central compact fabric and these semi-disperse developed mainly with a 
medium–low socio-economic connotation during the phases of the Italian real estate 
boom [3]. 

This socioeconomic, and urbanistic, gradient certainly has repercussions [25] on  
the use of health services, with an evident gradient, as highlighted in Fig. 1, which 
can be roughly defined as “center-periphery”, also in this case with the specification 
concerning the UZs close to the GRA, which present the worst indicators overall. As
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highlighted by the literature on social inequalities in health [26], these indicators not 
only are associated with exposure to risk factors, but also affect the health outcome 
following exposure. This is therefore reflected in greater social vulnerability both 
in terms of risk and in terms of people’s ability to deal with the disease once it 
manifests itself. In this case it is therefore evident how a socio-economic gradient, 
in particular concerning “strong” determinants such as education and work [10, 27], 
in a global context of increased exposure, leads to worse consequences for health, 
with a necessary increased use of secondo level assistance services such as hospitals 
and emergency departments. 

The PRH areas, on the other hand, always show far worse socioeconomic and 
urbanistic indicators than the UZs in which they insist. The population density in 
particular shows a clear difference between the PRH area and the corresponding 
UZ, even if the data obviously suffers from the non-built-up areas, which inevitably 
are greater when the data is evaluated on the neighborhood scale. A more specific 
indicator is certainly the crowding index, for which the PRH areas have values 
(calculated on the 2011 Census) higher than all the UZs examined. These results 
indicate a particular concentration of socioeconomically deprived population within 
the PRH areas, which, at least according to these results, are like ghettos within which 
a population with poor perspectives of real improvement of their material conditions. 

Consistently with the socio-economic evaluation, the PRH areas identified show 
very high ED visits rates, even three times higher than those of the more central UZs of 
the XII and XIV Municipalities. In particular, the figure of Bastogi, despite having a 
rather young population (with an average age of around 40yo for females and 35yo for 
males in the time intervals considered), stands out for impressive results, especially 
as regards the accesses to ED of females. This result is partly explained by late 
access to services [28], partly due to stigma, partly due to geographical accessibility 
problems, which leads the population to directly access second-level services rather 
than following the process of territorial health services. This has repercussions in a 
consistent increase also in the hospitalization rate. The results highlighted in terms 
of rate ratios confirm what is highlighted by the rates: the PRH areas under analysis 
present constantly increased risks compared to the UZ in which they insist. Once 
again, while the nuclei of Quartaccio, Torrevecchia and Primavalle are substantially 
aligned, with risks increased between 10 and 30% as regards hospitalizations, and 
with risks increased between 30 and 50% as regards instead access to ED compared to 
the population residing in the surrounding areas in the same UZ, Bastogi stands out. 
The population residing in Bastogi has in fact a 50% higher risk of hospitalization 
compared to the Fogaccia UZ, and a double risk of access to the emergency room 
for males and increased by 80% for females. 

The measures presented have limitations to answer the study question proposed. 
Although the use of hospital and emergency care are relevant indicators of the quality 
of health assistance offered to the population, both in terms of accessibility and 
appropriateness of care, they should be supported by other data and indicators to allow 
a comprehensive evaluation of the level of the quality of care, as they are affected 
by many other different dimensions, such as the prevalence of diseases, the number 
of providers in the territory, the organization of primary health care, the individual
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socioeconomic status. In addition, we did not include relevant confounders, such 
as the individual socioeconomic status, which affects health and in turn the access 
to care. However, the results match with those derived from the Census, which 
indicate the more deprived areas as those with the highest rates of hospitalization 
and emergency room use. At last, limitations inherent of the study design should 
be mentioned: the population was not followed-up as in a longitudinal study, rather 
averaged populations was used as denominators of the rates that can reduce the 
accuracy of the measures. 

5 Conclusions 

Complex and stratified urban contexts such as that of Rome require an integrated 
reading possibility, which considers the qualitative tools of urban planning, architec-
ture and urban sociology, and the quantitative tools of current statistics [29]. Along-
side these, as a possible further model for further study and conjunction, there may 
be social epidemiology which, through the reading of health information flows, can 
also allow forms of socio-health intervention based on the principle of equity [30]. 
This study, albeit with the limitations highlighted, is intended to be a contribution in 
this direction. Furthermore, this approach makes it possible to highlight the existence 
of social inequalities in health that exist even in very limited urban areas, such as 
PRH areas, even when these are integrated from an urban point of view within the 
surrounding urban fabric [31]. The existence of these inequalities demonstrates the 
need to build a model of assistance and care capable of reading the complexity of 
urban contexts. 
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1 Introduction 

The relationship between the built environment, urban development, and health is 
an ancient theme, but of strict topicality. In 2020, more than half of the world’s 
population lives in urban environments [1], and, despite the SARS-CoV-2 pandemic 
showing how great the health challenges are for cities, urban growth continues, 
albeit at a slower pace [2]. While until the nineteenth century the main challenges 
concerned infectious diseases, today, net of the problems that emerged during the 
SARS-CoV-2 pandemic, more and more attention is being paid to the prevalence 
of chronic-degenerative diseases, in terms of social, economic, and human costs, 
also due to the growing impact of social inequalities in health [3]. This attention has 
been translated, by international organizations, into the definition of the Sustainable 
Development Goals (SDGs), in particular: Goal 3—Good Health and Well-being, 
and Goal 11—Sustainable Cities and Communities [4]. Cities play an important role 
in promoting health, with 70% of the world’s population living in urban areas, and 
increasing urbanization requires adequate spatial planning. Improving health policy 
and designing a fair, shared, and harmonious urban system is an objective to be 
achieved. 

Precisely in the context of these initiatives, the National Prevention Plan [5], the 
main public health programming tool in use in Italy, has paid strong attention to the 
theme of urban planning, and how skills in this area must be increasingly present in the 
professional baggage of public health professionals. In particular, the plan foresees a 
strong investment in PP1—Health Promoting Schools, PP2—Active Communities, 
PP5—Safety in Living Environments. These include a series of actions aimed at 
communities, political decision-makers, and institutional stakeholders to intervene 
on the urban environment improving ergonomics, usability with particular attention 
to the most fragile people, accessibility in safety, and in general terms, equity in 
access and use. 

1.1 The Context of Rome 

In this sense, the City of Rome Capital represents an important challenge, both in 
terms of urban planning and public health [6–8]. Rome is the capital (henceforth 
Rome) is a city of about 2.7 million inhabitants, therefore not particularly popu-
lous, especially compared to the great Asian megalopolises, but distributed over an 
area of over 1200 km2, just under the extension of Greater London [9]. The result 
is therefore that of a deeply dispersed city, with a central nucleus, corresponding 
approximately to the perimeter of the Aurelian walls (III century DC), an expansion 
belt dating back to the period of transformation of the city into the capital of Italy 
(late ‘800, the ’10 s of the twentieth century), a historic suburb developed between the 
two world wars, alternated with the compact fabric of urban development of the’60 
and ’70 s, and finally a crown of so-called “boroughs”, planned or abusive, which
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have accompanied the entire development of Rome, from the Unification of Italy 
to today [6, 10, 11]. It is, therefore, an urban fabric, and social, heterogeneous but 
well recognizable, characterized by a mixed morphology, in which alternate compact 
cities, especially characterized by large curtain buildings, a semi-peripheral belt but 
still wealthy, cottages and especially buildings, and finally a fabric dispersed in the 
Roman countryside, sometimes distant dozens of kilometres from the city centre, 
characterized by cluttered agglomerations of buildings and single or multi-family 
villas. 

There are therefore more cities in the urban context of Rome [12], each with its own 
urban, morphological, socio-cultural, and socio-economic specificities. However, a 
feature that unifies the whole city is its very strong dependence on private transport 
in terms of mobility. The rail network is very deficient, consisting of two complete 
subway lines, one line now open only for half of the planned route, three suburban 
regional railway lines, and a railway network with very few stations, despite its 
extension, even and above all because of the lack of a “network effect” considered 
the lack of connection between its parts and the almost total absence of real intermodal 
nodes, necessary for a real “network effect” [13], so much so that only 1% of the 
movements detected can be classified as “intermodal”. 

The urban form of the city itself, therefore, is developed to ensure the maximum 
availability of space for private cars, both in terms of road sections and parking, 
but the demand is so high that Rome is one of the most congested cities in the 
world and with the highest rate of cars per capita in Europe, or about 900 vehicles 
per 1000 inhabitants [14]. Despite this, most of the journeys could be replaced by 
public transport or sustainable mobility, as proposed by the PUMS (Piano Urbano 
della Mobilità Sostenibile - Urban Sustainable Mobility Plan) of the Municipality 
of Rome, which indicates, at the level of the plan scenario, the transfer of 10% from 
private mobility to public mobility and rapid mass transport [15]. 

Surely therefore it will be necessary to improve the infrastructural endowment 
of the city, and in this sense moves also from the European Recovery Plan, inte-
grated with governmental resources, that allocates 5,393 e million, precisely for 
the strengthening of infrastructures, in particular railway and metropolitan of the 
Municipality of Rome, as they will be destined to the recovery of this gap consisting 
national and local funds also tied to great events. Alongside this “macro” work, 
however, it is necessary to develop a finer, more widespread work that acts on the 
consolidated urban context in terms of timely adjustments and neighbourhood inter-
ventions, capable of changing the perception of public space to promote its liveability, 
usability, and ultimately, improve the health of the population. 

1.2 Walking as a Component in the Urban Mobility 

Walking is therefore one of the main ways of moving within the urban environment. 
It is a modality that can be used exclusively, i.e., without using public or private 
means, but it is also and above all the main way to integrate the others [16]. As for all
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other forms of mobility, it requires compatible individual characteristics (obviously 
linked to the motor skills of the individual) [17], but also spatial characteristics that 
favour it, or at least do not hinder it [18]. If the individual characteristics depend on 
the single person, and there are very few possibilities of control over them beyond the 
possible biomedical interventions, the spatial characteristics, linked to urban design, 
can be measured, even stratifying them based on the motor skills of the individual., 
but above all they can be modified, acting on the project and the very shape of the 
urban space [19]. 

Decomposing the factors related to walkability into measurable elements of the 
urban space requires qualitative and quantitative analysis, capable on the one hand 
of identifying the main dimensions linked to it from the individual point of view of 
the pedestrian, in the various age groups, based on individual needs and collective, 
on the other hand to understand those structural elements that may or may not favour 
it. 

The pedestrian component represents a significant share of Roman mobility with 
over 5% of the total journeys in the territory of Rome carried out on foot [14]. The 
evaluation is carried out based on a series of integrated actions for the promotion of 
pedestrian traffic in all areas, whether central or peripheral, of the urban territory. 

The objective of this study is to present a model of the connection between health 
institutions, universities, and local administration for the measurement of walka-
bility, the development of urban projects, and interventions to promote walkability. 
In this sense, the proposed work is a contribution to the discussion, from a scientific 
point of view, but also from a cultural point of view, with the proposal of an inte-
grated approach for measuring the walkability of neighborhoods, integrating different 
characterization methodologies with the purpose of public health [20, 21]. 

2 Objective, Materials and Methods 

In this article data coming from different sources are integrated, to obtain a complete 
picture of the territory. Census data have been collected for the following purposes:

• identify some “test areas” with different social and building characteristics, where 
apply the integrated analysis.

• collect information in each selected area about demographic, social and housing 
condition of the population. 

At the same time, to understand the territorial appeal for the population, in terms of 
safety, pleasantness, urbanity and practicability, an already validated method to eval-
uate these streets characteristics has been used. Five test areas, each corresponding 
to a portion of a specific neighborhood, have been identified as settings in the Munic-
ipality of Roma Capitale (Fig. 1). These all fall within the territory of the ASL Roma 
1, and are: San Saba, in the I district, Trieste-Salario and Villaggio Olimpico, in the 
II district, Sacco Pastore and Tufello, in the III district.
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Fig. 1 Environmental Island identified in the context of the urban fabric of Rome 

2.1 Census Data 

The identification of the test areas included in the study took place based on a 
preliminary knowledge of the territory. These are in fact in the Municipalities I, II, and 
III of Roma Capitale, falling within the area of ASL Rome 1, as already said before. 
Once the areas were identified, the five test areas were then perimetered using Google 
Earth Pro software. The same software, through the GIS functions, has allowed 
the identification of the road sections under examination, and some preliminary 
measurements (length of the sections, slope, surface of the Environmental Island). 
The shapefile, available on the ISTAT institutional website, containing the codes of 
the 2011 Census Sections [22], the territorial survey units, was superimposed on the 
perimeter polygon. Once the codes were identified, for each Section the information 
available on the public record layout of the 2011 Census was extracted, and the data 
were regrouped by Environmental Island and Urban Zones. 

2.2 T-WSI, Training and Measurement 

A method used was already applied to assess the walkability of several districts of 
the city of Rome, based on direct observation. The instrument, called the Walking 
Suitability Index of the Territory [23], measures the pedestrian usability of the streets 
of a neighborhood.
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The scoreboard includes 12 indicators, distributed into 4 categories: walkability, 
safety, urbanity, pleasantness [23]. This instrument has been previously tested, 
evaluated, and validated [24]. 

1. practicability: describes the real possibility of practicing the road, focusing on 
the difficulties caused by existing physical defects; this category includes the 
following three indicators: bottom (state of the pavement), obstacles (existence 
and frequency of encumbrance), and slope. 

2. safety: the protection against accidents that the road equipment provides; this 
category includes: protection from speed (vehicle speed limitation provisions), 
lighting, and crossings. 

3. urbanity: takes into account all aspects of hospitality, comfort, attractiveness, 
vitality that a road can develop, depending on the facilities available; this cate-
gory includes: width (width sidewalk), equipments, and social and commercial 
activities and services (eg shops, churches, post offices or functional complexity 
of the exercises on the road and that make it alive). 

4. pleasantness: concerns the sphere of well-being, considering that the subjective 
perception of environmental pleasantness can influence the choice of taking a 
walk; this category includes: traffic, building context (type of buildings present, 
how many low and separated, and how many high and compact) and green. 

Each indicator is given a score: excellent (val. 1), voucher (val. 0.7), poor (val. 
0.35) and very bad (val. 0). The tool allows you to measure the pedestrian accessibility 
in each street of an area, highlighting the possible critical issues that could hinder 
pedestrian accessibility. The assessment aims to highlight how much the overall 
situation leads to walking on the road, even for users with difficulties. 

The first step concerned multidisciplinary training, to standardize technical skills 
during the survey. There was an opportunity for a meeting between figures from 
different disciplines and contexts, sharing the goal between professionals in both the 
health and non-health fields. With the participation of the Department of Construction 
and Environmental Civil Engineering for the operators of the Prevention Department, 
such as doctors, prevention technicians, and nurses, the training action was, from 
the outset, action oriented. The theoretical acquisition, for Public Health personnel, 
on the use of the “walkability” assessment tool, was concretized by applying the 
assessment in training inspections. 

The training objective was, considering the multidisciplinary and skills, to inno-
vate the knowledge of all the professionals involved in the project. The path has been 
structured in three distinct but preparatory phases to each other:

• first phase: classroom training activities;
• second phase: field training;
• third phase: inspection activities. 

It has been a fundamental process because the role of the Health Service in the 
field of urban policies has become, over time, increasingly relevant, and there is a 
need to develop activities in the Prevention Departments such as preventive assess-
ments and analyses on territorial health. It is necessary to involve all personnel who
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can contribute to urban and environmental regeneration and have a positive impact 
on health in the Community, as this could be a good basis for supporting public 
administrations in the decision-making process on local development policy to foster 
improvement. 

3 Preliminary Results and Discussion 

The Municipality of Rome has various levels of territorial subdivision, those of 
interest of the study are the administrative subdivision and the toponymic subdivision: 
the first concerns the Municipalities, the second the Urban Zones (UZs, from the 
italian “Zone Urbanistiche, ZU”) [25]. 

Starting from 1972 in the city of Rome 20 districts were established and subse-
quently reorganized in 2013 into 15 Municipalities, at the same time in 1977 the 
municipalities were divided into 155 Urban Zones, characterized by an alphanumeric 
code, consisting of the number of the decentralization body (district/municipality), 
and a letter indicating the relative territorial portion, this to allow a better planning 
and management of the territory, also for static purposes. 

The population density of the Roman territory in 2019 was equal to 2213.3 inhab-
itants per km2. The most densely populated areas are Municipality V (9049.5 inhab-
itants per km2) and Municipalities II and I located in the central area of the city 
(respectively 8525.4 and 8330.5 inhabitants per km2). On the other hand, the less 
densely populated ones are Municipality XV (857.2 inhabitants per km2) and Munic-
ipality IX (1001.3 inhabitants per km2) [15]. In terms of density, three municipalities, 
the I, II and V, are characterized by a density that is four times the average of the 
entire city with the V municipality reaching 2255.69 ab./km2. 

With the PGTU (General Urban Traffic Plan) approved in 2015, Rome has decided 
to update its mobility planning tool in relation to the criticalities that have emerged 
and the transformations that have taken place in recent years. The intervention areas 
of the new PGTU include the “environmental islands” (EI, from the Italian “Isola 
Ambientale”) which are defined as urban areas enclosed within each grid of the main 
road network, and the road network it serves is therefore made up only of local roads 
[26]. They are called “islands” as they are internal to the main road network and 
“environmental” as they are aimed at recovering the liveability of urban spaces. 

3.1 Census and Context Variables 

The table shows the concentration of the population in the UZs and EIs under study, 
the breakdown into age classes, and the relative percentage, comparing the EIs with 
the UZs in which they insist and with the average of the Municipality of Rome. 
The UZs and the related EIs considered appear to be different from each other. The
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UZ 2E-Trieste is the one with the highest number of inhabitants: 49,259 while 2A-
Villaggio Olimpico is the one with the smallest number of inhabitants 2677. For the 
EIs, we have values ranging from 8704 (the highest value for Sacco Pastore) to 1308 
people residing in the Villaggio Olimpico. 

The ZU 2E-Trieste has a larger area (371 ha), 4H-Sacco Pastore the smaller one 
(47 ha) while it is different for the EIs: it goes from the Villaggio Olimpico with 
19.10 ha to the Tufello with 27.40 ha. 

All the urban planning areas and the related EIs under study have a population 
density higher than the average of the Municipality of Rome, an expected result as 
areas of consolidated urban fabric have been included, also based on the dispersion 
problems present in Rome and previously discussed. In particular, the EIs are more 
densely populated than the average of their Urban Planning Zone, with Sacco Pastore 
that exceeds, as an EI, 42,000 residents per km2. 

For the age class 0–19, the UZ and the EI of the Villaggio Olimpico is the lowest 
(well below the average of the Municipality of Rome), while the highest value of 
population residing in this age group belongs to the UZ/EI 2E-Trieste/Trieste Salario. 
All the EIs and UZs considered have a resident population in the 0–19 age group 
below the average of the Municipality of Rome. This result is also in line with expec-
tations, as there is an unequal distribution of the resident population by age groups in 
Rome, also due to socio-economic dynamics [7]. Similarly, all Environmental Zones 
and related EIs have a higher-than-average resident population in the 70–99 age 
group (lowest value for Trieste/Trieste Wage; highest value for Villaggio Olimpico). 

Regarding the context variables, from a socio-economic characterization point of 
view, all the UZs considered, and the related EIs appear to have a percentage of the 
population with a low level of education below the average of the Municipality of 
Rome, with the sole exception of Tufello, which is also one of the areas with the 
lowest level of education of the entire Municipality of Rome [12]. 

If we consider the unemployment rate (obtained from the ratio n. unem-
ployed/active population) the lowest value is totaled by the UZ of Trieste (4.52), 
the highest by the Tufello (10.33). For the EIs, the lowest value for Sacco Pastore 
(5.45), the highest once again for Tufello (11.72) compared to an average value on 
the Municipality of Rome of 6.50. Regarding the state of use of the properties, the 
share of “rent or other titles”, which in the census survey also includes Public Resi-
dential Building, compared to an average value of 30.11 in Rome, the highest value is 
obtained by the 4I-Tufello Urban Planning Zone (68.49), the lowest value 4H-Sacco 
Pastore 24.92. For the EIs: the highest value for Tufello was 77.91, the lowest value 
for Villaggio Olimpico was 23.21. All the UZs and EIs have a crowded index (total 
population/surface of the dwellings occupied by at least one resident person) lower 
than the average (2.53) with the only exception of Tufello (UZ 2.97, EI 3.01). It is 
good to specify how this result derives from the evaluation of the available residential 
area to the number of inhabitants, and is not an indicator of urban population density, 
previously exposed. 

As far as the state of conservation of buildings is concerned, we have a heteroge-
neous situation. The rate of buildings in a poor state of conservation is found in the 
UZ and EI of Sacco Pastore respectively 44.38 and 42.22, the lowest in the UZ and
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EI of the Villaggio Olimpico respectively 4.76 and 0.00, against an average of the 
City of Rome of 12.57. The survey is influenced by the redevelopment interventions 
carried out in the context of the Villaggio Olimpico in recent years. 

The variable % empty dwellings calculated as Empty dwellings/total dwellings is 
also heterogeneous: average value Municipality of Rome: 9.42; Aventine UZ: 21.86; 
Villaggio Olimpico 0.81 and its EIs: San Saba: 17.23; Villaggio Olimpico: 1.22. 

Analysing the functional mix, or the relationship between residential buildings 
on the total of buildings in the area, the lowest values are obtained for the UZ and the 
related EI of Tufello (respectively: 16.87 and 9.55), higher values for the UZ of the 
Villaggio Olimpico 50.00 and the Trieste-Salario EI 38.67, compared to an average 
of the Municipality of Rome of 20.96). All Urban Planning Zones and EIs, with a 
high residential vocation, have a rate of large buildings (with more than 8 interiors) 
well above the average of the Municipality of Rome. Likewise, if we consider the 
buildings built before 1946, we can see that there are UZs that exceed the average of 
the municipality of Rome: Tufello, Aventino (a.i. San Saba), and Trieste (a.i. Trieste-
Salario) and others that are lower: Villaggio Olimpico and Sacco Pastore. The latter 
two were built in practically a single solution, the first for the 1960 Olympics in 
Rome, the second during the years between 1946 and 1960, the so-called decades of 
the building boom in Italy [27], a characteristic that can also be deduced from the 
extremely compact and uniform fabric of buildings on the EI. 

Low, for all areas, are the percentages of buildings built in the years after 1990 
(average value: 15.39; UZs/EIs value considered in many cases 0, proof that it is an 
urban fabric now consolidated). Finally, all the UZs and EIs considered have lower-
than-average percentage values of masonry buildings; higher percentage values if, 
on the other hand, the variable % of reinforced concrete buildings are considered. 

3.2 Walkability Index Measurement 

Unlike the instruments that allow a remote measurement [28–30], the one presented 
requires a specific training path and above all, a detection carried out directly on site. 
This represents a limit in terms of necessary resources, but it allows us to know the 
territories in-depth, through the collection of photographic material, but above all 
by effectively evaluating the conditions of the contexts, following their paths, and 
being able to form an idea of any problems, for example, emerged in the inspections 
presented, about obstacles or general conditions related to more subjective factors, 
such as pleasantness or perceived security, but that surely make the difference in 
terms of perception and usability of a context, especially for the most fragile or 
vulnerable categories of the population. 

Figure 2 shows the scores measured in each EI. In general safety and urbanity show 
low scores, while practicability and pleasureness result more satisfactory, although 
some exceptions are observed (e.g., Sacco Pastore). In average, this results in a low 
T-WSI value. This differences in the neighborhood characteristics cause variability
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Fig. 2 Walkability level measured in the investigated EI 

in terms of spaces usability and attractiveness, contributing to create the basis of the 
environmental injustice. 

These preliminary measurements showed that the main critical issues in terms 
of unfavourable factors for walking are the obstacles on the sidewalks, in partic-
ular the parked cars (Fig. 3a), and the dimensions related to safety, concerning the 
safety of pedestrian crossings and protection from vehicular speed (Fig. 3b). For this 
measurement, the item “traffic” was estimated from a direct observation.

These latter factors, as highlighted, are critical not only in the analysed areas 
identified as more private, but also in the most affluent neighbourhoods, or in any 
case that presents better indicators regarding the characteristics of the building, such 
as Trieste-Salario. This figure is consistent with the high accident rate recorded over 
the years in Rome [31], which can be linked not only to the high number of vehicles 
in circulation but also to the total absence of safeguards aimed at mitigating their 
speed. The area with the lowest T-WSI index, however, is Sacco Pastore, especially 
due to the low scores totalled in terms of walkability (due to the high number of 
cars parked everywhere), and pleasantness (as also evidenced by the high rate of 
buildings in poor condition, according to the census survey). 

The EIs of San Saba and Villaggio Olimpico have the highest score. These are 
different contexts from the point of view of urban stratification and the type of project. 
San Saba has an original nucleus, consisting of lots of small masonry buildings of 
two or three floors, some isolated and surrounded by green pertaining, others curtain 
to delimit the road space, and a “nucleus of expansion of buildings and villas of value. 
Both these souls, the one of ERP birth and the next one of medium–high class, develop 
around a historical nucleus consisting of the Basilica of San Saba, of great historical 
and archaeological value [32]. On the other hand, Villaggio Olimpico was created 
to host the athletes of the 1960 Olympics in Rome and subsequently became an 
ERP district, preserving the original elements, characterized by in-line or “network” 
buildings, a very widespread green (although objectively little usable), and, in the 
centre of the area, two large squares delimited by the long slats of the main buildings. 
Overall, these two areas have in common the limited height of buildings, a low level
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Fig. 3 Some examples of situations detected during the inspections. Row a, practicability, row b, 
safety; row c, urbanity; row d, pleasurableness

of internal traffic, and a good distribution of green, as well as a limited but uniform 
presence of commercial and public establishments. 

4 Conclusion and Future Perspectives 

This work aims to present a project contribution, an approach based on the integra-
tion of tools, disciplines, and institutions, to transform the urban space, improving 
usability and ergonomics. The proposed approach, therefore, represents an example 
of integration between instruments belonging to different disciplines, integrating 
languages and methodologies with the aim of collective health and well-being. As 
anticipated in the introduction, this possibility is provided for by the National Preven-
tion Plan and reiterated by the Regional Prevention Plan of the Lazio Region. In 
addition, the role of ASLs is well defined by the Prime Ministerial Decree of 12 
January 2017 on the LEA, Essential Levels of Assistance, which indicates the direct 
involvement of the same in the definition of urban planning and regulation tools 
through hygiene and health assessment program and the National Prevention Plan 
(PNP) 2020–2025, approved by the State Regions Conference on 6 August 2020,
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which provides for the participation of health professionals in technical tables on 
Urban Health and support for the definition of Urban Sustainable Mobility Plans 
(PUMS). 

The inter-sectoral nature of the Plan is one of its main strengths and has allowed 
ASL Roma 1 to develop an integrated intervention model in urban contexts, inte-
grating classic social and health instruments, based on the care of patients, with 
public health and urban health instruments, which provide for the involvement of 
communities. Above all, through collaboration with municipal and municipal insti-
tutions, responsible for Urban Planning and Mobility, the approach discussed so far 
can become an institutional instrument, as already happens in other international 
contexts [33] [the Canadians] precisely for the evaluation of the consolidated urban 
fabric and the prioritization of structural interventions aimed at urban transforma-
tions. In an urban context such as that of Rome, where 58% of travel takes place by 
private means, and only 21.2% by public means [14], a figure worsened due to the 
pandemic [34]. 

After reiterating the importance of the participation of the health sector in the 
planning of urban environments, attention must be focused on the development of 
a model that improves both the urban-environmental plan but also the economic 
and social one. Good urban planning, the improvement of road traffic, the creation 
of green spaces, pedestrian and bicycle paths and safe paths are among the main 
effective measures to promote physical activity of people and help reduce the risk of 
chronic non-communicable diseases (NCD) [35]. 

The urban environment, in fact, affects health, exposing the population to risk 
factors linked to an inadequate environment. Everything is related to an incor-
rect urban development, for example neighborhoods without greenery or places for 
socializing, which lead citizens to adopt unhealthy behaviors. Phenomena such as a 
high population density, congested traffic, industrialization expose the population to 
numerous risks that clearly translate into the spread of NCD, both respiratory and 
cardiovascular diseases, causing chronic damage to the physical and mental health 
[36]. 

These associations mainly concern the most vulnerable or socially disadvantaged 
groups. In fact, diseases are also linked to implicit factors such as urbanization, 
environmental policies, population aging and poverty [37]. It is widely recognized 
that lifestyles are influenced by the social condition and physicality of the city in 
which one lives [38]. Not everyone in the city has the same opportunities or methods 
of accessing educational services, health services, public transport, green spaces, and 
parks [39]. 

This study, in addition to the current construction, is intended to be a starting 
point for a future prospect that will improve this field. To this end it is necessary to 
involve and relate to local institutions, with the aim of implementing and supporting 
the interventions, as is also the involvement of the community. In this regard, from 
a multidisciplinary perspective, which wants to favor prevention policies, it would 
be appropriate to consider, starting from a study on walkability, the importance of 
investigating issues that concern everyone (such as road safety) and raise awareness 
among the population, starting projects with schools that promote health for example.
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The need to re-imagine the area also leads to reflect on the classic tools of urban 
planning and public health, with a view to integrating knowledge and skills from 
different fields. And it is starting from the relationship between built space, social 
space, and quality of life, that it is necessary to focus the intervention both on terms 
of study and in-depth analysis and of action aimed at change. 
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Housing and Health in Urban Areas 

Daniela D’Alessandro and Letizia Appolloni 

Abstract Living environment, and especially dwellings, affect health in several 
ways end represent a key social determinant of health. The current COVID-19 
pandemic has further highlighted its relevance. Factors linked to housing and neigh-
borhood conditions that influence health, can be grouped into broad categories: the 
health impacts of residential instability; those related to housing internal conditions; 
the health impacts of context in which dwelling is located; the housing affordability. 
Many answers to these requirements can be offered by co-housing and social housing 
and Authors describe same examples from international experiences. These prob-
lems nowadays need to be assessed with a multidisciplinary approach, because of the 
complexity and wideness of its components. To guarantee good health standards it 
is also necessary to direct political and administrative choices to improve the overall 
conditions of the neighborhood and of the buildings, and, to dispose of a clear and 
updated regulatory system, since key factor to ensure health and social justice. 

Keywords Housing · Health · Health inequalities · Healthy living spaces ·
Covid-19 and built environment · Sustainability 

1 Introduction 

The relationship between health and built environment has long been recognized. 
Already in the Victorian’s age, in England, assuming that an association exist between 
poor housing and ill-health, significant improvements were obtained clearancing 
slums and improving sanitation [1]. Similar interventions, realized in many other 
European countries, Italy included, obtained improvements in the epidemiolog-
ical profile, reducing the spread of diseases like tuberculosis, cholera, and other 
transmissible diseases [1, 2]. 

As the knowledge of illnesses has grown, so has the awareness of the importance 
of dwelling quality for physical and mental wellbeing [3], and the recent CoViD-19
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pandemic have further documented its central role [4]. In fact, housing is the founda-
tion for social, psychological, and cultural wellbeing, today like in the past [1, 5]. Poor 
housing conditions are related to the occurrence of a wide range of typical health prob-
lems of the modern societies as accidents, asthma, chronic diseases, psychological 
distress, and social isolation [6]. 

Therefore, considering that the world’s urban population is expected to double 
by 2051 and that will require adequate housing solutions, the implementation of 
policies that pay attention to improve population housing conditions can save lives, 
prevent disease, increase quality of life, help mitigate climate change, especially for 
disadvantaged and vulnerable people, reducing injustice and inequalities in health. 

It must be underlined that improving housing conditions means many things, 
since the building related factors influencing health belong to several sectors, from 
the environmental to the economic, social, and sanitary sector [4]. 

For example, the residential instability, that’s to say the residents’ impossibility 
to willingly remain in their homes free from harassment or dispossession, is a pivotal 
issue. Individuals may move voluntarily for many reasons (e.g., for a new job or a 
larger home, or even fear of crime) but, in some situations, involuntary displacement 
could occur, due to inability to afford rents or mortgage payments, eviction or foreclo-
sure, consequences of natural disaster, etc. In the last few years, several catastrophic 
events, such as floods, tsunamis, earthquakes, landslides, volcanic activities, and heat 
and cold waves episodes, have occurred around the world, causing many victims [7]. 
Dwellings should provide a secure shelter from these threats and not permit further 
harm. Intense land use, climate changes, urbanization, poor building quality, and the 
spread of informal settlements have increased the frequency and intensity of these 
tragedies. These events can generate a deterioration of indoor environmental quality 
even when buildings resist the impact, worsening already poor living conditions, 
as it may happen in the case of shacks, basements, semi-basements, and garrets 
[8]. Housing instability is associated with a wide range of physical and mental health 
problems. Children and adolescents are particularly vulnerable to impacts of residen-
tial instability. Wars and natural disasters related to climate change are increasingly 
a major threat for displacement, as they can instantly damage and destroy massive 
amounts of housing, causing significant increases in health consequences [3, 4]. 
The need to guarantee a stable and safe home is specifically indicated among the 
United Nations’ Sustainable Development Goals (SDGs). In particular, the SDG 
11.1, expects, by 2030, to ensure access to adequate, safe, and affordable housing 
for all, and to upgrade slums [9]. 

At the same time, housing internal conditions have a direct impact on health. 
It is known that thermal wellbeing, lighting, indoor air quality, noise protection, 
water supply, and waste disposal interfer both psychological and physical health of 
inhabitants [6, 10]. The exposure to chemical pollutants induces several effects: from 
airways and mucous membrane irritation (e.g., by VOCs), to irreversibly damages 
to the brains and nervous systems of children (e.g., lead), but also several chronic 
diseases and cancer [3, 6, 11]. Substandard housing conditions due to water leaks, 
poor ventilation, dirty carpets, and pest infestation have been associated with poor 
health outcomes, most notably those related to allergic sensitization and asthma [3,
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4, 6]. Literature shows that the lack of sufficient spaces, not only is related to inad-
equate indoor air quality, but it affects how and where people prepare and consume 
food, how they socialize, how they handle household waste and recycling, how 
they store goods, how much privacy they have for their daily activities (e.g., study, 
work, play, etc.), to what extent, and how these spaces can adapt to new needs (e.g., 
isolation, disability), etc. [12]. These are the main reasons why overcrowding inter-
feres with health contributing to the development of a wide range of physical and 
mental problems. Immigrants and marginalized populations are at higher risk, since 
they are more likely to live in deteriorate housing stock, outdated infrastructure, 
lack of maintenance, and in overcrowding shelter; such situation is often exacer-
bated by unequal power dynamics between landlords and tenants [4]. Furthermore, 
these people frequently live in semi-basements or garrets, with several environmental 
problems and higher exposures to several quite a few indoor pollutants (e.g., radon, 
molds, etc.) [8]. Today several evidences, both on the risks associated with housing 
deficits and the potential health gains of providing housing or improving conditions 
inside the home, are available. Many of the studied interventions focus on health 
impacts, while only a few studies evaluate cost impacts for health systems, payers, 
or society. More integrated research projects, aimed to carry-out cost-benefits anal-
ysis of housing interventions, could add useful information for the decision makers. 
As Taylor argued [4], these evaluations should consider costs related to social services 
and the criminal justice system also, since the improvement of the living conditions is 
generally related to a reduction of crime. Although the health consequences of these 
situations are today widely recognized at scientific level, they are not adequately 
protected at legislative level [7], determining a large variability in terms of environ-
mental justice. A neglected issue is related to the change in housing requirements due 
to the aging of the population, and need for flexible housing solutions, able to adapt 
to new needs. Not only the elderly has health problems and movement limitations 
that need for a flexible dwelling; such adaptation is required for many temporary, 
chronic, and acute conditions, among which are injuries, and genetic, neurodegener-
ative, autoimmune, cardiovascular, and infectious diseases [7]. The chance of living 
a healthy life these people is linked to the possibility of using suitable indoor and 
outdoor spaces, especially at home and the surroundings, to conduct an independent 
and active life. To ensure that, living spaces ought to be designed for people with func-
tional limitations, guaranteeing at least the activities of daily living (ADLs): bathing, 
dressing, ambulation, toileting, and feeding. Accessibility for disabled people and 
safety for fragile people should be merged in new adapted/adaptable housing design. 

As the housing internal conditions, the context in which housing is located influ-
ences health. It includes a broad set of structural, cultural, and functional aspects of 
the physical and social environment whose impact on the health is difficult to quan-
tify as a whole, but which, nevertheless, exerts a powerful influence on how a society 
distributes resources among its members and consequently on the health opportu-
nities of the population. The relevant aspects of the “context” can be summarized 
in the following main elements: physical characteristics of area, culture, and social 
values, but also governance, social and economic policies.
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In terms of health impacts, WHO recognizes the influence that adequate living 
conditions can have on public health [13]. Air quality, noise, water supply, manage-
ment and collection of municipal solid waste, transportation, green and blue areas, 
street lighting, etc. represent features of the built environment directly and indi-
rectly impacting on citizens’ health and safety [3, 4]. If well managed these factors 
contribute to fight also climate changes [14], and their consequences, like natural 
disasters. Adequate living conditions thus necessitate healthy environments and 
promoters of active lifestyles [15]. At the same time, to reach sustainable development 
goals (SDGs) for 2030, a strong synergy among local governance and community is 
required. 

Inequalities across and within cities are one aspect of social injustice in health [16, 
17]. Environmental hazards (e.g., waste processing facilities) are mainly located in 
peripheral areas in which generally live low-income communities. In these contexts, 
it is easy to find urban voids, abandoned buildings and degraded lots, all conditions 
related to segregation and to an increased risk of violent assault [18, 19]. Neighbor-
hood segregation is also related to disparities in the access to schools, jobs, and health 
care; it influences health behaviors and crime [20, 21]. Fear of crime is one of the 
most significant social problems in cities, negatively affecting people’s habits and 
lifestyle [22]. In general, this type of urban insecurity is related to other uncertain-
ties regarding labor, economic, or social insecurities arising from changes in welfare 
state policies. As already described, the most severe expression has been found in 
badly maintained housing estates with large housing blocks, little maintenance, and 
large public open spaces with unclear management responsibilities [18]. Evidence 
indicates that remediation programs (e.g., greening lots and remediating doors and 
windows) or better a true regeneration one, reduce violence and stress and increase 
physical activity also [17, 18]. 

Finally, the possibility to have an adequate housing depend on its affordability, 
generally considered as the financial overburden rate resulting from high-cost housing 
[12]. With house prices and rents rising, the cost of housing can be a burden. This 
can be measured by the housing cost overburden rate, which shows the share of 
the population living in a household where total housing costs represent more than 
40% of available income. The percentage of population in this condition varies 
between countries, based mainly on the wealth and social policies of the Country; this 
percentage increases significantly for tenants renting with market price. In the EU in 
2020, 12.3% of the population in cities lived in such a kind of household. The highest 
housing cost overburden rates in cities were observed in Greece (36.9%), Germany 
(22.2%) and Denmark (20.3%) [23]. Housing affordability can affect families’ ability 
to make other essential expenses, contributing to the occurrence of physical and 
mental health problems [6]. Low-income families with difficulty in paying their rent 
or mortgage or their utility bills are less likely to have a usual source of medical care, 
are more likely to postpone needed treatment [24] and health-related expenses [3, 4, 
25] and are less likely to have resources for children development [21]. Frequently 
a strategy to reduce high rent burdens is to share housing with someone else, but 
this solution can lead to overcrowding [4] and to several adverse health effects, like 
mental problems [6, 26, 27] and infectious diseases [3, 6, 27]. However, other studies
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could be useful, to understand how people set priorities among basic needs and make 
decisions in conditions of scarcity. 

2 Housing Needs and Possible Answers 

As previously reported, today modern housing units have to respond to new needs 
related to social, economic, demographic and environmental factors. They include: 
the increase in the average life expectancy of the population, the immigration, the 
economic crisis, the increase demand for new ways of working (e.g., remote work) 
and related technological needs, as well as adequate spaces to work and for any 
needs for isolation, the climate changes [12]. Furthermore, the consequences of 
the pandemic, and the imminent risk of its repetition, highlight the need to apply 
a new concept of health, in terms of indoor well-being, to housing policy [24]. 
The lockdown due to the COVID-19 pandemic showed the importance of housing 
conditions on people health and well-being, documenting the different distribution 
of health problems based on housing conditions and underlining the vast inequalities 
registered in Italy, mainly in metropolitan areas. Scarce quality of part of the housing 
stock, lack of adequate space, terraces and gardens have contributed to increased 
stress and aggressivity, especially among the disadvantaged groups. Therefore, the 
policymakers should consider housing as a major priority for the potential relapses 
in public health related to it. 

In a 2020 study [24] the authors highlight practical ideas and key-solutions to 
rethink the living spaces, focusing on functional organization of living spaces in 
the light of the COVID-19 experience, from a healthy, safety and sustainability 
perspective. Translating the inhabitants’ needs into essential characteristics in the 
post-pandemic home, it is possible to identify numerous requirements: the versatility 
of the spaces, the larger dimensions, the availability of gardens and balconies/terraces, 
external views, adequate spaces for studying and work, the presence of bright 
and well-ventilated environments and with good sound insulation. Another impor-
tant aspect to increase and optimize social cohesion between the inhabitants in 
complete safety is the reconsideration and redevelopment of the common areas of 
condominiums and residential buildings. 

The pandemic has also brought to the re-emergence of significant aspects related 
to living spaces such as, for example, the importance of the house in which you live, 
the bond that is established with it and the quality of life it guarantees; the existence 
of an intermediate place between private and public space, a place that re-enhances 
the concept of community and neighborhood, often set aside in many contemporary 
cities; the importance of proximity and accessibility at least to services and basic 
necessities. 

Many answers to these requirements can be offered by co-housing and social 
housing, housing solutions, the latter, not much widespread in Italy yet. More in 
dept, cohousing is a condition in which residents give up a part of their individual
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housing in favor of the creation of common areas (e.g., recreational areas, play-
rooms for children, gym, services such as laundries and kitchens, gardens or spaces 
outdoors) with the aim of social interaction and management economics. Usually, 
a co-housing project includes from 20 to 40 families who live together as a neigh-
borhood community and manage the common spaces collectively, thus obtaining 
economic savings and ecological and social benefits. 

Social housing refers to sustainable housing, at low costs, which meets the needs 
of specific categories of people (e.g., young couples, low-income families, the elderly, 
out-of-home students, and new workers, etc.), that do not find an answer to their needs 
in the traditional real estate market. The aim is to ensure access to housing for all 
social categories. This housing solution could prove to be capable of responding to 
the new demands of the population and the changes that the pandemic has imposed 
such as, for example, the need to work from home, the sense of loneliness due to 
isolation, the needs of help people fragile, etc. 

An example of co-housing is Marmalade Lane Co-Housing Cambridge [28]. 
Located in the north of Cambridge, it is a multigenerational and multi-ethnic complex 
that occupies a lot with 42 independent units. The complex, which covers 8600 
square meters, has common areas and services: a vegetable garden, a play area, one 
for socializing, a waste area, and the Common House with some bedrooms that can 
be booked by residents to accommodate any guests. Another example of co-housing 
is the “senior housing”, who offers an alternative housing solution to the increasing 
population of the elderly. These are rental accommodation for independent people 
over the age of 65, in search of safety, comfort, accessibility to services (medical 
assistance, cleaning services, laundry etc.) and recreational activities. These accom-
modations guarantee good standards of living and compliance with their needs. These 
are often active and completely autonomous people, capable of offer their skills to 
the community. An example of this buildings is the senior cohousing Oosterkade 
(The Netherlands) [29]. In the building, once the needs relating to the spaces to be 
shared were identified (gym, laundry, sauna, warehouses, garden, terrace), six inde-
pendent and private apartments were created. The apartments have been adapted to 
the wishes and needs of individuals, achieving the right balance between private area 
and shared spaces. 

Some examples of social housing are the Social Housing Carabanchel Ensanche 6 
of Madrid [30] and the Social Housing in Lérida [31]. Both proposals are particularly 
interesting also in terms of inhabitants’ well-being, for their typological flexibility. 
Indoor flexibility of domestic living spaces means the opportunity to rethink the 
spaces of the house, considering the renewed needs that have arisen especially in the 
period of physical distancing, with the aim of better satisfying the needs of well-being 
and hygiene of the indoor environment. The idea of flexibility is not new but was 
the focus of various studies of engineers and architects during the twentieth century 
and has produced works of historical significance. Some interesting examples that 
experiment and implement various types of housing flexibility are the already quoted 
Social Housing in Carabanchel Ensanche 6 [30] and Social Housing in Lérida [32], 
but Casa Schroder too [33]. Schröder House [31], built in Utrecht by the Dutch 
architect Gerrit Rietveld in the 1920s, has been part of the UNESCO World Heritage
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Site since 2000. This building is an example of a dynamic open space, in which 
the rooms can be remodeled according to needs thanks to movable walls and other 
devices that involve the furnishing elements. The floor plan of Casa Schröder shows 
a considerable flexibility of the paths and different possible configurations of the 
domestic environments that can be obtained thanks to the use of movable walls. 

In addition to the internal flexibility of the living space, it would be appropriate 
to focus attention also on the envelope, rethinking the entire layout of the building, 
including the condominium areas. For example, the flexibility of some spaces, such as 
the ground floors, the free floors, the basements, (often used as a residence despite not 
having adequate health and hygiene requirements) should be considered [8], to easily 
readjust them, if necessary, in order to increase the available spaces for the inhabitants, 
as in the case of the lockdown, to have a quiet temporary workstation and to maintain 
social distancing, always considering the specific regulatory requirements. 

The ground floors could be used to offer the inhabitants accessible proximity 
services, always trying to ensure the most of attention in minimizing the negative 
impacts that functional coexistence can generate. These good practices could help 
improve the quality of the neighborhood and make the living environment healthier 
for the inhabitants, in line with the most recent WHO indications [33]. 

Another issue, re-emphasized after the COVID19 pandemic, is the need of open 
spaces and of visible and accessible green elements. The role of green spaces in 
mitigating the impacts of the built environment on the climate and in improving the 
ecological-climatic conditions of cities and of the buildings themselves is widely 
documented; green is also associated with a wide range of health benefits, both 
physical and mental, for all age groups [34]. Even during the pandemic, the presence 
of green elements and more generally of outdoor spaces played an important role in 
mental health and the management of emotions [35]. In fact, the benefits that can be 
drawn from green infrastructures, such as green roofs and walls where the building 
organization allows it [36], from the strengthening of gardens and condominium 
spaces, from the presence of green spaces in the proximity, are emphasized. 

The greenery offers greater opportunities to practice physical and 
leisure/recreational activities thus helping to promote well-being and social 
relationships, as well as reducing the frequency of various pathologies such as 
coronary heart disease, skeletal disorders, anxiety, depression, diabetes, etc. [37] 
and encouraging socialities [38]. It also helps to produce a greater sense of belonging 
and identity and to reduce crime rates [24, 39]. The view of greenery from the 
windows of a building can have beneficial effects in reducing stress, especially 
if natural elements or quality landscapes are visible [24, 40, 41] and this can 
also contribute to accelerating the healing process of patients admitted to nursing 
homes [42]. Another important element in homes is the presence of balconies or 
terraces in which it is possible to grow plants or small gardens (therapeutic for the 
mood), elements that implement the performance and perceptive aspects of confined 
environments by strengthening the relationship between man and nature [43]. In 
addition, introducing vegetation into the courtyards of buildings or in the immediate 
vicinity provides spaces useful for socializing and relaxing [18].
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3 Conclusions 

Housing is a key determinant for human health. This paper describes some of the 
critical factors involved in the relationship between housing and health, showing the 
strict relation between them and social, economic, and environmental conditions; this 
strict relation explains why it is often difficult to assess the real independent effects 
of housing conditions alone on health. The COVID-19 pandemic has highlighted 
housing issues worldwide again, showing the big gap in negative health consequences 
due to housing conditions, that are mainly hit disadvantaged population [24]. 

Although some possible solutions have been described, the theme of “housing and 
health” nowadays needs to be further assessed using a multidisciplinary and transdis-
ciplinary approach in both research and practice [44], because of the complexity and 
wideness of its components. Transdisciplinary knowledge production has to move 
beyond conventional research agendas, to address real world concerns, to address 
societal challenges in many domains that require collective understanding, political 
commitment, and innovative responses [2]. Actually, there is a transversal need of 
sharing knowledge, instruments and methods, for all the figures involved in the plan-
ning process, and to face up to complex issues like this, whose causes lie beyond 
the traditional remit of the health sector, it is necessary to share knowledge from 
many sectors. Therefore, collaborative activities involving professionals trained in 
different cultural areas need to be further implemented in the next future [2, 4]. At 
the same time, to guarantee good health standards it is also necessary to dispose of 
a clear and updated regulatory system, taking into account social justice issues. 

In conclusion, building healthy and safe housing is a complex issue and a multi-
sectorial responsibility, achievable only if all relevant players contribute to that, since 
it needs of policy vision, health data, resources, and technical competences. 
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Health, Well-Being, Good Living. 
Architectural Attempts 
with Acupuncture-Type Regenerations 
for Quito, Cairo and the Baghère Region 

Patrick Thépot 

Abstract The studies carried out for the cities of Quito, Cairo, and the region of 
Baghère within the master course ‘Aedification—Large territories—Cities’ at the 
École Nationale Supérieure d’Architecture de Grenoble raise the question of good 
living, well-being, and health by relying on punctual architectural proposals that 
take into consideration the environment on both a large and small scale. The main 
theme of the three sites is violence against women and all people in precarious 
situations. For the capital of Ecuador, the northern slope of the Panecillo hill is host 
to project hypotheses that fit into abandoned buildings with high heritage value. As 
an extension of these attempts, the opportunity to rethink informal housing through 
innovative prototypes is inspired by local know-how. For the Egyptian capital, Bab 
el-Wazir Street is imagined through a new dynamic between social programs and 
heritage programs for a reinterpretation of vernacular architecture. In the Tanaff 
valley in Senegal, the small town of Baghère invites reflection through initiatives 
built for a more peaceful society. In each case, good living, well-being, and health 
are questioned as a central concern to offer the best possible quality of life to the 
most disadvantaged people. 

Keywords Health · Nature · Precarity · Regeneration ·Well-being ·Women’s 
conditions 

1 Introduction 

Health, well-being, and good living must be considered a right for all. From three 
experimental sites, this right is dedicated to women victims of violence and to people 
in precarious situations. Projects, which are studies and research, should be consid-
ered as “attempts” or “hypotheses”. They are both possibilities of realization and 
tools for collective reflection which participate in architectural tests with a will of 
punctual regeneration. As in acupuncture, small pricks at strategic points can be
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expected to have a beneficial effect in specific places, the consequences of which 
offer real transformations. The changes that take place are then part of a new equi-
librium that resonates simultaneously on several scales, from the building to the 
territory. In On the Art of Building in Ten Books (1991), English translation of the 
Latin version of De re aedificatoria (1485), and about nature in relation to health, 
the Renaissance architect Leon Battista Alberti offers us: “But it is clear that in 
everything Nature thrives on moderation; and what is good health but a moderation 
composed on fabric of different extremes? The mean is always pleasing” [1]. Also 
translated into Italian [2] and French [3] by very similar words, this quotation still 
asks us today to conduct a cross-reflection on the inseparable relationships that we 
can have between the environment, architecture, and human behavior. More simply, 
what Alberti conveys to us is that nature is like health. Nature contains an equilibrium 
in its manifestations that invites us to consider or reconsider the right measure. We 
could go further in comparing the translations of each word and say that measure, 
moderation, or  medicine have the same etymological root. That temperament also 
means to moderate, that it is also the right proportion of the humors in the human 
body. In the same way that the word fabric opens to the inner thought by evoking 
construction, production, making or know-how to the point of recalling the making 
of fabric by its texture as well as by its structure in a spatial organization. All these 
analogies proceed from a reasoning by the spirit to amplify the design processes of 
the architectural project in gestation. Nature and health thus have similarities, and, 
in this alliance, they become a fertile source of inspiration for architects. However, 
health, well-being or the good life can be interpreted in different ways. This is what 
we will try to measure with the three sites studied. 

2 Quito and the Panecillo Hill 

The first site is in Quito (Fig. 1). Ecuador was the first country in the world to include 
the rights of nature in its constitution. Ecuadorian culture has always been strongly 
oriented towards nature, which it considers the mother of humanity. With more than 
2 million inhabitants, Ecuador’s capital is located at an altitude of 2800 m. Founded 
in the sixteenth century by Spanish settlers, the city of Quito today stretches 50 km 
from its historic center. The Panecillo hill is a continuation of this center. At the 
bottom of the hill and close to each other, the San Lazaro hospice and the El Sena 
swimming pool are currently abandoned (Fig. 2). These two buildings with a high 
heritage value are still waiting to be converted between rehabilitation and extension 
[4].

For the San Lazaro hospice, a new house for women with different services is 
recommended. For the El Sena swimming pool, whose main objective is to respond 
to the problem of the professional reintegration of women, a leisure center, craft 
production areas and construction workshops to envisage prototypes are taken as 
hypotheses. Beyond these proposals, all the statistics concerning violence against 
women are very important in Ecuador and particularly in Quito (Fig. 3).
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Fig. 1 The city of Quito and the location of the Panecillo hill 

Fig. 2 The situation of the hospice San Lazaro and the swimming pool El Sena

In an interview we conducted with Berenice Cordero, the former Minister of 
Economic and Social Inclusion in Ecuador recalls the seriousness of the situation. 
The country suffers from a real lack of protection and consideration for women’s 
rights, health, and safety. On a more positive note, some existing structures are to be 
followed by their exemplary nature. Several associations are models of temporary 
accommodation to promote a protective environment with care and security to under-
take life projects with psychological support or vocational reintegration training. 
These models have been studied very carefully to introduce the desired programs.
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Fig. 3 Statistics on the status of women in Ecuador are alarming

3 The San Lazaro Hospice. A New House for Women 
with Accommodation, Support, and Public Spaces 

Abandoned since 2011, the Hospice San Lazaro constitutes a closed block that is 
only waiting to be opened in a new relationship with the city (Fig. 4). The most 
prestigious parts of the building are located along Ambato Street and need rehabili-
tation (Fig. 5). In the rear part, other buildings of little interest are to be demolished
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to provide new edifications and a park. The main objective is therefore to open the 
hospice enclosure and make it possible to cross it (Fig. 6). The rehabilitation of the 
existing building makes it possible to accommodate women residents with accom-
modation spaces, regular visitors with support spaces, and occasional visitors with 
public spaces (Fig. 7). The accommodation spaces are located around the void of one 
of the courtyards to maintain some privacy (Fig. 8). At the other extremity are the 
accompanying spaces, which include associative premises, medical care, a nursery 
for children and workshops. Between these two large spaces, a desacralized chapel 
allows for the passage of different systems of circulation with independent walkways 
without crossings (Fig. 9). 

Likewise, this former chapel communicates with the central cloister, which 
becomes a space for everyone (Fig. 10). It is a place of passage and distribution 
to a restaurant, a museum or to access the private parts receiving new accommoda-
tion and workshops that fit into the slope (Fig. 11). The development of this rear part 
reproduces the spirit of a new cloister in a three-dimensional multiplication (Fig. 12). 
The accommodations have several typologies with intermediate patios that consider 
the sunlight that is very important to consider in Ecuador (Figs. 13 and 14). And it is 
brick that is used as a building material, some of which are perforated to filter light 
and let air through. The entire spatial proposal for the San Lazaro hospice is defined 
between intimacy and openness to the city (Fig. 15). From this hospice, we transit to 
another place, also abandoned, which is the El Sena swimming pool, of which the 
program is an extension.

Fig. 4 The San Lazaro hospice in its urban context
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Fig. 5 The existing, the demolitions, the intervention, the openings, the crossings and the project
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Fig. 6 The different ways to get to the Hospice San Lazaro from the city
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Fig. 7 Rehabilitated areas with accommodation, support and public spaces 

Fig. 8 The intimate courtyard of the accommodations



Health, Well-Being, Good Living. Architectural Attempts … 147

Fig. 9 The old chapel and the circulation crossroads

Fig. 10 The public space
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Fig. 11 Rehabilitation and new spaces proposed in relation to the slope 

Fig. 12 Demultiplication/decomposition of the cloister space

4 The El Sena Swimming Pool. A Leisure Center, Spaces 
for Handicrafts, Workshops for the Manufacture 
of Housing Prototypes for the Poorest People 

Built in 1815, the El Sena swimming pool was originally intended for the military 
and became public in 1938 (Fig. 16). Its activity was abandoned in 1980 and it 
remains unoccupied today. The program for this former swimming pool includes a 
public meeting and leisure area, workshops with the sale of handicrafts, and construc-
tion workshops for building prototypes or renovating existing houses with local and 
traditional materials such as Adobe and Bahareque (Figs. 17 and 18). However, the 
existing state shows very damaged built parts which are destined for demolition 
(Fig. 19).

As a replacement, new buildings are proposed that take into consideration the 
rhythms that make up the existing state. These rhythms continue as a weave to
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Fig. 13 Plan of the housing, workshops and patios 

Fig. 14 Materiality and consideration of sunlight
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Fig. 15 Prospects between the new and the old, between inside and outside

become a structure and the whole remains connected to the city in three phases that 
are inscribed in the slope (Figs. 20 and 21). The lower part is the entertainment 
area. The middle part is dedicated to crafts and in the upper part are the workshops 
for building with local resources. These workshops are divided into different areas 
according to their activities. On one side is located the prefabrication of everything 
made of wood, including the frames for the Bahareque (Figs. 22 and 23). And the other
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Fig. 16 The activity of the swimming pool after 1938 and the current state 

Fig. 17 Principles and strategies of interventions

side is intended for the manufacture of everything made of earth for the preparation 
of prototypes (Fig. 24). The two workshops together allow for the manufacture of 
prototypes made of local materials and know-how. In their design, each prototype 
is imagined as an anti-seismic and expandable unit that adapts to its environment 
(Fig. 25). Considering sunlight and air circulation (Fig. 26), all the constructive 
assemblies were studied in detail (Fig. 27) with enough freedom for these prototypes 
to find a place on the slopes of the Panecillo hill in response to the lack of housing, 
in a climate of well-being, for the most deprived (Fig. 28). To conclude on the city of 
Quito, these experiments make it possible to give new life to historical buildings. And 
through their programs, they offer protective structures for women without separating
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Fig. 18 Spatial intervention schemes 

Fig. 19 Existing condition and demolition proposals

them from a social framework that is important to maintain so that they can regain 
their dignity.
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Fig. 20 The three phases of intervention as they relate to the slope 

Fig. 21 New edifications and the consideration of the rhythms of the existing state 

Fig. 22 Workshops for the prefabrication of wooden frames
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Fig. 23 Elevation and section, detail of the workshops 

Fig. 24 Workshops for the manufacture of clay bricks for prototypes
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Fig. 25 Schemes of the principles taken into account for the development of a prototype 

Fig. 26 The relationship between sunlight, materiality and spatiality

5 Bab El-Wazir Street in Cairo. A Look at the Spontaneous 
to Study the Good Life. A Social Centre for Women 
and a Dispensary 

The city of Cairo is a megalopolis with an imperiled historical center and Bab 
el-Wazir Street belongs to this ancient center [5]. Forgotten and neglected by the 
public authorities, this street is a little more than 1 km long with a steep declivity. 
In its everyday appropriation, it is occupied by particularly interesting spontaneous
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Fig. 27 Detailed section of a prototype 

Fig. 28 Testing the prototypes on the Panecillo hill
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situations (Fig. 29). To study the effervescence of these arrangements, representa-
tions drawn from in situ surveys were used to better show the relationships between 
spatiality, appropriation, mobility, or fixed situations that occur in everyday life. 

By drawing and measuring, it is possible to understand what protects, what is 
attractive, what is comfortable (Figs. 30 and 31). Based on these instructive consid-
erations, several architectural proposals were considered, including a social center 
for women to alleviate difficult situations (Fig. 32).

As in Quito, the condition of women in Cairo is very difficult to live with. This 
first proposal is located on an unoccupied site that is currently closed off by a wall. 
The development of the programs considers the activity observed in the street with a 
transition made by small shops (Fig. 33). These shops act as a filter and proceed from a 
cooling intention and a winding principle to access the distribution of internal spaces.

Fig. 29 The spontaneous occupation of the street 
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Fig. 30 Protection, comfort, attractiveness, and measures
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Fig. 31 Drawings of everyday situations

The different functions revolve around a central courtyard that allows air movement 
and light to enter (Figs. 34 and 35). The materiality of the building is based on 
local and traditional techniques. Brick, stone, lime, marble, limestone, and wood are 
used to reinterpret contemporary vernacular architecture. The ensemble presents two 
constructive variants, one in brick, the other in stone, to test the composition of the 
building in its spatiality (Fig. 36).

The second proposal is a dispensary to respond to the lack of this type of activity 
in this part of the city. Its location is mainly degraded (Fig. 37). The buildings 
surrounding the unbuilt space are very fragile. The proposed structure plays a dual 
role, that of consolidating the existing with detailed constructive principles and at 
the same time being able to accommodate new spaces that will remedy a medical 
deficiency (Figs. 38, 39 and 40). To conclude on Bab el Wazir Street, by considering 
women in difficulty and people waiting for care, it is possible to give this neglected 
part of the historic center a new dynamic which takes into consideration traditional 
construction techniques but also the spontaneous to correctly apprehend the good 
life of the public space.
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Fig. 32 Location of the women’s social center and the dispensary

6 Baghère and Its Region. A Women’s House 
and Accompanying Buildings to Reconsider 
Environmental, Social, and Mental Ecology 

The last site studied is on the African continent [6]. The Baghère region is in the 
south/western part of Senegal, and it is again a women’s house and accompanying 
buildings that are planned. The site lies along the Casamance River and consists of 
forests, tree cultivation and agriculture (Fig. 41). The whole of this territory presents 
the problem of three distinct and indissociable ecologies. The environment, the social 
and the mental are the major axes of reflection for this very poorly urbanized area 
(Fig. 42). This lack of urbanity should not be overlooked, as the problems encountered
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Fig. 33 Main characteristics of the social center

in this case study can be transposed to another scale to regenerate much denser urban 
areas. With the presence of a main and secondary roads as a starting point, the project 
hypotheses aim to counter the effects of climate change in a sustainable manner and 
are subdivided into a waste recycling center, small shops, packaging of products, a 
refuge for women and the reinforcement of school infrastructures (Fig. 43).

All these edifications revolve around the women’s house, which becomes the heart 
of it. This house contains various services which are articulated around a courtyard 
with an internal circulation to distribute the covered spaces (Figs. 44, 45, 46, 47 and
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Fig. 34 Plan of the ground floor of the women’s social center 

Fig. 35 Prospect of the women’s social center and its main spatial characteristics
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Fig. 36 Two possibilities of materiality, stone and brick

48). The exterior is surrounded by cultivable areas and a tree that provides a place 
for discussion. Very close to this main building, a women’s refuge is built on a raised 
platform with a protected intimate area, a shared, sheltered courtyard and intimate 
spaces for sleeping (Fig. 49).

Between the shops and production (Fig. 50), which are gathering places, a Warka 
Tower transforms air into water. This tower can produce more than a hundred liters of 
water per year, which seems small but essential in this part of the world. Concerning 
the school complex, existing buildings are given new platforms, new roofs, new 
protected passages. And all these protections provide shadows to improve the well-
being of everyone (Fig. 51).

These architectural reflections are very simple in their attention. They are based 
on local strategies to respond to large-scale problems. The proposed changes tend
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Fig. 37 The proposed site for the dispensary, the existing condition

towards gender equality, better access to education and the preservation of biodi-
versity. These transformations include a waste recycling network, a freshwater 
network associated with small shops and packaging. And the practice of perma-
culture responds to the problem of the salinization of the Casamance River. All these 
systems are at the service of the women whose daily lives are linked to agriculture 
in the region. And all these principles can be multiplied to regenerate other places 
on the scale of this territory (Fig. 52).

7 Conclusion 

Whether we are in Quito, Cairo or the Baghère region, all these proposals show 
and demonstrate the importance of finding the right equilibrium when developing 
architectural project hypotheses. An equilibrium that is inspired by Alberti’s thought 
when he compares nature to health in response to citizens in difficulty. And by 
analogy with these edifying words, the project hypotheses developed on the three 
sites have all the will to be modest while keeping a strength that lies in the impacts 
they generate. This gives us the opportunity to recall that the word modest also has 
the same etymological root as the words measure, moderation or medicine. Thus, 
with intentions that are necessarily only architectural, it is possible to put into action a 
measured equilibrium between the natural, the artificial and the human for a common 
well-being that nevertheless remains in constant movement.
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Fig. 38 Existing, structure, programme and circulation
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Fig. 39 Constructive details
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Fig. 40 Axonometric view of the dispensary, a double consolidation

Fig. 41 The Casamance River and the situation of Baghère
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Fig. 42 The environment, the social, the mental. Three axes of reflection for ecology 

Fig. 43 The women’s house and accompanying buildings
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Fig. 44 The women’s house in its environment 

Fig. 45 General and detailed plan of the house for women
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Fig. 46 View from the entrance of the house for women 

Fig. 47 The section
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Fig. 48 View from the central courtyard 

Fig. 49 The women’s refuge and its protected areas
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Fig. 50 View of the outdoor meeting spaces 

Fig. 51 The existing school complex receives new platforms, new roofs and protected walkways
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Fig. 52 Schemes of the proposals at the Baghère and territorial scales
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We for Us: Collective Action 
in the Favelas During the Pandemic 

Sonia Fleury 

Abstract “We for Us” is the motto used by activists of social movements and urban 
collectives from favelas and peripheries in Brazil. The motto demarcates that, in 
the absence of public policies, the residents need to organize themselves to supply 
collective services and means of consumption necessary for their well-being in the 
territory. The COVID-19 pandemic that devastated and transformed the world from 
2020 onward found Brazil amid a process of dismantling the state apparatus in 
charge of public policies that transform rights-in-law into rights-in-exercise. The 
existence of the national health system (SUS) is considered the most democratic and 
inclusive policy built after democratization in Brazil. But its renewed base of social 
support and successful institutionalization and development of state capacities were 
unable to sufficiently serve the populations in favelas and peripheries to face the 
health, economic, and social crisis caused by the pandemic. Community organiza-
tions reacted to this situation by mobilizing internal and external resources. Many 
actions took place as part of the biopolitics of resistance, based on mobilization 
and social organization in collective measures aimed at compensating the govern-
ment’s omission. Other initiatives were developed as part of insurgent citizenship, 
claiming the protection of rights and demanding the government’s effort to meet the 
population’s needs. 

Keywords Favelas · National health system · SUS · Brazil · Collective · Actions ·
Pandemic 

1 Introduction 

Social movement activists and urban collectives in favelas and peripheries in Brazil 
use the motto “We for Us” to stress community self-organization to obtain collective 
services and means of consumption in the absence of public policies in a territory. 
The history of favelas is marked by resistance to the erasure of identity, culture, and
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knowledge of black populations and immigrants from the country’s poorest regions 
searching for better living conditions. It is also a history of collective construction 
of urban space through cooperation and residents’ organizations that fight for their 
demands in the relationship with governments and political representatives and a 
long tradition of daily vicinity solidarity and solidarity with strangers during frequent 
catastrophic events [1]. 

Even with the predominant feeling among older residents that they produced 
that part of the city (their neighborhood, their favela), they do not feel they share the 
condition of citizenship, the sense of belonging to the political community of citizens 
[2]. Urban property and housing policies push the poorest population to distant areas 
or areas with more difficult urbanization, such as the hills of Rio de Janeiro, public or 
vacant lands on which precarious housing has been built without urban infrastructure 
[3, 4]. 

The state produces both the legal city and the territory of illegalism [5]—the 
favelas and peripheries—the favelas and peripheries—where the very construction 
of order is a product of negotiation between residents, or an order imposed by 
armed drug dealers and militia. The populations inhabiting such territories are often 
subjected to state violence (with threats of removal and police incursions that disre-
spect human and civil rights), the violence and discretion of the armed groups that 
dominate the territory, and the symbolic violence that manifests as discrimination 
and prejudice against these residents. 

However, the permanent feeling of precariousness and vulnerability did not 
prevent favelas from having exponential growth in recent decades. In 2018, 15.2% of 
the Brazilian population lived in these areas, spread all over the country. The largest 
concentration of favelas is in the Southeast region (the richest of the country, including 
the cities of São Paulo and Rio de Janeiro), where the ten largest favelas are located. 
According to the 2010 Census, the favela of Heliópolis in the city of São Paulo had 
41,000 residents and the favela in Rocinha, Rio de Janeiro, had 69,000 residents. The 
population living in these territories in São Paulo summed more than 2 million, and in 
Rio de Janeiro, almost 1.4 million. The census showed that 11,425,644 people lived 
in favelas and peripheries—called by the Brazilian Institute of Geography and Statis-
tics “subnormal agglomerations”—in the country. The average monthly income was 
below the minimum wage. Comparatively, this number surpassed the entire popula-
tion of Portugal and was three times greater than that of Uruguay. It is essential to 
mention that the 2010 Census offers an outdated picture, but it is still cited since the 
current government canceled the census scheduled to be held in 2020. As there is no 
comparable data from the census to analyze the period, this study uses data produced 
more recently by private organizations., 

The Instituto Locomotiva, in partnership with Data Favela and the Central Única 
de Favelas [6], found that, in 2021, favela residents represented 8% of the Brazilian 
population, with the majority of this population in the Southeast. In relative terms, 
in the cities of the poorest regions, in the North and Northeast regions, the people 
living in favelas represent more than half of the residents of the capitals, such as 
Belém do Pará (54.48%). The same organizations conducted the research “Economy 
of Favelas—Income and Consumption in Brazilian Favelas,” where they identified
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that 67% of favela residents are black, while in Brazil, black people count 55% of the 
population; women are head of 49% of households, and the total amount of resources 
moved by favela residents reached BRL 119.8 billion in the year [7]. Such data show 
the social and economic dimension of favelas in Brazil and the geopolitics of urban 
exclusion with evident intersectionality with poverty, gender, and race. 

The social inclusion policies implemented from 2000 onward included the 
recovery of the minimum wage, income transfer to families registered in extreme 
poverty, quota policies for access to public institutions of higher education, student 
financing to enter private higher education institutions, personal credit for low-
income families, urbanization policies in some favelas, homeownership policy for 
the low-income population, expansion of primary healthcare and education network, 
among others. As a result, Brazil is not one of the poorest countries but is well 
known as one of the most unequal. Although such policies were insufficient to 
address the issue of inequality as required, they certainly changed the structure of 
social stratification, reducing misery and poverty. Recently, the financial globaliza-
tion and the predominance of austerity economic policies worldwide have increased 
the concentration of income in the wealthiest 1% of the population. Brazil has not 
been immune to this phenomenon. Therefore, poverty reduction and income concen-
tration co-occurred for a short period until frustrated expectations of social mobility 
and consumption exploded in large urban demonstrations in 2013 [1] 

The critical political instability that followed the 2013 demonstrations, and the 
economic decline partly stemming from the fall in commodity prices, were appropri-
ated by the most conservative political forces—bankers, mainstream media, members 
of parliament, judges, neo-Pentecostal pastors, foreign companies, and governments. 
These forces sponsored the impeachment of President Dilma Rousseff and the arrest 
of former President Lula da Silva, preventing him from running for the 2018 presi-
dential election. Instead of the traditional coups that predominated in Latin America, 
this process of de-democratization was a lawfare. Inspired by the Italian experience 
of Mani Pulite, the fight against corruption forced the replacement of the political 
group in government by its contenders. With the impeachment, the deterioration of 
the social protection network under implementation since the 1988 Federal Consti-
tution began and deepened in 2018, with the election of President Jair Bolsonaro and 
the performance of an authoritarian populist government. 

The COVID-19 pandemic that devastated and transformed the world from 2020 
onward began in Brazil amidst the dismantling of the state apparatus and public poli-
cies responsible for transforming rights-in-law into rights-in-exercise. The national 
health system (SUS) was not enough to ensure that the favela and periphery popu-
lations were sufficiently served in the face of the health, economic, and social crisis 
caused by the pandemic. SUS is considered the most democratic and inclusive policy 
built after democratization in Brazil because of its successful development of state 
capacities. According to data from the Brazilian Institute of Geography and Statis-
tics -IBGE, severe food insecurity occurred in 10.3 million Brazilian homes between 
2017 and 2018. Almost 5% of the Brazilian population returned to living with hunger, 
while 36.7% of households had some degree of food insecurity during the period.
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Once again, the favela and peripheral populations had to mobilize collective 
actions, as in the motto “We for Us,” creating innovative ways to face the pandemic 
and overcome the absence of public policies. The second section of this article 
analyzes the trajectory of SUS, from creation and institutionalization up to the 
challenges facing the COVID pandemic. In the third section, we explain collective 
action in favelas due to recent subjectivation and organization processes resulting 
from social and cultural changes. In the fourth section, we deal with the symbolic 
and material disputes in the face of the pandemic. Finally, we present the final 
considerations. 

2 Building Democracy and the Right to Health in Brazil 

The social movements engaged in the overthrow of the military dictatorship were 
highly active in the 1970s–1980s, associating popular demands in the areas of urban 
reform, health reform, and the fight against poverty and misery with the struggle for 
a democratic regime to assure civil, political, and social rights. The proposal to build 
a democratic society sought to affirm the principles of equity and social justice “to 
establish rights as parameters in the reorganization of the economy and society” [8]. 

The formed public space spread the notion of the “right to have rights,” and the 
struggles for citizenship became the unifying banner of different political, economic, 
cultural, environmental, and social demands. Even though the new unionism vigor-
ously propelled the struggle for democracy, the expansion of citizenship as a public 
space and legal-institutional construction that materializes the correlation of forces 
in a given society proved to be fundamental for the agglutination of urban struggles. 

One of the major movements that emerged during this period was the sanitary 
movement, which formulated and promoted sanitary reform [9]. It was composed of 
intellectuals and health professionals, inspired by Gramsci—concerning the struggle 
for hegemony, essential in changing the correction of forces—and in the teachings of 
Poulantzas—on how disputes for power cross the state and not only society. After all, 
it is about the construction of the political subject or the Subjectivation dimension 
of the reform process. Thus, the sanitary movement was able to build: 

– a field of knowledge, collective health, considering health as a social practice, 
subject to social determinants; 

– a social organization led by institutions that produce, unite and disseminate a new 
health conscience (such as CEBES [10] and ABRASCO [11]), with a social base 
in permanent expansion and renewal; 

– an original political and sectoral political project, the sanitary reform, which was 
inspired by the Italian sanitary reform but without a social base of the labor 
movement; in the British National Health Service, even in the absence of a 
centrally organized public service network; and in the Cuban model of mobi-
lization of community health workers, even though Brazil was under a coercive 
and demobilizing regime;
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– an architecture of participation, social control, and co-management became a 
model for other public policies. This arrangement started with the 8th National 
Health Conference in 1986, a crescent discussion process with the election of 
delegates that culminated in a national assembly with more than three thousand 
participants, encompassing government and civil society representatives [12]. 

All this civic mobilization was conveyed to the National Constituent Assembly, 
adopting a bottom-up participatory model. The 1988 Federal Constitution instated 
the aspirations for social democracy in the constitutional text, especially in Title 8 
(Social Order) [13]. 

For the first time, a set of rights encompassing social, environmental, cultural, 
and protective rights to specific groups -as indigenous people, children, and the 
older population—was brought together under social justice. Also noteworthy was 
creating the social security system with its specific budget, including retirement and 
pension schemes and health and social assistance. 

The section in the constitution that addresses health care had innovative charac-
teristics compared to the previous situation in the country since the right to health 
was guaranteed only to workers employed in the formal labor market (therefore, a 
contractual right). As a result, workers with legal contracts had access to rehabilita-
tive hospital medicine. At the same time, the rest of the population lacked the right 
to health care and only got a care in philanthropic institutions and the precarious 
facilities network of the Ministry of Health and state and local governments’ health 
departments. 

The 1988 Constitution considered: 

– health as a right for all and a duty of the state; 
– an enlarged concept of health assured by a set of social and economic policies 

aimed at risk reduction and universal and equal access to actions for promotion, 
protection, and recovery; 

– integral attention and equity in the access and use of services; 
– all health services have public relevance and must be regulated, supervised, and 

controlled by public authorities; 
– the organization of health actions and services in a regionalized and hierarchical 

network, decentralized and with a single direction in each sphere of government, 
with comprehensive care and priority for health promotion. 

– community participation at all levels of government. Subsequently, was the 
creation of sectorial councils aimed at social accountability and co-management, 
conferences aimed at mobilizing and forming political will, and inter-management 
commissions, or instances of agreement and negotiation of conflicts between 
federative entities. 

In other words, the constitution offered the design of the national health system 
(SUS), lately installed by common law. It is about the legal and normative construc-
tion of health as a universal and integral social right—the dimension of the 
constitutionalization of the reform process.
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From the 1990s onward, the third dimension of the reform process began with 
creating and implementing SUS. This dimension was institutionalization. 

The proposal of a universal health system benefited from the timing of the reform 
associated with the macro-phenomena of the democratic transition. It also helped 
precede the economic crisis (which explains its generous nature regarding univer-
sality and comprehensive health care). However, institutionalization took place in a 
different context, with significant financial constraints resulting from inflation and 
austerity measures imposed by dependence on loans from the International Monetary 
Fund and the World Bank. This restriction implied a reduction in social spending, 
the impediment of public investment, and restraining the expansion of state capa-
bilities. Thus, public policies were framed in this period by the clash of forces in 
opposite directions: on the one hand, social pressure to expand coverage and ensure 
constitutional rights, and, on the other hand, the economic pressure to limit public 
spending and reducing the role of the state. 

The dominance of neoliberalism in the 1990s shifted the political field from orga-
nized civil society to philanthropy, from collective movements to entrepreneurial 
competitive individualism, and from government to the market. Measures were taken 
to facilitate privatization and contracting out third-party providers to deliver social 
services in line with the establishment of public spending ceilings with salaries of 
government officials. Thus, the health area, which was already heavily dependent 
on the hospital supply of the private sector since the military regime, also started to 
contract services for the management and provision of services in health care units. 

In addition to these political priorities, in line with the hegemony of neoliberalism, 
the restriction on financing the health sector was the principal and constant economic 
obstacle to the improvement, expansion, and qualification of SUS. Countries with 
universal health systems, such as Canada, Spain, and the United Kingdom, invested 
7.7%, 6.5%, and 7.9% of GDP in 2015, respectively, while Brazil invested only 3.8% 
in its national health system. Even in comparison with Latin American countries, such 
as Argentina and Chile, whose per capita public expenditure on health is, respectively, 
USD 993 and 1157 ppp, in Brazil, per capita expenditure was only USD 595 ppp 
in 2015 [14]. More expressive data is public spending per capita per day, estimated 
at BRL 3.79 in 2019, around the value of one dollar at the time. More expressive 
data is public spending per capita per day, estimated at BRL 3.79 in 2019, around 
the value of one dollar. 

When the system faces increasing demand and permanent underfunding, the 
burden ends up weighing more on subnational governments, where health care takes 
place, despite the national tax burden being disproportionately divided between levels 
of government with a high concentration in the federal government. For example, 
in 1991, the composition of SUS funding was 73% from the federal government, 
15% from states, and 12% from municipalities. In contrast, in 2019, the federal 
government contributed 43% of the funding, the states 25%, and the cities 32% [15]. 
The distortions in fiscal federalism concerning health increase regional inequalities 
since municipalities and regions with fewer resources are not sufficiently benefited 
by transfers from the federal government.
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After the impeachment of President Rousseff in 2016, a constitutional amendment 
was enacted, establishing a ceiling to public spending for 20 years. Thus, the historical 
pattern of underfunding of health became a pattern of de-funding, which implies the 
reduction of funds assigned to health. As they were already insufficient, universality 
and comprehensiveness of care are unfeasible for a long time [16]. 

Despite this adverse situation, SUS experienced significant advances driven by 
the reform coalition that acquired new characteristics over time. With the cooling of 
popular and union movements in recent decades, the most critical actors defending 
SUS became municipal and state health managers, besides the vast range of health 
professionals. Social movements were also present, participating in health coun-
cils and conferences, in large national campaigns to protect rights, and networking 
between the National Congress and the Federal Supreme Court in defense of measures 
that favored increasing funding, regulating the private sector, and keeping rights. 

One outstanding achievement occurred through reversing the model focused on 
curative care around the hospital facility (legacy of social security medicine), toward 
a preventive care model, with the primary health care units (PHC) as the gateway to 
SUS entry. PHC units work in the most deprived territories with a multidisciplinary 
family health team and community health agents. In addition to being a fundamental 
part of the change in the health care model, it proved to be essential for social inclu-
sion. The mere universalization principle was not enough to reach all the vulnerable 
populations alone, and many continue to be excluded from social protection. Such 
efforts were reflected in traditional health indicators, such as the increase in life 
expectancy, which in 1988 was 69.7 years and reached 73.1 years in 2011, and the 
decrease in infant mortality, which fell from 53.7 per thousand live births in 1990 to 
21.17 per thousand live births in 2009. The volume of care in 2011 is also significant, 
such as the completion of two million births, mobile emergency service assistance to 
111 million people, and care to 101.3 million people by 32,000 family health teams 
[17]. More recently, it has been estimated that the 41,000 multidisciplinary teams 
serve 130 million Brazilians [18]. 

Even with significant advances in SUS management and services, considerable 
inequalities in access and use persist, especially in secondary and tertiary care. The 
poorest populations, living in peripheral and poorer regions, suffer from problems 
such as queues at services, lack of professionals in specialties, and delays in receiving 
surgeries. Perhaps the most significant expression of the counter-right to health 
is the pilgrimage of patients from one health unit to another in search of care. In 
these cases, the health system does not take responsibility for providing care when 
demanded in one of its facilities [12]. Although care in PHC units, with the work 
of family health teams and community health agents, has generated better proximity 
and reception of users to SUS, the lack of better resources and the low-resolution 
capacity are obstacles to meeting demands. 

According to the 2019 National Health Survey, only 27.9% of Brazilians have a 
private health plan. While in the wealthiest state, São Paulo, insurance coverage rises 
to 38.4% of the population, in poorer regions, as in the case of state of Maranhão, 
only 5% of the inhabitants contracted private health plans [19]. Therefore, SUS serves
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more than 70% of outpatient and hospital treatment inhabitants. The entire popula-
tion benefits from epidemiological surveillance, health surveillance, and vaccination 
coverage. 

The COVID-19 pandemic has placed an enormous burden on healthcare systems 
worldwide, especially those with chronic underfunding problems and poor distribu-
tion of the service network. The initial lack of knowledge about the virus and the 
disease, the high rates of contagion, and the absence of vaccines brought insecurity 
to the world population. In Brazil, the strong impact on the hospital structure led to 
the channeling of extraordinary resources to expand the supply of beds in intensive 
care units, many of them in temporary units, not permanently incorporated into the 
network. The high dependence on imported inputs placed the country in a situation 
of extreme vulnerability due to the intense process of deindustrialization that took 
place in the national production of drugs and equipment. The inequalities in the 
distribution of hospital equipment between regions, municipalities, and urban areas 
materialized the cruel and dramatic face of unfairness in the country. 

This situation was profoundly augmented by the denialist position of President 
Bolsonaro over the severity of the pandemic and the continuous dissemination of 
fake news by the government regarding possible harm from vaccines. Also, the 
insistence on disseminating the propaganda of treatments without any scientific 
evidence. Finally, the national government permanently opposed the subnational 
authorities who decreed social distancing measures. During the pandemic, the pres-
ident dismissed two health ministers who disagreed with his guidelines and placed 
a paratrooper general as minister of health, who militarized the ministry, placing 
military personnel in crucial command positions of health policy. The ministry of 
health failed to play a role in coordinating SUS, ignoring the instances of partici-
pation and agreement, breaking with the model of cooperative federalism that had 
been in place. Instead, federalism of confrontation replaced the previous relationship 
among the health system players in a permanent clash between the president and state 
governors that had taken the lead in combating the pandemic. The results are counted 
in the number of deaths that in 2022 exceed 650 thousand, placing Brazil among the 
ten countries with the highest mortality from COVID-19. At the beginning of the 
pandemic, studies indicated the catastrophic national situation: 

Brazil recorded, proportionally to its total population, more deaths from COVID-
19 in 2020 than 89.3% of the other 178 countries, with data compiled by the WHO. 
However, when these records are adjusted to the population distribution by age group 
and sex in each country, the Brazilian result becomes worse than 94.9% of the same 
178 countries. [20]. 

Despite the underreporting, comparative data presented on the Our World in 
Data website in March 2021 show that Brazil, with 2.7% of the world population, 
concentrated more than 11% of COVID-19 deaths worldwide [21]. 

The Parliamentary Commission of Inquiry installed in the Senate that investigated 
possible crimes committed by the federal government in the face of the pandemic 
heard experts who said that about 400,000 deaths could have been avoided if the 
government had not postponed the purchase of the vaccine for almost a year [22].
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Furthermore, an academic study on rights in the pandemic concludes that there was 
a deliberate federal government strategy to spread COVID-19 [23]. 

Until the vaccine’s arrival in January 2021—which, despite being boycotted by the 
federal government, had broad support from the population—the measures recom-
mended by the subnational authorities were non-pharmacological, including social 
distancing and prophylactic hygiene measures. The emphasis on hospitalization led 
to the initial closure of PHC units, followed by precarious operating conditions of 
these services, with a lack of personal protective equipment, a lack of protocols and 
standards of care, and a lack of professionals and supplies, medicines, and facilities 
such as internet for the provision of teleservice. 

As the PHC units with the family health teams and community health agents are 
located in favelas and the periphery and have direct contact with their inhabitants, this 
lack of priority was felt in the abandonment of the population by public authorities. 

With little information, living in overcrowded environments, and being unable 
to follow recommendations such as buying hand sanitizer, stocking up on food, or 
working from home, favela residents were the primary victims of the SARS–CoV–2 
in Brazil. In addition, the drastic reduction in the income of informal workers caused 
by isolation measures and the loss of domestic or commercial jobs brought hunger 
to the favela and periphery populations. 

The government launched an emergency financial compensation for the need-
iest population only after the first year of the pandemic. Still, there was no defini-
tion of policies aimed at the specificity of the favela populations’ living conditions. 
The public authorities did not implement specific measures to address, in an inte-
grated way, problems of food insecurity, population concentration, housing deficit, 
lack of regular water supply, lack of Internet access, or financial incapacity to keep 
the population connected. Neither overcomes the difficulties of reporting cases of 
contamination and deaths in these regions (not rarely dominated by drug dealers and 
militia). 

COVID-19 has exacerbated structural inequalities of race, income, and place 
of residence, as evidenced by a study on mortality from COVID-19 in the city of 
São Paulo, the largest in Latin America. The study found that the average age of 
death could vary by up to 23 years, separating wealthier neighborhoods and the city 
outskirts. According to the 2021 Inequality Map [24]: 

We showed that black and mixed individuals observed mortality rates 81% 
and 45% higher than white individuals, respectively, and disparities were more 
pronounced in the young/adult population [25]. 

The poorest women, in general black, were also most affected by the pandemic 
as they are responsible for reproductive work in domestic services and paid care— 
working in health services and at home performing unpaid work (family care). In 
addition, they saw increased domestic violence (and difficulties in denouncing the 
aggression) and obstacles to accessing prenatal and gynecology services [26]. 

Health, being multi-determined, does not depend only or mainly on SUS services, 
with the most vulnerable populations being those subject to the worst living, housing, 
and working conditions. The pandemic has disrupted the precarious economic situa-
tion of favela residents, with the loss of jobs, income, and precarious work. Even with
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the support of health institutions and professionals, the absence of effective political 
leadership in the face of the pandemic in the favelas left residents feeling that they 
needed to act. 

Once again, the “We for Us” motto is imposed. “We felt abandoned as if we were 
not Brazilians. Forgotten,” says Gilson Rodrigues, representative of the residents of 
Favela de Paraisópolis, the second largest in the city of São Paulo [27]. Faced with the 
pandemic’s health, economic, and social crises, favela residents decided to organize 
and act together to cope with the dramatic situation, mobilizing partners and filling 
the void left by a government that makes them invisible. 

3 Subjectivation, Organization, and Collective Action 
in Favelas 

For over a century since the first favelas began to form on the hills and slopes of the city 
of Rio de Janeiro, the population in these territories had to organize themselves. Not 
only to build their houses but also to access essential services such as water, electricity, 
sanitation, and waste collection. This community organization began to gain strength 
and prominence in the public debate, mainly by creating the first associations of 
favela residents in the 1940s. It took place in an urban modernization context due to 
favelados (people living in favelas) reactions to proposals to remove favelas to areas 
far from the city center. This associative dynamic has variations both over time and 
from one territory to another, in a movement that includes losses and gains. Machado 
da Silva [28] called this movement “negotiated control”: 

The relationship of collective organizations of favela residents with public authorities, politi-
cians, supralocal organizations [3]. and the broader favela movement has changed throughout 
its history. It changes according to local and national political conjunctures and the internal 
and specific dynamics of each of these locations. The ability of these associations to make 
demands, their organizational autonomy, their cooperation with state policies, the level of 
repression of their activities, etc., have always depended on a correlation of forces that took 
place in a highly politically unfavorable environment for these social groups. Nevertheless, 
they continued to exist [29]. 

However, throughout its history, the favela was seen through the lens of the “favela 
problem” [28]. It varied over time from the idea of a cyst to be extirpated from the 
modernizing urban landscape, passing through the symbology of the favela as a space 
of material and moral disorder, until the more recent language of the urban violence 
due to the domination of drug dealers and militia [30]. These changes replaced the 
language of rights precariously in force at the beginning of the recent democratic 
construction. 

Some theoretical keys must be activated to understand the persistence and meaning 
of the “favela problem and favelado stigma.” They are the concepts of necropolitics, 
permanent transience, and the biopolitics of precariousness and scarcity.
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Mbembe [31]. resumed Fanon’s studies on the characteristics of colonial domi-
nation. He states that it implies a division of space into compartments, the defini-
tion of internal borders based on the principle of reciprocal exclusivity. He added 
control, surveillance, separation, and also seclusion. However, Mbembe goes beyond 
Foucault’s notion of biopower and relates this idea to the concepts of state of exception 
and state of siege as the normative basis of the right to kill. It states that the absolute 
absence of law comes from denying any common bond between the conqueror and 
the native [31]. Necropolitics concerns defining who matters and who does not, who 
is disposable and who is not. [31]. In other words, it is necessary to construct the 
“other” as unequal and undesirable so that there is a moral justification to make them 
disposable in the eyes of the government. 

Rolnick finds that despite the differences between favelas in the same country 
and the world, “they have in common the fact that they constitute zones of inde-
terminacy between legal/illegal, planned/unplanned, formal/informal, inside/outside 
the market, presence/absence of the state” [32]. Contrary to the current voice that 
the state does not reach these territories, the author states that favelas are strongly 
constituted and mediated by the state. The state establishes the definition of illegality 
or tolerates it, or even when unblocking legal and administrative impossibilities for 
the recognition of the existence of the settlement and the incorporation of popular 
demands through public policies. 

Leite [33], based on Foucault, introduces the concept of biopolitics of precarious-
ness. It describes how government policies and agencies have been deepening the 
historical poverty in which the lower classes live during the pandemic in Brazil. It is 
concerned with governmentality [34] or managing the population by taking its life 
as an object and producing consistent subjectivity. To this end, Freire understands 
scarcity as a form of government constituted by actions that produce and reproduce 
the idea that existing public resources are “limited” and “scarce.” Thus, their distri-
bution and use dynamics become dependent on priorities and the balance between 
individual needs and collective policies [35]. 

It is necessary to understand the abovementioned processes that work to subordi-
nate favela populations, removing their possibility of speaking or being heard. Thus, 
preventing them from being recognized as subjects with demands to be met [36] and 
interdicting redistribution [37]. In short, they are impeding constituting themselves 
as a subject. Fleury [38] sees that the constitution of the subject configures an action 
that affirms autonomy and conscience within a framework that they did not choose. 
Inside this tension between social determination and the affirmation of individual and 
group freedom is the place of the subject’s constitution. For Arendt [39], the foun-
dations of the human condition are observed in the relationship between discourse 
and action because there is the subject’s place. Therefore, if the discursive appropri-
ation is the foundation of the human condition, the prohibition of discourse deprives 
individuals of their condition as actors and the possibility of inclusion in a relational 
symbolic order constituted by a web of acts and words. Therefore, the constitution of 
subjects of action and their social insertion necessarily passes through the possibility 
of rescuing their discursive capacity.
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The signifier favelas/favelados was historically associated with the Brazilian 
social literature on the urban issue, the territories and residents identified by the 
negative pole of the normal versus pathological, modern versus archaic, inclusion 
versus exclusion, legal versus illegal, center versus periphery, citizen versus marginal 
mass, among others. In other words, identity is socially constructed from the equiv-
alence with lack, disorder, and illegal issues, such as the absence of rights, culture, 
and property, in short, at the margins of the community of citizens. Such stereo-
types of neediness and violence are strongly emphasized and reproduced daily by 
the commercial media. 

However, it is necessary to observe the changes in the centuries-old organization 
of favela populations in search of infrastructure improvements, initially in the form of 
the residents’ association. Recently, the political arena in the favelas has become more 
complex with the presence of the state through community agents, the growing role of 
external political actors involved in projects carried out by non-profit organizations, 
and the dispute between drug dealers and militia to control the favelas organizations 
and territories. As a result, associations in the favelas were transmuted into less 
hierarchical and more plural local organizations, giving rise to a myriad of cultural 
collectives that carry out both aesthetic and political interventions. They aim to 
symbolically re-signify the social meaning of the places occupied in the cultural and 
political life of the city. 

Even recognizing that one can only speak of favelas in the plural, considering their 
diversity, there is a recent phenomenon identified as the increase in the self-esteem 
of young residents. They are connected in networks with social movements, using 
information technologies to problematize racial identity, class, and gender issues with 
greater participation in political parties and elections. This phenomenon identified 
by D’Andrea [40] as the emergence of the peripheral subject, is about the positive 
affirmation of the identity of part of the youth from favelas and peripheries, built 
around the polarization between needs and powers, a place from which they debate 
through cultural and aesthetic manifestations, issues of class, race, and gender. Such 
problems appear in different struggles and cultural forms, in an aesthetic production 
of their own, mostly collectivized: hip-hop and funk, poetry, dance battles of slams 
and passinho (Brazilian dance), and video production. 

The material basis of this transformation is rooted in the affirmative policies that 
democratized the access of the poor, black, and indigenous people to higher educa-
tion. This way, overcoming the tradition of the Brazilian university as a reproducer of 
economic and political elites. Today, we find a new generation of university students 
and professionals who live in favelas and the periphery. We also find museums, 
cultural centers, and other devices that support knowledge socialization, an active 
alternative media that disputes meanings and information dissemination. 

Understanding the role of political groups, leaders, and social movements in 
the construction of society is essential, especially concerning the dispute around 
universal rights. Amid collective actions, one can point out the buildings of counter-
powers, ways of being where there is space for horizontal practices, and constant 
innovation. For example, in a study on Brazilian favelas, Holston [41] indicates
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that the peripheries were becoming denser due to a disjunctive democracy, which 
provoked part of the population to insurgent citizenship. 

Living passes, in many cases, through the collective organization – which takes the city 
as the object of its claims – in an attempt to demand rights and denounce injustices and 
violations. In short, collective movements indicate objective possibilities of transformation, 
social recreation, reconfiguration, and rearrangements of life, including the institutional 
dimension of the state [42]. 

Otherwise, it would not be possible to understand how favelas organized them-
selves to face the pandemic: mobilizing internal and external resources, devel-
oping partnerships with universities and scientific institutions, preparing government 
action plans, producing new technologies and innovative means of communication, 
producing and disseminating knowledge, and creating territorial management instru-
ments. Collective action is preceded by the process of subjectivation—the actor as the 
subject in action—and can only be understood from the recognition of the existence 
of university students and cultural centers in the favelas, the enthusiasm of artistic 
collectives, the growing awareness of the favela as power rather than just a place of 
need, the existence of countless groups dedicated to alternative communication in 
the favelas. 

Fleury and Menezes [43] identified different types of organizations developed 
to fight the pandemic, considering the heterogeneity of favelas concerning previous 
organizational experiences. Some already had a history of struggles, consolidated 
leaders and organizations, external partnerships, and greater capacity to mobilize 
resources and vocalization. In contrast, others showed more significant institutional 
and political weakness, although they reacted by creating organizations to face the 
impact of the pandemic on community life. 

The degree of institutionalization and connection can be an important indicator of 
social capital, involving relationships of trust and resources accumulated in commu-
nity organizations. However, the degree of institutionalization should not be confused 
with the level of politicization. Any mobilization has strong political potential, 
whether from a political subject organized before the action or from a context of 
urgency that requires effort in which the actor is formed as a political subject. In 
other words, the political subject is constituted in the web of relationships these 
actions mobilize. 

Considering the differences in connecting, formalization, scope, visibility, and the 
previous experience of these community organizations, it was possible to identify 
actions that could be presented in a continuum that varies according to the forms 
of organization, such as (a) crises offices (quite structured and connecting many 
organizations, focused on fighting the pandemic); (b) multiple actions, but not unified 
in the same territory; (c) punctual and less institutionalized actions [43]. 

The organization and action developed showed that, even in a health and economic 
crisis, there are potentialities and capacities in the territory that can be mobilized by 
social relations and by the web of relationships and external supports. Moreover, soli-
darity between favelas is also vital, providing the redistribution of collected resources 
and knowledge transmission.
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Fleury and Menezes [43] identified the following predominant forms of collec-
tive action developed in the fight against the pandemic: the guarantee of subsis-
tence; community communication; prevention; mapping and production of data 
on incidence and mortality; meeting demands and criticizing the government; the 
presentation of community action plans. 

All these actions, even simple measures or relief, are also political. They require 
the construction of action strategies and consensus-building: mobilizing resources, 
building alliances, forming new leaderships, and breaking the selective barriers of 
knowledge. However, some of them are more directly focused on political incidence, 
whether in denunciation, judicialization, or the construction of action plans. Defense 
of the right to life and healthcare shapes the content and form of political action in 
all of them. 

4 Pandemic: Reframing, Symbolic Disputes, and Materials 

Most collective actions developed during the pandemic in favelas and peripheries 
tried to reframe symbolic disputes. Others were related to the mobilization of 
resources and territorial management, and more still were developed in knowledge 
production and new technologies. 

4.1 Reframing the Pandemic: From Symbolic Disputes 
to Action Plans 

Community media have already played a leading role in many movements over the 
last decade, tensioning narratives about the peripheries and favelas in large Brazilian 
cities. Not only in well-known newspapers, such as Jornal Voz das Comunidades, 
produced and distributed in the favela Complexo do Alemão, or Maré de Notícias, 
in Complexo da Maré (both in Rio de Janeiro), but also through the internet, through 
social networks of leaders and residents or in progressive media spaces. In addition, 
community radio stations and different communication vehicles give the reality of 
favelas and peripheries new interlocutors, reaching a larger audience inside and 
outside their territories. They work to question narratives prevailing in the mainstream 
media, which, in most cases, build the image of the favela and the favelados as violent, 
criminal, poor, or stressing the absence of the state. 

Through their voices, in an increasingly broad and capillary way, favelados and 
residents of peripheries dispute their memory and place in the city, overcoming stereo-
types and representing the full power of their history and struggle. It is precisely 
within these narrative and discourse disputes that favela residents are constituted, 
criticizing, and identifying with the statements in which they are framed. Therefore,
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community communication has been critical in building and connecting social move-
ments and the public arena. In the current context of crisis, in favelas and peripheries, 
the activity to face the pandemic has been enhanced by access to communication 
networks and technologies. Through them, political actors disseminate information 
on prevention through videos, audios, and booklets, make complaints, requests for 
support, and connections between favelas and collectives for prevention actions. And, 
of course, to increasingly produce opinion articles, research, and data concerned with 
representing the favela through their practices in the political field and the scientific 
field. Several analyses and proposals have been built through the network, shared in 
community newspapers by their actors, or echoed in mass media newspapers through 
some of their representatives. 

The ‘Marielle Franco’ Favela Dictionary [44] is an initiative started based on 
the need of favela residents to express their stories, aiming at the decolonization of 
knowledge [45, 46]. It brought together a set of materials, news, actions, and analyses 
regarding the reality of the peripheries and favelas to support the dissemination, 
connection, and coping with the pandemic. In the “Coronavirus in the favelas” section 
[47], ten pages collect and share different content from different vehicles, actors, and 
motivations In the “Coronavirus in the favelas” section ten pages collect and share 
different content from different vehicles, actors, and motivations. 

At the beginning of the pandemic, in March 2020, when public bodies were still 
seeking to position themselves on measures to protect the Brazilian population from 
the new coronavirus, favela leaders and collectives were already connecting and 
thinking about its impacts on territories. The favela movements are leading actors 
in the historic struggle for fundamental rights, and, recognizing the reality of their 
daily lives, they anticipated the need for a community organization. For the leaders 
who began to organize themselves early on, the certainty is that when the pandemic 
arrived in the favelas, it would deepen the pre-existing structural inequalities. This 
discourse demonstrates that beyond the current health crisis, the political aspect of 
framing favelas is still marked by “a lack of support”—even if, through community 
connection, people create new proposals for the transformation of the city and the 
society. 

Opinion articles and calls from favela residents [48] began to circulate in the 
second half of March 2020, pointing out the inequalities and the different impacts that 
the pandemic could have on the populations of the favelas. Among the most cited were 
race, class, and gender inequalities that historically reproduce rights violations. They 
are related to infrastructures such as lack of basic sanitation, housing, access to water 
and health equipment, precarious work, and (in)security. This is due to the constant 
criminalization and marginalization of favela youth through police operations and 
the incarceration of black men and women. 

The political positioning of this narrative indicates a special place for those who 
live in risky situations and their neighbors and relatives to speak and identify vulner-
ability as an expression of class dominance. These discourses are distinguished from 
the treatment given by the commercial media in their content and the discursive 
interaction they propose to establish.



190 S. Fleury

Therefore, the debate about the “democratic virus” that framed the discourses of 
the mainstream media (the virus does not choose whom to contaminate) becomes 
increasingly problematized. In territories where the state and assistance do not reach, 
the virus inevitably causes greater lethality if there are no adequate and effective 
policies that consider the conditions of favelas and peripheries. An article published 
in Portal Geledés frames the discussion from a racial perspective, denouncing that 
the lack of data disaggregated by color/race in Brazil may neglect the perception 
of the impact of the pandemic on the black population they already neglect other 
diseases. The majority of people in vulnerability in Brazil are black and mixed color, 
living in the streets, in precarious houses, or are serving time in prison, which shows 
the structural racism in the country. In countries marked by inequality, racism is a 
social determinant of health, as racism crosses the black people’s conditions of death 
and life. 

Faced with the repercussion of complaints and action programs, working with 
community and academic networks, the representation of the pandemic from the 
favelas (and favelados) is taking a different frame. Discourses take the form of 
political action, constituting, through their placement, political subjects. The mate-
rials collected by the ‘Marielle Franco’ Favela’s Dictionary demonstrate this path 
and the meanings of action that reframe the pandemic itself in this reality. For 
example, 79 entities, networks, collectives, and civil society movements—including 
the ‘Marielle Franco’ Favela’s Dictionary—the National Forum for Urban Reform 
published/forwarded a political document proposing urgent measures to combat the 
new coronavirus in the various peripheries of the country, from the perspective of 
the right to the city and social justice. The document brings a series of proposals, 
divided into 13 fronts, which include: the elaboration of emergency plans by munici-
palities, states, and the federal government; guaranteeing access to hygiene and food 
equipment and services; guaranteeing access to essential services for the promo-
tion and universalization of sanitation; financial assistance to low-income families; 
strengthening community actions and spaces for social participation; information 
and communication campaigns; the promotion of mobility; the universal right to 
quality public health, with the strengthening of SUS; security of tenure and right 
to housing; solidarity with the homeless population, offering quality shelters; the 
end of the militarization policy in communities; a COVID-19 prevention policy in 
prisons; and a new fair, democratic, and sustainable economic policy. It is important 
to note that public policy agenda is demanded by society, and the connection between 
different actors in networks and networks of networks gradually becomes denser. 

Another proposal, also launched in May, brought together leaders from different 
favelas and Universities to develop an action plan to fight COVID-19 in the favelas 
and peripheries. The document suggested that 13 prevention actions, medical care, 
and social support prevent new infections and reduce the impact of the pandemic on 
favela residents. In other words, it recognized the necessary prevention and commu-
nication actions, with support for the “Se Liga no Corona” campaign, by Fiocruz-RJ. 
Also, it required an organization of teleservices for health, protecting the vulnerable 
and those most exposed to the virus, such as essential service workers. Additionally, 
it demanded the disinfection of public roads in the favelas, and the implementation of
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exclusive COVID-19 care centers in the favelas, using public spaces, such as schools, 
and actions to strengthen primary health and social assistance units. 

Therefore, through actors and collective mobilization, it was possible to reframe 
the reality of the pandemic in favelas and peripheries (and cities) through actions 
for rights and the incorporation of their discourses in research, articles, and public 
documents. Through their task of (re)framing the pandemic and favelas, discourses 
constitute a field of dispute in the institutional sphere, causing specific influences on 
political reality, and even enabling institutional changes [49, 50]. It is important to 
remember that discourses are part of the context they develop. They are thus part 
of an updated trajectory, especially in health, political, and economic crises. Under 
these conditions, political subjects—those who enunciate the discourse—not only 
pre-exist as a condition for its enunciation but also re-signify their identities and 
coalitions. 

4.2 Production of Knowledge and Technologies 

The possibilities of containing the spread of the new coronavirus depend on knowl-
edge about the virus incidence and development in each location. One of the ways 
medical and health authorities indicated to understand the dynamics of the pandemic 
is through mass testing. However, Brazil is one of the countries that performed the 
minor tests, with an average of 63,200 tests per million inhabitants—placing it in the 
64th position [51]. 

In this configuration, social, territorial, and racial markers constitute a cut-off line 
that informs who will have access to tests and acceptable forms of treatment and 
who will only obtain precarious care. The selectivity of the information collection 
and dissemination and the lack of transparency in disseminating data on the new 
coronavirus in these territories generated great distrust and concern in the leaders 
who came together to seek a solution. Activists and community leaders consider 
the precariousness and inadequacy of the data produced by government agencies 
as discriminatory political action. Furthermore, based on the biopolitics of scarcity 
increased the risks of contagion and deaths for the populations of the favelas and 
prevented the planning of adequate protection and prevention actions. 

In the face of this reality, activists and collectives from favelas and peripheries, 
working with health workers and research institutions, organized themselves to 
build community panels—actions to map cases and elaborate specific policies for 
these territories. Such activities use new technologies and pre-existing networks in 
the favelas for diagnostic and prevention measures, such as, for example, in the 
constitution of panels and campaigns [52]. According to the authors. 

It is possible to say that these panels seek to twist the regime of truth [53] that constitutes and 
authorizes the true discourse on the new coronavirus in Rio de Janeiro. In this sense, they 
are presented as a practical-discursive effort to make the pandemic visible in the favelas, to 
validate certain statements and practices about the sanitary and health emergency in these 
locations.
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Other authors analyze the practice of urban collectives from the perspective of 
counter-hegemony, understanding how social media were used as a space to fight the 
virus and support the insurgency. Thus, creating content, information, and research 
material on COVID-19 in their communities and establishing partnerships with 
institutions to expand their claims [54]. 

The network of residents and health professionals was responsible for inserting 
the favela and the favelados into the scientific debate about producing data on the 
new coronavirus pandemic. Initiatives such as Voz das Comunidades, in Complexo 
do Alemão, and Redes da Maré, in Complexo da Maré, started to organize the data 
collected by family health units and community agents to build panels to monitor 
cases in favelas and peripheries. It was a response to complaints regarding data 
collection on suspected cases, confirmed cases, and deaths, given the scarcity of 
tests for all territories in Rio de Janeiro. 

Therefore, different collectives and territories created their methodologies to 
monitor and quantify the reality of the virus in their population—an example is 
the Santa Marta Against COVID-19 campaign, which created an internal form for 
residents. Therefore, residents began disputing data and statistics of the pandemic, 
building another image of the reality of facing the disease and the rights violations. 
Faced with these initiatives, the Comunidades Catalisadoras (catalytic communities) 
(ComCat) organization [55], which has supported favela mobilizers in their struggles 
for twenty years, developed a partnership with dozens of other collectives and orga-
nizations, and created the Painel Unificador COVID-19 nas Favelas (unifying panel 
of COVID-19 in favelas.) The panel’s main objective is to support prevention efforts 
carried out by community movements, inform their neighbors and press for neces-
sary public policies, and provide a more accurate view of the impact of the pandemic 
on favelas. In addition, Fundação Oswaldo Cruz—FIOCRUZ, through Fiocruz’s 
COVID-19 Observatory, started to produce monthly newsletters Radar COVID-19 
mas Favelas, seeking to systematize, analyze, and disseminate information about the 
health situation in the territories. In other words, in addition to community communi-
cation, the discourses built essential political strategies to fight for citizenship rights 
in the favelas and peripheries, possible through their different actors’ representation 
and political networks. 

In addition to producing the methodology and building the information-producing 
network, and disseminating community panels with epidemiological data, other inno-
vations were created by residents, such as the preventive sanitation technology devel-
oped by residents of Morro Santa Marta. They were able to identify the appropriate 
chemical solutions and mobilize support to purchase supplies and equipment for 
disinfecting the streets and alleys. This technology was later disseminated through 
training residents of other favelas favelas [56].
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4.3 Territorial Management, Resource Mobilization, 
and Political Incidence 

In all the favelas, there was mobilization to obtain resources to buy basic food pack-
ages and distribute them in the territory. In addition to an intense internal and external 
communication process, this involved the development of logistics for storage and the 
definition, based on a close relationship with the residents, of the criteria and priori-
ties for the distribution of food. As a result, many have created community kitchens 
and distributed meals. In addition, they had to develop measures to disseminate infor-
mation and materials for prevention, distribute sanitizing hand-gel, collective water 
storage, aid those infected to isolate from the rest of the population, and remove 
residents who died in their homes. 

The second-largest favela in São Paulo, Paraisópolis, has become an exemplary 
case in mobilizing resources and managing the territory in fighting the pandemic. 
Led by Gilson Rodrigues, the residents organized themselves to mobilize resources to 
purchase basic food packages, hire ambulances, seek support from the state govern-
ment to use closed public schools, and manage the territory. Street representatives 
were chosen who were called presidents and became responsible for up to 50 families 
each. The presidents define the deliveries of basic food packages, call ambulances 
for those who need them, and refer those who need the care to shelter homes. 

Having managed to mobilize financial support from entrepreneurs, they started 
distributing the basic food packages, meals, and masks. They hired health profes-
sionals and three ambulances to assist the residents and created shelter homes for 
people in need of isolation and special care in the school space provided by the 
government. Volunteer first-aiders were trained while other volunteers began to 
spread information based on scientific evidence to a population confused by the 
fake news that the government disseminated on social networks. 

However, territories with community organizations already active before the 
pandemic witnessed a deterioration in the institutions’ political mobilization. For 
example, this phenomenon was observed in the region of Grajaú Faz, in São Paulo. 
Political work was demobilized. It connected community leaders, sociocultural 
collectives, local organizations, health workers, education, and social assistance in 
a political construction of popular education, discussion, and defense of public poli-
cies. The government was not the actor responsible for mobilizing the community 
to fight against the pandemic in Brazil, particularly in these territories. The actors 
working in this direction were professionals (civil servants and others) in health, 
education, and social assistance, who maintained a strong connection with the periph-
eral populations. Many initiatives had the participation of professionals, social orga-
nizations, and scientific institutions, creating organizations to offer legal, social, and 
psychological support to victims of the disease and their families [57].
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5 Final Considerations 

The pandemic brought great social insecurity, causing a health crisis of unusual 
proportions, which unfolded into global economic, political, and humanitarian crises. 
However, coping with the pandemic depended on the political guidelines of govern-
ments, the scientific, technical, and institutional resources available, and the political 
priorities adopted. 

In Brazil, in addition to the devastation caused by the pandemic, factors such as 
prolonged exclusionary urbanization led to the proliferation and population density of 
favelas and peripheries in territories lacking essential public infrastructure services. 
The pandemic accentuated inequalities when faced with an economy in crisis, with a 
high rate of unemployment and informal work, a process of deindustrialization and 
dependence on inputs, and prolonged underfunding of the social protection services 
network. 

However, the national health system (SUS), the result of civil society struggles as 
part of the democratization process consolidated in the last 30 years amid austerity 
policies, has been an essential factor in improving health indicators and access to 
services. Although inequalities in access have been reduced by strengthening primary 
health care, many gaps persist in the distribution of more complex or better-quality 
services, mainly affecting the poorest population. Nonetheless, SUS was considered 
the main instrument to face the pandemic, avoiding a more significant number of 
unnecessary deaths in a context in which the president minimized the severity of the 
pandemic and disseminated false information about treatment. 

Even with subnational governments taking the lead in combating the pandemic, 
the isolation and hygiene measures propagated did not consider the reality of favela 
and periphery residents, whose precarious situation and unemployment manifested 
as food insecurity and increased misery. 

Community organizations reacted to this situation by mobilizing internal and 
external resources. Many actions took place as part of the biopolitics of resistance, 
based on mobilization and social organization in collectives that sought to compen-
sate for the omission of public power. Others developed as part of insurgent citi-
zenship, claimed citizenship rights and demanded public power attention to meet 
demands and needs. 

At the root of this collective action, the historical process involved residents’ asso-
ciations, cultural collectives, universities, scientific institutions, community media, 
and volunteers. As a result, the social construction of the universal right to health 
was indelibly inscribed as part of a democratic society. In the same way, the perma-
nent mobilization of workers and health institutions around the principles of the 
health reform consolidated a web of partnerships and connections with community 
organizations that could be mobilized and strengthened in the face of the pandemic. 

Undoubtedly, the leading actor is the population, transforming itself into an 
increasingly active peripheral political subject, capable of developing collective
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actions for disputes over meanings and reframing the pandemic. They use commu-
nity media, dissemination of information, mobilization of resources and partner-
ships, production of knowledge and technologies, territorial management, and the 
construction of public action plans. 
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Empower Shack Housing 

Alfredo Brillembourg 

Abstract For much of the past 20 years, our research and design work has primarily 
concerned relatively discrete interventions: individual structures, from the vertical 
gym to collective housing; connective tissue, such as the Metro cable car; and neigh-
borhoods, like Khayelitsha in South Africa. But all the while, we were thinking and 
talking about the city, about what participatory urbanism might mean and be in the 
twenty-first century. The rigid separation of formal and informal, planned and ad hoc, 
wealth and poverty, makes no sense to us. Those distinctions are inherently unstable 
politically, economically, and geographically; marginalization is a social and phys-
ical phenomenon, a kind of illness afflicting the civic body. The disconnect between 
formal and informal has at least two root causes. One is organic: cities grow outward, 
like the ripples in a pond when one drops a pebble in the middle. Like the ripples, the 
encircling neighborhoods grow weaker and less coherent the farther they are from 
the center. The other cause follows the law of unintended consequences: infrastruc-
ture, especially transportation, creates barriers between the haves and the have-nots, 
in the interest of improving vehicular movement. Even where public transporta-
tion and pedestrian bridges provide access across highways and six-lane boulevards, 
neighborhoods are still cut off from one another, preventing mingling and sharing. 

Keywords Social architecture · Public space · Housing rights · Informal 
settlements · Global South 

1 Introduction 

Where do we stand today when it comes to alternative conceptions of urbaniza-
tion? What are the forces vis-à-vis the political beliefs and frameworks that inform 
contemporary roles and models for architectural practice? Since the tail-end of 
the 1990’s one can witness a growing frustration of a generation of architects and
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spatial practitioners, who are no longer willing to accept the truism and conventional 
understanding of the architect as the sole power, who is in charge of space. 

This essay1 is neither, as they say, a conventional story about an architect’s involve-
ment in an informal settlement nor a typical observation. It is about a particular project 
undertaken under the specific circumstances of Khayelitsha. This is not to suggest 
that this process was without challenges; as Bret Stephens wrote in The New York 
Times, “If you find writing easy, you’re doing it wrong” [1]. 

We, as Urban-Think Tank, have spent a long time thinking of how our work in 
South Africa has contributed to advancing the ideas around upgrading communities. 
With this essay, we attempt to contextualize our work and offer readers arguments 
about what we call “advanced reblocking of informal communities” in South Africa. 
We also want to share ideas about architecture, cities, and the role of the architect in 
addressing the inequities that beset societies everywhere. 

The question of how the architect can—and perhaps should—be a public intellec-
tual does not need to be discussed. Incremental housing and informality are already 
popular concepts in the scholarship [2]. But do the principles that have emerged 
through research make a difference so far? Do the various theories translate into 
transformative practice? And, most importantly, are we architects just talking to one 
another, failing to engage with practical realities? 

One answer is clear: we need to escape the special interests of the housing devel-
opment corporations, whose purposes focus narrowly on economic goals and share-
holder expectations. The provision of housing must be addressed in the context of 
regional development, including employment opportunities, services, transportation, 
and the like [3]. By yielding to the limited perspective imposed by market forces, 
architects fail to consider the roles of growing urbanization, limited resources, and 
the vulnerabilities of the populations, whom they think they are serving. 

In the 2011 SLUM LAB magazine, we dealt with global urbanization and its 
effects on various populations. However, we were not alone in arguing for a new 
urbanism that links theories and solutions to the truth on the ground: some architects 
and scholars like Teddy Cruz, Christian Schmidt, Neil Brenner, and Andres Lepik 
have also taken up the dialogue since the 2000s. Nor is incremental housing a new 
preoccupation; Le Corbusier dealt with this concept in his Domino House prototype 
in 1915 [4]. The German architects Martin Wagner [5] and Henry Klumb [6] brought 
the principle of piecemeal growth to North America when they immigrated to the 
United States just before World War II. By the early 1950s, architects and planners 
across Latin America were exploring the possibilities that incremental development 
offered to financially constrained local governments facing housing shortages [7]. 

One of the most commendable examples of a housing program subsidized by 
the government took shape in Peru in 1968, with an initiative known as the PREVI 
(Programa Experimental de Vivienda) Project [8]. Funded by the United Nations and 
organized by Peter Land, a British architect and intellectual who had come to Peru

1 This essay was written, in collaboration with Tord Isdal and Ayca Beygo as contributing 
researchers, in the first-person plural narrative. It refers to the Urban-Think Tank team in the given 
timeline. 
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to teach and work, PREVI became the cynosure of social housing experimentation 
globally. Renowned practices of architects like Aldo van Eyck, Fumihiko Maki, 
Charles Correa, George Candilis, Atelier 5, James Stirling, and many others eagerly 
participated [9]. PREVI’s appearance on the architectural scene was timely: it was 
seen as the realization of the 60’s vision of a social utopia. But two factors doomed its 
role as a widespread influence. First, shortly after PREVI’s establishment, celebrity 
architecture became the profession’s obsession, and architects started losing interest 
in the design and construction of social housing projects [10]. Second, following a 
military coup and the regime change, the Peruvian government ended the PREVI 
experiment in 1974, having built just 500 units which were only one-third of the 
initial target. 

Nevertheless, PREVI remains a worthy example of the benefits of international 
and interdisciplinary collaboration among architects and of architects with govern-
mental entities and the UN. Our experience shows that a still broader and deeper 
perspective is essential. As urbanists like Edward Soja and David Harvey and urban 
anthropologists like Henri Lefebvre have all argued, the creation of urban space is far 
more complex and dynamic than the creation of houses alone [11]. Architects must 
engage with the social sciences to understand all the forces and processes at play to 
ensure that their efforts result in genuine and long-term benefits for the people they 
hope to serve [12]. 

2 Power to the People 

2.1 Discordia Concors2 

It took nearly 50 years for South Africa to abandon the official principle of apartheid, 
though it had dominated black/white relations ever since the first white settlers 
arrived. In 1990, the ban on the African National Congress (ANC) was repealed and, 
after 27 years of incarceration, Nelson Mandela was released from prison [13]. It took 
another five years of negotiations and transitional politics, disrupted by violence and 
riots, for a new constitution to be ratified, giving equal status to all South Africans 
on paper, if not always in fact. 

Among others, housing rights were also codified in the new constitution. However, 
declaration and implementation took place often years apart, and the euphoria of 
1994—the year of Mandela’s election as President—did not translate into action 
[14]. One of the new government’s initiatives was the establishment of the National 
Reconstruction and Development Programme (RDP) [15] for public housing, which 
aimed to provide one million low-cost houses within the first five years of its founding 
[16]. There has, to be sure, been some progress: variations of the RDP model became 
the centerpiece of the country’s approach to the housing crisis, and some 2.8 million

2 A rhetorical device in which opposites are juxtaposed so that the contrast between them is striking. 
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houses have been built since 1994. Nevertheless, there are approximately 10 million 
people, 25.6% of the urban population, who still live in 3400 informal settlements 
in South Africa [17]. The housing shortage across the country amounts to more than 
2 million homes [18]. 

2.2 It’s a Question of Perspective 

In 2012, we were invited to participate in the Design Indaba Conference in Cape 
Town, a gathering of international talent and expertise.3 The presentations and discus-
sions tended to present a rosy picture of accomplishment with respect to the intersec-
tion of design, in its broadest sense, conditions in the townships, and the urgent need 
for enormous quantities of decent housing. However, when asked if the participants 
had ever been to the informal settlements, the answer was a resounding no. 

Urban-Think Tank’s investigation and research principle in a new locale is usually 
to start on the ground. During the conference, however, arose the possibility of a 
bird’s-eye view—a helicopter ride along the coast toward the scenic Cape Point. 
Ravi Naidoo, the creator of Design Indaba, reluctant at first, due to the bureaucratic 
and security issues, finally agreed and enabled us to fly over the Cape Flats, to 
photograph and film the acres and acres of shacks. 

After that flight, we spent several days meeting residents and community leaders 
in the Philippi township, accompanied by Andy Bolnick, architect and founder of 
the NGO Ikhayalami (“my home” in Zulu). Bolnick was working on post-disaster 
reconstruction in a small area of the township called Sheffield Road, implementing 
a “blocking-out” scheme. 

2.3 Blocking-Out, Basic and Advanced 

“Blocking-out” describes a design and implementation process pioneered by the 
NGO Ikhayalami and Slum Dwellers International [19]. All phases of the process— 
from identification of need, to design and implementation—are led by the community 
and organized networks of the urban poor, supported by NGOs and in partnership 
with the state. 

The scheme involved the reconfiguration of an informal settlement into a more 
rationalized spatial layout, which allowed the creation of demarcated pathways or 
roads, public and semi-public spaces, and emergency services access. This facilitated 
the provision of infrastructure and result in enhanced circulation, greater safety, 
access to basic services, and, above all, the recognized “right-to-remain” legal status 
for squatter communities. The approach has been acknowledged by an international

3 The Design Indaba Conference “brings together people using design and innovation to create a 
better world.” (http://www.designindaba.com). 

http://www.designindaba.com
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audience as “best practice” [20], supported and endorsed by thousands of shack 
dwellers connected to the Informal Settlement Network. 

In its implementation, blocking-out consisted of the physical dismantling of indi-
vidual shacks, which were then either replaced with an upgraded model or reassem-
bled according to the improved and agreed-upon urban scheme. Residents opting for 
an upgraded shack had a range of prototypes offered by Ikhayalami from which to 
choose, depending on their financial means. 

Walking up and down Sheffield Road, we understood the enormous potential of 
the innovative blocking-out scheme. Accordingly, it raised the question of whether 
there was a more powerful upgrading strategy that could begin by building lasting 
foundations for a future city. 

Then we saw it: a double-story shack one resident had built haphazardly for 
himself. What if this initiative could be replicated over a broad area? By replacing 
the existing one-story shacks with a two-story prototype, we could reduce the private 
footprint of each unit, freeing up the land for public space, firebreaks, and basic 
infrastructure. 

We asked the resident what had motivated him and why his neighbors had not 
followed his example. “So I could open up a shop on the ground floor,” he explained, 
adding, “but the sandy ground made it very difficult to construct a two-story dwelling 
out of tin and wood.” 

Focusing on our inquiries and research, we asked other two-story-shack 
owners/builders what lacked in their homes and whether they, too, might benefit 
from a ground-level shop in a two-story house. What they needed, they told us, was 
a way of expanding their houses to accommodate growing families. The notion of 
the nuclear family is an anomaly in South Africa [21]; families can consist of ten or 
more people, typically living in a six to twenty square meter shack [22]. 

The solution we found was to design a blocking-out unit that would be double-
storied and possibly involve new structural techniques and materials, allowing resi-
dents to upgrade their homes safely. In conjunction with Ikhayalami, we developed 
the concept of Advanced Blocking-Out and the Empower Shack respectively. 

While it is based on the two-story unit, we did not believe in the one-size-fits-all 
design; instead, the scheme accounted for the varying needs and aspirations of the 
residents. They decided whether larger shacks reduce their footprint, or whether all 
households maintain the same amount of floor area they occupied prior to blocking-
out. During the design process, the community weighed in with whether each unit 
should include yard space in the form of courtyards. Construction materials were 
provided at a subsidized cost and included walls for a structure that covered an area 
of up to twenty square meters. Families who have bigger shacks needed to make 
their own plans for enlargements if they wanted to exceed this limit. The option of 
upgrading to a two-story shack in a cluster of row houses increased the density and 
enabled the flexibility necessary for multiple configurations of the units. 

The Empower Shack solution had three goals: to increase the housing density 
to improve the urban environment and the community’s living standards; to create 
incentives such that all participation is voluntary; and to consolidate community 
resources—time, land, and income—for a successful outcome.
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2.4 BT Section C 

We asked Bolnick if she knew of a place where we could try to implement the new 
blocking-out strategy that could serve as an example of the first double-storied shack 
upgrade. She pointed us to Khayelitsha, meaning “our new home” in Xhosa [23], 
located about 29 km from Cape Town, and particularly to the area known as the 
BT-Section, which is a part of Site C. The site was ideal for our purposes a mix 
of local initiative and governmental neglect. On one hand, it had a lively street-life 
and community-based economy: people sold fruits and vegetables or second-hand 
furniture and clothing; they provided child-care; they fixed cars. There were taverns, 
houses—more properly rooms—of worship, clubs for youth and for senior citizens. 
On the other hand, it was very crowded more than 280 individuals occupied about 
4000 sq m. 

The shacks they have built with found materials were of poor quality and were 
distributed helter-skelter throughout the site in a nearly impenetrable maze. There 
was no basic infrastructure or services; flash fires and flooding were persistent envi-
ronmental threats, and residents were at risk of predatory violence [24]. They suffered 
from unemployment and Cape Town was a long and costly taxi ride away hence the 
small businesses tucked into nearly every shack [24]. In other words, this was a 
place where the Empower Shack’s innovations could be an effective game-changer. 
But first, we had to make our idea real: the concept could be proved best inside the 
building. 

We set up a ten-day workshop founded on a design brief we drafted with Ikhay-
alami and accompanied by materials that presented such overarching issues as the 
socio-political context, local tendencies, practices, and capacities of community 
engagement. 

Shortly after the workshop we and Ikhayalami were able to secure a private grant 
to subsidize the materials for a two-story shack prototype. 

2.5 Test Case: Phumezo’s Shack 

Phumezo, the community leader, had already expressed interest in testing the proto-
type. The one-story shack he had built in 1987 needed major repairs, and his wife and 
two daughters were pressing him for additional space. In December 2013, Phumezo 
became the Empower Shack’s first client. 

Phumezo and his family were able to contribute some of their savings to cover 
expenses beyond those subsidized by the grant, and on short notice, our team began 
to adapt our still-evolving prototype designs to fit within scheduling and budgetary 
constraints. We successfully petitioned the Anti-Land Invasion Division of the City of 
Cape Town to approve the project, despite their usual misgivings about any construc-
tion in BT that appeared to be permanent. After three intensive days working with 
Ikhayalami, we prepared a simplified design and construction plan for a shack.
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Over a period of four days, a team of four to six people, composed of regular 
Ikhayalami builders, ISN representatives, local activists, and Phumezo, assembled 
the latter’s eye-opening new two-story shack. Pillars were dug sixty centimeters down 
into the sand and held together with a dry concrete mix, allowing the foundations to 
be set after the floor components were installed. Melvyn, the foreman, improvised 
excellent solutions for unexpected conditions, such as the slanting topology of the site 
and the presence of concrete slabs beneath the topsoil. The backbone of the house was 
a basic module of eleven and a half square meters. Scrap treated timber was used to 
reinforce the footers and the floor plane, and to allow for thinner floorboards between 
joints. Clip-lock panels were trimmed, and windows cut to customize the design 
according to Phumezo’s requirements. Stairs around the back of the shack allowed for 
outdoor access to the top level. Neighbors, passing drivers, and pedestrians walking 
down Maphongwana Avenue congregated around the site, fascinated by the unusual 
structure. Our group fielded multiple inquiries about the construction process and 
the parties involved. 

The built project inspired leaders in BT to discuss a community-wide blocking-out 
plan. Phumezo aligned local political forces and used his new shack as an example to 
start pushing for a neighborhood-upgrading project. Our ambition with the Empower 
Shack was not to deliver a finished product or a definitive solution, but rather facilitate 
a process and build a methodology that could be scaled and replicated. 

2.6 Getting from One to Many 

Thus far, after shaping some essential principles to build a prototype, we could 
assemble Phumezo’s shack in a single day. That was a significant feature, because any 
site left vacant for more than 24 h would almost certainly be squatted by newcomers. 
The building components were lightweight enough to be manageable by just two 
people and relatively little skill or experience was required for the construction; local 
labor could build a sturdy structure. The raised platform enabled sanitation services 
to be upgraded easily since pipes could be connected through the gap between the 
ground and the platform. We also conceived a plan in which clusters of shacks were 
arranged so as to share a basic bathroom unit among them; shacks could install their 
own bathrooms once the residents have the financial means to do so. 

2.7 Financing and Subsidies 

Finances. Money. Funds. More than almost anything else, this is the missing or 
misshapen cog in the machinery of housing for the informal settlements [25]. Town-
ship residents do not have access to commercial lending, though in some instances 
there is the equivalent of a local credit union where they can stash their savings for 
a meager interest. Absent a loan, residents have to build in increments. Rather than
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building the home they really need, they pay off the loan in increments as money 
becomes available. This, certainly, makes the ease of expansion absolutely essential 
to any design. 

We proposed that, as community members accepted homes of the new dimen-
sions, they would receive subsidized contributions to the cost of their new houses, in 
exchange for freeing up land. This idea of binding the housing subsidy to shack sizes 
created a great deal of interest in the BT community and ensured their participation, 
which, in turn, led to the Land Release Credit (LRC). With the LRC, each resident 
received 500 ZAR per square meter of land that was contributed to the project as a 
credit towards the cost of the upgraded home. Each household was allocated at least 
thirty-five square meters having access to the minimum units. 

As a concept, subsidized social housing goes back to almost 100 years. The 
extensive social housing program in Vienna, initiated in the 1920s, is still very much 
alive: sixty percent of all Viennese households live in subsidized apartments, of which 
220,000 are in council housing [26]. 

There is an implicit challenge in setting up subsidized housing: one must determine 
the conditions of the subsidy. While South Africa has a variety of housing programs, 
most of them, like the Breaking new ground initiative, have a per-head subsidy [27]. 
In this program, the government would give a lump sum amount (160,573 rands in 
2017) to qualifying households. The problem with a per capita subsidy scheme is 
that they support a single-solution project that yields monolithic housing blocks [28]. 
The alternative could be an income support or co-pay program, in which the govern-
ment would match the household’s contribution. The matching contribution could 
take various forms, such as tax abatement or subsidized loan rates. The Empower 
Shack project makes use of both types of subsidies. The residents could pay about 
100 dollars a month over eight years if there were a bank that would mortgage the 
houses and pay for the full value of the house over time. For purposes of the pilot 
project, we invented a scheme in which residents would pay only ten to twenty 
percent of the value of the house and thirty percent would be subsidized by the Land 
Release Credit, while the remaining fifty percent was to be subsidized by private 
foundation donations. 

2.8 Ideas and Obstacles 

The next question was how to make this prototype available to the sixty-eight families 
living in BT South. Cities all over the world, including Cape Town and its sprawl, 
suffer from prioritizing private space over the collective [29]. The solutions aren’t 
easy to implement. At one point, we proposed a house in which the ground floor 
was partially allocated to a deck for an outside living space, the virtue of which is 
only realized if the deck overlooks a street or courtyard in other words, responds to 
the scale of the collective. A great idea, one might think, except that the majority



Empower Shack Housing 207

of South Africans would rather enclose those few square meters (as seen all along 
the N2 highway) [29]. And not only South Africans: one must remember that the 
residents of Sidi Othmane, in Casablanca, filled in their balconies to create additional 
rooms [30]. 

The aversion to a shared domain remained an obstacle to community-building in 
Cape Town [29]. Eventually, we would hope, some version of the advanced blocking-
out scheme, implemented as a test case, could incorporate communal, shared spaces 
in such a way as to make them desirable and sought-after. In the shorter term, our 
goal became the establishment of a knowledge base of contemporary building prac-
tices in South Africa—including details on pricing, weight, and dimensions—that 
could inform the second phase of the design process. By testing different combina-
tions of components, we wanted to identify and promulgate an overarching modular 
system for the housing unit. It could leverage the availability and economy of prefab-
ricated industry-standard materials while offering a variety of unit sizes to meet 
spatial requirements in an efficient way. We understood that we needed to find a 
middle ground, but we were navigating between the large urban dense blocks and 
the sprawling identical RDP housing. Either solution led to some form of a lifeless 
ghetto effectively just another sort of slum. We took a third way. 

3 The Power of the Collective 

3.1 Participation 

Independent action, as has been observed in the barrios of Caracas, produces an 
exceedingly dense and static urbanization [31]. On the other hand, with the help of 
a collective, it was possible to obtain a better neighborhood by creating individual 
houses and communal streets where the houses join together. In an area of 4263 sq m, 
a built space with seventy-two shacks covered an area of 2500 sq m; what remained 
was 1500 sq m of open space. Reconfiguring the shacks into tightly packed row 
houses would yield more than 2100 sq m of open space, while improving thermal 
performance, ventilation quality, public–private distinction, and passive security. 

A core principle of blocking-out is that the community is involved in all aspects 
of the project. Indeed, we have always insisted on participation in our projects by 
the people who were directly affected. This had everything to do with our belief that 
the residents of a favela or barrio or township knew best what they needed and came 
up with solutions and techniques singularly appropriate to their circumstances. Typi-
cally, nothing taught in schools of architecture or learned through practice touches 
on these issues [32]. What equally important is the context: townships and barrios 
are informal settlements, but they come into being as a result of location-specific 
issues and cultures. 

Our research team mapped the complex mechanisms of informal dwellings of 
sixty-eight families in the neighborhood of BT North, Site C, Khayelitsha, and
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revealed the spatial and financial potential that could be unleashed. We reached the 
conclusion that a participatory system of community leaders, NGOs, and architects 
could reorganize the whole process of developing and rationalizing these settlements 
from the inside out and without displacing any individuals. 

There were three main agents: The leaders of the community, the men and the 
women whose strength of character and initiative are widely acknowledged, who 
could organize the sixty-eight households. They also had the skills and experience 
either to build a house as bricklayers, carpenters, and other construction workers 
or to manage a project. Lastly, the state, associated with the land proprietors, could 
permit the development of occupied land in order to extract economic advantage and 
generate permanent housing. 

Although BT residents had no legal claim to the land they occupied, they had user 
rights over that land (Section 25 (5) of the South African Constitution). It was possible 
for the government to dislodge them, however, the consequences could be fraught 
and difficult to handle. This gave everyone involved in the Khayelitsha project the 
confidence to proceed as though permanence were assured. To help the community 
grasp the process we proposed and the outcome we anticipated, we invented games, 
using woodblocks, to illustrate the land redistribution. 

Community involvement was not just a matter of consultation to ensure that indi-
vidual and collective hopes and needs are accounted for; it required investment and 
a degree of sacrifice of short-term personal or familial objectives for the long-term 
benefit of the whole. How, exactly, this would work was complicated by conditions 
in our test area. An initial survey of the BT population showed that the distribu-
tion of land and money were both quite skewed: a small percentage of the population 
controlled a large part of the total occupied area; a different but equally small popula-
tion held the majority of the jobs that paid well and thus the larger income pool. Given 
this disparity in resources among the individual shack-dwellers, our group needed 
to come up with a scheme that would enable all residents to contribute according to 
their means admittedly a variation on Marx’s “from each according to his ability, to 
each according to his needs” the recipient, in our case, being the community [33]. 

Our solution was to enlist the help of our colleagues from Information Architec-
ture field to see if we could digitize the urban upgrade methodology. It could enable 
us to maximize user input and transparency, afford opportunities for replicability 
and, ultimately, scalability. With this collaboration, which we called Preferential 
City Making, we set about designing the computational tools that would offer plan-
ners, the community, and city decision-makers a powerful interface to synthesize 
multi-user preferences in response to the socio-spatial dynamics of in-situ urban 
development. Over the course of the building project, we developed the tools to 
allow the automatic generation of urban layout scenarios based on individual prefer-
ences (neighbor, location, and unit size preferences based on micro-finance afford-
ability); community preferences (existing street networks, public spaces, additional 
rental stock); and municipal planning frameworks (plot sizes, street widths, prox-
imity to existing infrastructure, zoning, and urban use mix). Taking these tools to the 
public, we developed an online 3D environment that allows residents to view and
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register feedback on particular layouts and offers real-time data projections to plan-
ners for decision-making support. This included public–private land split, projected 
and potential number of units, building costs, and infrastructure investment. In addi-
tion, customized heat maps visualized pre-defined performance indicators (secu-
rity, street unit accessibility, fire risk, proximity to infrastructure, visual corridors, 
surveillance, and frequency of interaction). 

The economist Alejandro de Soto asserted at the United Nations Roundtable on 
Urbanization in 2002: “In the face of the ineffectiveness of the legal system, people 
resort to extra-legal situations to finance housing projects.” In other words, waiting 
for permission or action from the state leads only to inertia; when transformative 
power rises from the individual to the collective, the neighborhood, the community, 
and on up the ladder, the state, eventually, is largely disempowered. 

On the face of it, this does not look like an equitable substitute for the govern-
ment’s promise of a subsidized single-family home set on an individual lot. But the 
township residents know only too well how far that promise is from reality. If and 
when they might acquire such housing, it would be unacceptably distant from their 
community [34]; and the waiting list for this housing—about whose existence no 
one was confident—can be up to 18 years long [35]. Under the circumstances, the 
bird-in-hand principle exerts a powerful incentive. 

3.2 (Em) Power 

When we arrived in South Africa, many organizations and individuals had already 
long been working toward the same objectives that inform our efforts. For years, 
the South African Federation of Urban and Rural Poor has been empowering the 
disenfranchised to teach themselves, help themselves, and develop their homes and 
communities themselves [36]. The Federation’s projects have enabled hundreds of 
communities to establish savings schemes and vehicles for social change. These 
kinds of collaboration and knowledge-sharing across disciplines and perspectives 
are at the heart of our work as well. A good idea does not care where it comes from, 
and it is always exciting to find that someone else has been considering an idea that 
accords perfectly with our thinking. 

The availability and distribution of power are at crisis level in South Africa [37]. 
As the country’s economy has continued to industrialize, and more communities have 
gained access to the electrical grid, demand for energy has increased. This increase 
in demand, as well as the lack of investment in infrastructure, has pushed South 
Africa’s grid to its limits, resulting in planned black-outs, euphemistically called 
“load-shedding” [37]. Currently, load-shedding leaves many areas without power 
for up to two hours, three days a week [38]. This is more than a major inconve-
nience: people at all economic strata are increasingly dependent on mobile phones 
and Internet access for every facet of their lives; and the absence of reliable and 
adequate power threatens the South African economy and is a significant disincentive 
to international investment [39].
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Our research, analysis, and modeling showed us that for any unit-based solar 
component to be viable, the prototype roofs would have to be scaled up to a significant 
level from the beginning. A typical shack in Khayelitsha has enough roof area to 
generate 4000 kilowatt-hours (kWh) of electricity in a year. This is almost ten times 
the free quota provided to families by the government, and more than the average 
informal dwelling uses, enabling the shacks to become net energy producers [40]. 

The virtues of our scheme seemed obvious. The system would provide township-
dwellers with enough power for their needs, generate income even beyond the 
immediate shack-building costs, and, by diversifying Cape Town’s energy resources, 
address the crisis of energy insufficiency. We also believed that everyone, from the 
poor to the state itself, would come to see that the combination of a renewable energy 
source with a feed-in tariff program would be a viable and sustainable solution for 
the immediate and long term. 

4 Conclusion 

We shall not cease from exploration 

And the end of all our exploring 

Will be to arrive where we started 

And know the place for the first time [41] 

Our experience in the townships has persuaded us that the incremental scheme 
for building housing is the only feasible approach, given the residents’ financial 
constraints. When residents invest their savings, bit by bit, in their homes, the pride 
of ownership would be a potent and meaningful contributor to community stability. 
The obstacles of this process are inevitable. However we started working with the 
Legal Resource Center of South Africa and the City of Cape Town on customized 
bridge contracts called “fit-for-purpose” certificates. These will allow residents to 
occupy the units we have designed even though these homes do not yet meet all the 
current building codes. Fortunately, the City of Cape Town recognizes the disconnect 
between the laws governing legal habitation and the lived experience of the great 
majority of the population. The task at hand is to make changes to the building codes 
and to the requirements for a certificate of occupancy in order to address the housing 
crisis and lower the threshold for homeownership. 

We were under no illusions that this project was, or should be, about architects 
coming to the rescue of a family, community, or an urban condition. Indeed, it is 
exactly that paternalistic, “we know best” attitude that underlies the typical failed 
urban renewal schemes. But we believe firmly that design in general and architecture 
in particular have the potential—and the obligation—to contribute to positive social 
change. The challenging dynamics shaping everyday realities in Khayelitsha and 
other informal settlements across South Africa are largely systemic. To be able to 
address the quality of life and access to opportunities of township, residents must 
operate simultaneously on a number of levels; changes to the built environment are
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part of that equation, but at the same time the real change cannot be achieved in 
isolation. As a research program and evolving design process, the Empower Shack 
project still has some distance to travel. However, looking ahead to the next phase 
of a new prototype that would be developed in collaboration with industry partners, 
we can already see the catalytic value for a potential change. 
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Measuring Disability Among Migrant 
People in Urban Area 

Marco Tofani, Anna Berardi, Giovanni Galeoto, Giovanni Fabbrini, 
Antonella Conte, and Donatella Valente 

Abstract Good health for All is one of the main targets of the Sustainable Develop-
ment Goals, ensuring quality of care for all people, including of course people with 
disability. Migrants with disability represent an invisible group of individuals who are 
forced to leave their countries. Data on refugees and asylum seekers with disability 
are lacking. They have poor access to rehabilitation health services, but in Italy there 
are law and policies to guarantee healthcare. The lack of standardized assessment 
of vulnerability represents the main barrier to organize specific service within the 
community involving migrants them-selves and institutions. National stakeholders 
are urgently called to cooperate for removing barrier to rehabilitation and assistive 
technology for refugees with disability. Main actions should be considered health 
literacy and empowerment of migrants, collecting data on health, disability and 
assistive technology, and organize community-based rehabilitation programs. 

Keywords Migrants · Refugees · Disability · Urban health · Rehabilitation 

1 Background 

At the end of 2020, the United Nations High Commissioner for Refugees (UNHCR) 
reported that there were 26.4 million refugees and 48 million internally displaced 
persons worldwide due to conflict [1]. Results of the World Report on Disability rindi-
cate that about 15% of the world’s population lives with some form of disability [2]. 
However, various international organizations and the European Union have critically 
highlighted the lack of data on disability in the migrant population. 

Refugees with disabilities represent an underserved group of individuals who are 
forced to leave their countries in particularly disadvantaged situations [3]. Refugees
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and asylum seekers with disabilities face multiple and intersecting forms of discrim-
ination, have worse health outcomes, and experience greater difficulties accessing 
higher levels of education, as well as the labor market. Moreover, with specific regard 
to health, they do not receive the healthcare services they need, and about half of 
people with disabilities cannot afford healthcare [4]. However, addressing the needs 
of migrants with disabilities is fundamental for the achievement of the global sustain-
able development agenda [5], specifically goal # 3, which calls for the development 
of good practices that guarantee good health and well-being for everyone. Data on 
migration and disability must be uniformly collected since they are needed to inform 
the health policy actions of individual countries. In order to monitor progress on the 
2030 agenda, the international community unfortunately relies on disaggregated data 
on both disability and migration status. The statistical inclusion of data on migrants 
with disabilities is crucial to allow migrants full and equal participation in society. 
Statistical data on migrants can enable inclusive disability policies and practices, as 
well as programs that result in better accommodation and access to critical services 
and reduce marginalization and discrimination [6]. 

1.1 Healthcare Service and Policies for Refugees and Asylum 
Seekers in Italy 

In 1995, the Dini decree contained norms that guaranteed health assistance to even 
non-regular immigrants. However, the decree was not converted into law, and in the 
end guaranteed assistance to only 200,000 regularized persons [7]. 

In 1998, the “Napolitano-Turco” law attempted to regulate immigration by encour-
aging regular immigration. The regular immigrant is characterized by a series of steps 
towards the acquisition of the rights of the “plenoiure” citizen, including rights to 
family reunification, health, and education. The illegal immigrant, in contrast, is 
subject to expulsion from the State. 

In 2002, the Bossi-Fini law n.189/2002 determined a more restrictive policy. The 
residence permit was linked with the work contract and became more difficult to 
obtain. Expulsion was made easier and detention in centers of temporary stay was 
extended from 30 to 60 days. 

In April 2008, a national survey to ascertain the types of services provided in 
order to guarantee healthcare revealed considerable differences among regions and 
limited access to healthcare by the immigrant population. Moreover, within the same 
regional territory and between regions, there were different interpretations of the rules 
regarding healthcare access for migrant populations that undermined the principles of 
universal and equitable care. In December 2012, to guarantee immigrant populations 
on the national territory adequate access to treatment and healthcare, as provided for 
by the LEA, the permanent conference for relations between the State, regions, and 
the autonomous provinces of Trento and Bolzano stipulated guidelines for the correct 
application of healthcare regulations for the foreign population by Italian regions and 
autonomous provinces [8].
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1.2 Reception Centers for Refugees and Asylum Seekers 

National policies for hosting refugees and asylum seekers in Italy have changed 
rapidly [8]. In 2001, the ANCI (National Association of Italian Municipalities), 
UNHCR, and the Italian Ministry of the Interior signed a memorandum of under-
standing to establish the PNA (National Asylum Programme). The PNA was the 
first public system for the reception of asylum seekers and refugees throughout the 
Italian territory. The PNA instituted shared responsibilities between the Ministry of 
the Interior and local authorities. 

Law n. 189 of 30 July 2002 institutionalized the PNA by establishing the SPRAR 
(Protection System for Asylum Seekers and Refugees). Subsequently, the Ministry 
of the Interior established a central co-ordination office and appointed the ANCI to 
manage it. 

In 2018, the SPRAR was renamed the SIPROIMI (Protection System for Bene-
ficiaries of International Protection and for Unaccompanied Foreign Minors) (legal 
decree n. 113 of 4 October 2018, enacted as Law n. 132 of 1 December 2018). 
The new legislation provided access to SIPROIMI’s integrated reception services 
to holders of a residence permit for special reasons, including victims of violence, 
trafficking, domestic violence, labor exploitation, calamities, poor health, or for acts 
of particular civic value. 

In 2020, the SIPROIMI was renamed the SAI (Reception and Integration System) 
(legal decree n. 130 of 21 October 2020, enacted as Law n.173 of 18 December 
2020). The new legislation set out that access to SAI’s integrated reception services 
could be provided to refugees, asylum seekers, unaccompanied foreign minors, and 
foreigners entrusted to the social services upon reaching majority age. Moreover, 
the SAI can also accommodate victims of disasters, migrants whose special civil 
value is recognized, holders of a residence permit for medical treatment, holders 
of a special protection residence permit (recipients of social protection, victims of 
domestic violence, victims of labor exploitation). The primary objective of SAI is 
to provide support to each individual in the reception system through an individual 
program designed to enable that person to regain a sense of independence and thus 
enjoy active participation in life in Italy in terms of employment, housing, access to 
local services, social interaction, and scholastic integration for minors. 

2 Measuring Disability Among Migrants 

In September 2020, the European Commission launched the New Pact on Migration 
and Asylum to much debate. The New Pact [9] does not fully consider the diversity 
of migrants and asylum seekers with disabilities. The EU proposal for a vulnerability 
assessment should be performed during the pre-entry screening process. Authorities 
should pay “particular attention (…) to vulnerable persons, such as (…) persons with 
an immediately identifiable physical or mental disability”. Asking authorities to carry
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out examinations based on the observation of “immediately identifiable disability” 
ignores the complex needs related to disability and discriminates de facto people 
with disabilities. The proposed approach reintroduces a medical vision of disability 
and health, which conflicts with the United Nations Convention on the Rights of 
Persons with Disabilities (UNCRPD) [10] and with the standards currently used at 
the international level. 

In the last years, many organizations have proposed different approaches to 
measure disability among the migrant population. In 2017, the UNHCR, together 
with the non-governmental organization (NGO) Humanity and Inclusion (formerly 
Handicap International), proposed the Vulnerability Assessment Framework (VAF) 
[11], which includes a short set of questions from the Washington Group on Disability 
Statistics (WG). In 2020, the Access for Migrants with Disabilities project funded by 
the European Union proposed the Needs Assessment Tool (NAT). The NAT allows 
both qualitative and quantitative analyses, thus reconciling the need to measure and 
obtain comparable data in different countries with the need to record the different 
experiences of migrants in a narrative dimension. The NAT includes the extended 
set of functioning developed by the WG. In 2021, the NGO Relief International, 
together with the International Centre for Evidence in Disability of the London 
School of Hygiene and Tropical Medicine, investigated disability among refugees 
in Turkey using the WG short set-enhanced tool, together with the child module 
of the WG and UNICEF [12]. In 2021, a group of Italian researchers at Sapienza 
University of Rome, together with the Italian Society of Migration Medicine and 
the Rehabilitation and Outcome Measures Assessment (ROMA) association inves-
tigated disability within migrant populations using the WG short set-enhanced tool. 
The working group also used the community-based rehabilitation (CBR) indicators 
developed by the World Health Organization (WHO) to explore access to healthcare, 
social, and employment services [13]. Preliminary results highlighted that refugees 
with disabilities faced challenges in each domain of the CBR matrix, namely health, 
education, social, employment, and empowerment domains [14]. 

3 Preliminary Data 

Data were collected on a population within the urban area of Rome, in Lazio Region. 
The survey began in 2019 and was suspended due to the Covid19 emergency for 
which access to SPRAR centers or other migrant services were reduced/interrupted. 
The population consists of 40 people (14 F, 26 M) with an average age of 29.7 years 
(SD 8.26). NAT analysis showed that the majority of respondents (about 70%) were 
from the African continent (Horn of Africa or West Africa), the most frequent 
reasons for migration being attributable to internal unrest in the country of origin 
(war conflicts, persecution). More than half of respondents have no family or friend 
support network Also from a qualitative point of view, respondents report sleep disor-
ders for about 50%, chronic noncommunicable diseases (~17%) and osteo-articular 
or nonspecific pain (10%). Half of the women surveyed were uninformed with respect
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to reproductive health. All women had experienced some form of violence, whether 
physical or sexual in nature. The main needs that emerged during the interview 
include employment, family reunification and obtaining personal documents. From 
the quantitative analysis of the NAT, the most critical areas are those related to cogni-
tion (32.5% have difficulty remembering and concentrating), emotional state (57.2% 
have a medium/high level of anxiety and worry, 53.8% reported feeling partly or very 
depressed), pain (37.5% complain of pain every day), and fatigue (27.5% experience 
a feeling of tiredness all or most days). From the analysis of the CBR indicators, 
significant issues emerged for some aspects of the five components investigated, 
namely: for Health, 47% are uninformed about preventive norms (exercise, balanced 
diet) and more than 50% complain of little involvement in decisions that affect their 
health; for Education, 57%, although they participate in training sessions within 
the centers, these do not reflect the real needs of the beneficiaries; for the Means 
of Livelihood component, 36 percent are unemployed, 55% of workers are unpaid 
or underpaid, and 27% do not have full control over their finances. The totality 
complain of low economic satisfaction. Finally, for the Social and Empowerment 
components, 58% complain of a lack of consideration at the social level, 76% are 
not informed about their legal rights, and 67% report that they cannot significantly 
influence the functioning of society. More than half of the respondents would find 
benefit in participating in self- and mutual-help groups, but these are not provided in 
shelters. 

This survey, although withsome limitations-primarily related to sample size-
represents a starting point for analyzing the phenomenon of disability in migrant 
people from a comprehensive health perspective. Precisely because Health is affected 
by the influence of social determinants, as emerged from this preliminary survey, the 
actions to be implemented should involve integrated and multi-sectoral approaches. 
In addition to health aspects, needs related to livelihood, social aspects and empow-
erment emerge strongly. For example, occupational workshops or specific trainings 
should be shared with the users so as to respect the expectations and needs of each 
one. This could lead to the development of targeted skills that can be applied in the 
world of work resulting in an increased possibility of earning an income. From a 
social point of view, several studies have shown that the migrant population has a 
smaller support network and that the contraction of socialization opportunities has 
a negative effect on quality of life. As suggested by this survey, the organization 
of self-help groups is desired so that moments of sharing and confrontation can be 
created among the migrant communities in the centers. 

4 Discussion 

In order to improve people’s involvement in health-related decision-making 
processes and increase the level of awareness, it would be appropriate to organize 
awareness-raising activities among social-health personnel This aspect has already 
been widely discussed in the literature [15]. In addition, centering work on the above
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aspects could promote a sense of re-appropriation of one’s social role; studies empha-
size the role of occupational deprivation on the state of physical and psychosocial 
well-being in the migrant population [16]. While these represent only some initial 
reflections on disability and migration, the hope is that the reader will find valuable 
support in approaching an extremely sensitive topic to which, to date, there are few 
experiences and fragmentary evidence. The invitation is to be able to create a collab-
orative network that knows how to involve associative realities, training institutions 
and institutions. The issue of disability in the migrant population is gaining more 
and more importance on the international scene. The work of all the realities that 
work in this area, at the local and national level, must be systematized to create a 
constructive debate that, especially at this historical moment, knows how to get its 
proposals to the European level. Only by acting as a European Community will it 
be possible to unhinge a discriminatory system and ensure respect for human rights, 
regardless of one’s legal status, disability condition or the country to which one is 
forced to migrate. 
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Conclusions. From a Multidisciplinary 
Cultural Approach to an Integrated 
Organization of the City, to Build Health 
Capabilities 

Roberto Di Monaco and Silvia Pilutti 

Abstract In this short final contribution, we propose a theoretical-conceptual frame-
work useful for understanding how the various contributions of the volume compose 
an organic vision of the role of multidisciplinarity and integration. They are indis-
pensable levers for promoting health and health equity in cities. Effective concepts 
and practices are strongly emerging in the international literature to make the experi-
ences and traditions of research and intervention that have been presented even more 
well-founded and transferable. New leadership and greater participation are required 
by the complexity of the problems that urban systems will have to face. Similarly, 
investments should increase in methodologies centred on strengthening capabilities, 
through the growth of social capital and empowerment. Furthermore, the importance 
of the cultural and organizational dimension increases, which can make integration 
processes dynamic and effective. Finally, recommendations are proposed, which, 
according to our experiences, constitute learning to be valued, to make the participa-
tion of professionals, citizens and institutional and social actors in the improvement 
of urban ecosystems effective and transformative. 

Keywords Health equity · Capabilities · Social capital · Distributed leadership ·
Self-evaluation · Integrated community care 

1 The Conceptual Framework of the Contextual 
and Multidisciplinary Strategy for Health 

The framework described below is the tool used to catalogue and reorganize the 
findings regarding the relationship between social inequalities and health and the 
effectiveness of policies designed to reduce their effects in the urban context.
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The framework distinguishes among the following elements: 
Malfunctionings are problems associated with the difficulty of reaching ways of 

being and doing to which value and quality (wellbeing) are socially assigned. The 
framework centres on malfunctionings involving health, which are the basic object 
of this book, rather than on other, important, malfunctionings in the social sphere 
such as unemployment, school abandonment and so forth. 

Resources are commodities, goods that can be used to achieve specific function-
ings. 

Capabilities to do or to be, or in other words, the control over converting A into 
selected functionings, according to the utilization function fi(.). Capability includes 
a component linked to the individual’s abilities and one linked to his real opportuni-
ties of choice. The former increases with learning and hence with experience of real 
progress in exercising independence and in increasing one’s store of skills (experi-
ences, for example, that are educational, cultural, relational, professional, etc.). The 
latter increases when the set of actual possibilities of choice—or entitlements—avail-
able to the individual grows within a wider range of possible functionings. The ampli-
tude of this range of actual possibilities denotes the individual’s positive freedom and 
also enables us to distinguish between the condition of individuals whose problems 
are connected with similar malfunctionings (an unhealthy lifestyle, for instance) but 
are rooted in highly dissimilar circumstances of freedom and self-determination. 

The urban context represents the multiple life environments and relational systems 
of which the individual is a part. The context affects the range of opportunities that are 
accessible to the individual’s choice (social capacitation) for any given set of available 
individual resources, and thus makes alternatives and, consequently, functionings 
possible (or impossible) that the individual would not be able to reach only using his 
resources and/or capabilities. Above all, the context guides individuals’ choices by a 
circumscribed range of socially structured pathways (concatenation of choices over 
time) which are a constraint for individuals. The way capacitation is produced (and 
in some cases reduced), at the social rather than individual level, generates effects of 
a quantitative and qualitative nature on the yields that resources have over the area, 
which are particularly important given that the resources for policies are limited and 
the mechanisms that produce risks and inequalities are in turn systemic. 

Policies and interventions for increasing wellbeing can act directly on individuals’ 
endowments (Resources, Capabilities), or problem states (functionings). However, 
they can affect multiple social environments (Context), increasing accessible oppor-
tunities and hence the freedom to choose desirable functionings. It is thus true that the 
context has a capacitating power because it can add to (or subtract from) the yield 
from resources by weakening (or strengthening) the negative impact of inequali-
ties. Nevertheless, it is also true that this effect and the associated yield depend not 
only on the effectiveness of each policy of intervention but also on their interplay, on 
their level of integration and their consistency with the specific features of the territo-
rial/social environment and the individuals populating it. The final impact, moreover, 
must be considered net of the unintended or adverse effects generated in the system 
and which may reduce the opportunities available precisely to those individuals who 
have the fewest resources [1].
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According to this framework, then, the functioning acquired by an individual I 
depends on the choices made regarding the utilization function fi and the commodity 
vector xi. We can thus say that acquisitions in terms of functioning are given by 
fi(c(xi)), where c is the commodity conversion function made possible by the territo-
rial/social environment in question. This is the crux of the framework. The utilization 
function fi(.) is in part determined by the possibility of choice, by Fi, or in other words 
by the possible set of utilization functions available to the individual. Likewise, xi 
is also determined partly by the limits of control a person has over goods based 
on income, prices, etc., thus reducing the choice of xi to a set of Xi (entitlements). 
However, the conversion function differs widely with context, and the yield given 
by the same resources changes significantly, partially offsetting or accentuating the 
limits of Fi and Xi. We thus propose a contextualized representation of all the func-
tionings from which an individual can choose, which, given the circumstances and 
the contingencies, make up the individual’s capabilities, i.e., the various groups of 
alternative functionings that can be acquired through the choice. As for the rela-
tionships between the variables defined in the framework, it should be emphasized 
that relationships must be imagined in the temporal flow. Thus, the effect at time 
t—the shortage of resources generates poor functioning in terms of health—can be 
followed at time t + 1 by—poor health generates a further reduction in the availability 
of resources. Consequently, the framework is capable of representing cause-effect 
relationships that take place over more or less lengthy periods, as well as virtuous 
or vicious spirals, feedback and effects of ‘anticipating’ future problems that entail 
multiple relationships concatenated in time. In particular, this property of the frame-
work makes it possible to represent typical effects studied in life course models, i.e., 
of accumulation, whether transverse or longitudinal or to model events according 
to socially structured pathways and cultural influences which over time amplify and 
reinforce the impact of inequalities in resources and capabilities, partly through a 
gradual deterioration in health and a general consolidation in the difficulty of func-
tioning. The framework, in any case, underscores the causal nexuses inherent to each 
step in the pathway, however long and uneven it may be. 

As several social studies have demonstrated trajectories are not linear over 
time and between cohorts, not least because individuals’ strategies change and the 
capacitation effects exercised by the urban context—through family resources, for 
instance—are modified. Accordingly, the urban context fulfils a key role from two 
standpoints: as regards the effects of accumulation over time of disadvantages and 
advantages in the individual’s resources and capabilities, and as regards his function 
as a social accumulator of ongoing potential for capacitation. The gradual acqui-
sition (or loss) of the individual’s capabilities reflects a social process, centring on 
the interaction urban context and on the active role that the urban context makes it 
possible to develop. The unit of analysis to which the framework applies can thus be 
the individual, but also the urban or sub-urban context insofar as it is made up of a 
mixed collectivity populating a given environment-territory [2].
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2 Multidisciplinary Approach for Urban Health Policies 

About the major explanatory models for health inequalities [3, 4], the framework 
makes it possible to shed light on the main causal relationships. 

First, the effect in the framework—shortages of resources generate poor health— 
has been considered as the central hypothesis of structural materialist theories— 
where the cause of poor health is deprivation measured on socioeconomic status, 
which incorporates control over resources and relationships to be used to protect 
oneself, or on social class, defined by the level of employment, from the standpoint 
of the social division of labour. 

Second, effect—poor health generates a shortage of resources—is directly linked 
to a mechanism which is central to the theory of social selection, whereby the state 
of health generates an impact on social position, even though the framework does 
not assign its origin primarily to the individuals’ bio psychic makeup, but rather to 
the socially correlated process of deterioration in health. 

In addition, the centrality that the framework assigns to the context, as the funda-
mental area in which policies influence the conversion functions for the resources 
that individuals are able to deploy in their living environments (work, home, neigh-
bourhood, family, school, relationships of proximity, social circles, etc.), leads to 
interesting interpretations regarding how we should deal with consolidated theories. 
This role of the context suggests that it is necessary to insert the individual analysis 
of the relationship between cause (social determinants) and effect (poor health) in 
the analysis of the set of constraints and opportunities which the context permits that 
particular individual, given his resources and personal capabilities. 

The basic hypothesis underscored by the framework is that the systemic qualities 
of the context cannot be gauged accurately enough from the individual capabilities 
of the people who populate it. This realization has repercussions both on research 
strategies and on policy assessment. 

As regards the individual-context relationship, in particular, the proposed frame-
work acknowledges the importance of individuals’ freedom to construct their well-
being and social trajectories (by activating resources and the individual capabilities 
that characterize them), at the same time assigning importance to the social processes 
that take place in the contexts, which have a significant capacity to influence them 
through their effects on the set of constraints and opportunities that are available 
for choices and on the yield from resources and individual capabilities that interact 
with the social capabilities—learning and culture—that are typical of the context. 
These contextual effects act at the moment of choice, but from a temporal perspec-
tive generate effects of accumulation and structuring of social pathways, where the 
pathway follows trajectories whose directions are the opportunities that are actually 
and socially present and important in the real contexts of life. 

In this light, the psycho-social theories that identify, for example, the stressful 
effect on work of the prolonged imbalance between the (high amounts of) effort 
expended and the (inadequate) compensation received, or between the (high)
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demands of the organization and the (inadequate) room for individual indepen-
dence must be used by emphasizing the mediation performed by the organizational 
context, which can cause considerable variations in the relationship between indi-
vidual deprivation (e.g. a job as an unskilled labourer) and prolonged stress (which 
is harmful to health). In this connection, we should note that there is an objective 
aspect of the cause-effect combination, as well as a subjective aspect which depends 
on the meaning that the individual assigns to his condition and the objectively sensed 
gap. However, the meaning assigned (for instance, when an unskilled labourer feels 
actively involved in doing his job well and believes that he is fairly compensated for 
his effort) is very much a social product, which does not characterize the individual 
so much as the organization’s culture (or sub-culture) and hence the social micro-
context in which the relationship unfolds. Consequently, the interaction of the context 
is decisive in analyzing the relationship of cause and effect between deprivation and 
health. 

A similar problem of contextualization arises for the cultural-behavioural theories 
that focus attention on the effect that behaviour considered normal in certain commu-
nities, groups or relational environments has on health. Here again, the meaning 
socially assigned to the behaviour is very important, as is the micro-context of which 
it is a part. This is the most serious problem to be overcome by a policy whose goal is 
to change individual behaviour that can be harmful to health. And again, there may be 
socially structured pathways that constitute sequences of meanings that can reduce 
(or expand) people’s freedom and change their horizon of opportunity, whatever their 
resources and individual capabilities may be. 

The mechanisms investigated by ecological theories—which causally, and more 
or less directly, connect individuals’ health to the characteristics of the geographical 
area where they live—may seem to be the case in which the importance of the 
context is most fully recognized. Actually, here as in the instances discussed above, 
there is a risk of reductionism if direct decontextualized relationships are established 
between elements of the context (such as the lack of green space in urban areas) and 
people’s health. In this case, the system elements of the context that enhance it and 
qualify its attributes, affording real opportunities for people: even if there are green 
spaces such as parks in the city, for example, they could be not a real opportunity 
for health if people did not go there or regarded them as dangerous; conversely, 
if people meet friends when they go to parks, physical activity can be an indirect 
product of a significant system of social relationships contextualized in the park and 
the neighbourhood around it. 

Finally, what may seem in individual pathways to be a concatenation between 
negative events (event A and event B) linked to cumulative individual disadvantages 
can be contextualized from the standpoint of the context as an absence of integration 
between policies that are incapable of constructing connections and pathways within 
people’s grasp, enabling them to cope not only with event A or event B but also with 
their simultaneous presence and negative interaction. For example, we could mention 
the combination of disability and loss of work, or of leaving school and having trouble 
finding a job. To cope with every single disadvantage, the individual is supported by 
a policy, but this does not necessarily mean that a policy exists that coordinates and
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optimizes the impact for those who find themselves exposed to both risks. On the 
contrary, it may be that the two interventions interfere with each other if assistance 
and services for employment, or education, do not work together in constructing 
the intervention, the constraints and the incentives so that they are tailored to the 
person’s needs. Thus, the opportunity of being able to access effective interventions 
is first of all a quality of the context, which offers people this possibility. It must be 
a pathway that is accessible to all those who want to make use of it, and which calls 
for processes of involvement and contextualized activation of the beneficiaries. 

In the light of the exposed framework we would propose the following recom-
mendations to reformulate the main indications resulting from the contributions of 
the book. 

3 A Bottom-Up Strategy to Transfer Effective Practices 

3.1 Recommendation 1—New Capabilities, Created Through 
Community 

To promote health, people need to be able to monitor and protect their health, using 
their capabilities. This is an approach based on the empowerment of people, on their 
freedom [1]. People must be able to act with a lifestyle that is consistent with the 
protection of their health and must be able to make choices in their living environment 
that allow it, expressing their capabilities. As the example of the bicycle makes clear: 
to help the person move easily, it is not enough to give him a bicycle. The person 
must be able to use it to move and there must be paths to use it. 

Many people who live in cities have insufficient personal resources and personal 
skills to cope with the problems that create risks for their health. Those looking only 
to fill their resource gap use an individualistic and passivating care approach. This 
type of welfare does not remove the causes that have led a person to have a high health 
risk. If the causes are social determinants affecting the living environment, there is 
the risk of treating the person but leaving him or her back in the social environment 
that generated the damage to health (Marmot). 

Furthermore, the individual lack of resources and skills in many cases cannot 
be changed because it occurred in the past. For example, low education, physical 
disability due to illness, functional limits generated by old age, etc. Therefore, the 
only way in these cases would seem to be to make the urban context easier for people, 
activating communities, so that they become a multiplier of individual resources 
and a place for risk prevention. This is also the way for people to be individually 
and collectively protagonists in the solution of their problems, which ensures the 
effectiveness of the action and structural sustainability over time. Action research is 
the methodology that we believe represents this transformative approach to social 
contexts, in which institutional and social actors and people who are part of the 
community act together.
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Since the origins of human history, communities have developed cultures and 
social skills to support the proper functioning of people, making use of both the 
ability to optimize local-specific resources and the capacity for coordination and 
cooperation rooted in social practices learned over time. 

The activation and social use of these resources are not taken for granted but 
depend on the characteristics of the contexts and communities. It requires the 
enhancement and integration of different cultures and knowledge. 

Interesting cases of community approaches and practices are described in this 
volume. Snakes are a threat, but some communities have learned to use them to meet 
their own needs, as they are available there. As proposed by João Paulo Lima Barreto, 
starting from the experience of the Indigence Medicine Center of Manaus-Amazonia 
in Brazil, there are different models and concepts for health promotion. There are 
different methods in the knowledge of the indigenous people, the resources of the 
community are different and we must always ask ourselves together with the people 
who belong to the community what should be used to face a problem, that is, how 
to do it? 

Therefore, the practices are based on multicultural and multidisciplinary knowl-
edge rooted in the histories of the communities and the innovations consist mainly in 
the recombination of this knowledge, integrated where necessary with new elements, 
for example, derived from the potential of technologies. These practices and these 
skills have been disrupted and sometimes wiped out with the dominant urban orga-
nization of the last century, driven by the processes of industrialization and urban-
ization, which has imposed standardized, depersonalized and inattentive models on 
pre-existing social relations and community cultures. 

3.2 Recommendation 2—New Common Vision 
and Community Cooperation and Integration to Promote 
Health and Equity 

Policies and services characterized by a bureaucratic culture often provide inade-
quate answers to address these problems. The bureaucratic culture is centralizing, it 
implements rigid planning of activities, guided by decisions from the top. It is based 
on the rigid distinction of different specializations and skills, which operate sepa-
rately and are organized following vertical responsibilities, according to hierarchical-
functional organizational engineering invented and applied in all organizations at the 
beginning of the last century. The prevalence of a hierarchical-formal logic generates 
a widespread de-responsibility of the people who work in the services and deperson-
alization of the service, which is implemented in a standardized way, without any 
involvement of the recipient [5]. 

This service culture is particularly bad in personal services that require high 
personalization and high-quality relationships, such as health, social and educa-
tional services. Only an overcoming of this organizational culture opens up spaces
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both for multicultural and multidisciplinary learning and for the integration of skills 
and processes. Faced with the inadequacy of services (queues, waits, poor quality, 
people’s dissatisfaction, unequal treatment, etc.) the reaction of the bureaucracy goes 
in the opposite direction of what would be useful. The rigidity of the system increases, 
the number and rigour of the rules multiply, the powers attributed to the hierarchy 
are centralized with an upward shift of decisions, the sanctions are tightened, each 
service entrenches itself in its specialized skills and works to watertight compart-
ments. For these reasons it is known that hierarchical-bureaucratic structures are 
incapable of innovation. In the volume, reference is often made to these ways of 
functioning that are not attentive to people and their cultures, which constitute a 
problem to be overcome. 

Alfredo Brillembourg (founder of Urban-Think Tank Design Group ‘Urban think 
tank: we need to reorganize the city’) proposes an interesting interpretation of the 
limits and unexpected effects of a formal bureaucratic approach. They carried out 
discrete interventions on individual structures, from the vertical gym to collective 
housing, «but all the while, we were thinking and talking about the city, about what 
participatory urbanism might mean and be in the twenty-first century. The rigid 
separation of formal and informal, planned and ad hoc, wealth and poverty, makes 
no sense to us. Those distinctions are inherently unstable politically, economically, 
and geographically; marginalization is a social and physical phenomenon, a kind of 
illness afflicting the civic body». 

Health promotion should adapt to the characteristics that social contexts in cities 
have today. These are contexts where uncertainty grows, where the speed of change 
makes it difficult for people and communities to adapt and find solutions simply 
by drawing on their own experience, as has been done for centuries in traditional 
communities. 

Current social and market environments—called VUCA environment, Volatility, 
Uncertainty, Complexity, and Ambiguity [6]—are complex systems, in which contin-
uous and dynamic relationships and interdependencies cannot be fully described, 
understood, or expected, as if they were single elements that add up as a whole. 
There are therefore emergent properties, non-linear reactions, effects that are diffi-
cult to predict, which characterize the ecosystems in which organizations operate, 
including those dealing with health. 

Furthermore, the so-called wicked problems that are highly resistant to resolu-
tion are spreading. They are problems that are difficult to define, socially complex, 
multi-causal with many interdependencies and have no clear solution and are not the 
responsibility of anyone organization or government department [7]. 

These environments require an approach that goes beyond the linear logic of 
strategic planning adopted by leadership in bureaucratic systems: a top-down logic 
that aimed to align people’s behaviour towards well-defined organizational objec-
tives, using command and control mechanisms. The new paradigm is completely 
different, dominated by uncertainty and systemic complexity. In this scenario, 
communities and groups should be as autonomous as possible, capable of moving in 
unknown and changing contexts, dealing with different specializations and cultures 
and bringing out new ideas, strategies and anticipations. Therefore, the focus should
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shift from centralized control of activities to the development of interactions, which 
emerge and evolve at a decentralized level. These relationships require self-organized 
groups and people to face and overcome the challenges rooted in the ecosystems in 
which they operate [8, 9], such as environmental, energy and resource scarcity ones. 

The point is that the protagonists should use different disciplines, tools and inter-
pretative schemes in a contemporary and integrated way. To understand a complex 
natural environment, for example, one must use the telescope and the microscope at 
the same time: they look at different levels of the complex system, both of which 
are important for understanding its functioning, as are sociology, economics, urban 
architecture and the life sciences. 

An excellent example of this perspective is the case of ‘Aedification—Grands 
Territoires—Villes’ of the École Nationale Supérieure d’Architecture de Grenoble 
told by Patrick Thépot, who raises the question of good living, well-being and health, 
based on the study the tradition of places and specific architectural proposals that 
analyze the environment from three different perspectives: natural, artificial and 
human. This approach pushes us to rethink informal building through innovative 
prototypes inspired by local know-how. 

Also, the contribution of Jorge Mario Jáuregui (architect urbanist in Rio de 
Janeiro) shows that the observation of the urban environment from different perspec-
tives is indispensable but difficult to achieve: «What we need from now on is to 
merge red (social justice) with green (intelligent relations with the environment) by 
promoting responsible public policies and mobilizing citizens, in the sense of making 
cities fairer, with quality public spaces and facilities, guaranteeing the enjoyment 
of urbanity for everyone! Uniting the space justice agenda with the economic and 
environmental agenda». 

There are recent approaches to the organization—such as the agile organiza-
tion—which consider teamwork, group heterogeneity, multiculturalism and multi-
disciplinarity as the conditions for being effective and innovative in complex 
contexts. 

In the field of health promotion, the Integrated strategies of community health 
promotion (ISCHP) highlight the role that integration can play. The ISCHP are 
based on intersectoral collaborations using the Health in All Policies approach to 
addressing determinants of health. It is a logic of integrated cooperation based on 
a common diagnosis, which has effects on the community and consequently on 
health. A recent German study compared diabetes mortality in Germany with longi-
tudinal data: a nonrandomized evaluation based on secondary county-level official 
data (1998–2016). In April 2019, 149 communities in Germany with ISCHP out of 
401 were identified. Analyzes included 65 communities with ISCHP (IG) and 124 
without ISCHP (CG). ISCHP ran for a mean of 5.6 years. The study showed that 
mortality responds to theoretical assumptions about the role of the community, signif-
icantly decreasing in those where integrated policies have developed. The duration 
of ISCHP was negatively associated with the diabetes mellitus mortality (DMM). 
Each year with ISCHP, the DMM reduces on average by 0.3 per 100,000 persons, 
decreasing to an annually DMM by 4.8 per 100,000 persons after 16 years of ISCHP
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[10]. This result urges us to focus attention on the multicultural, multidisciplinary 
and integrated nature of the processes to be promoted. 

A review conducted on 58 evaluation studies shows that interventions led by 
community coalitions may connect health and human service providers with ethnic 
and racial minority communities in ways that benefit individual health outcomes 
and behaviours, as well as care delivery systems. The study shows that community 
strategies that are not limited to generating formal coalitions but involve operators 
and professionals to change work processes and practices are more effective [11]. 

The review carried out by Nissinen, Berrios and Puska [2] on community-based 
noncommunicable disease interventions shows that a good understanding of the 
community, close collaboration with various community organizations, and full 
participation of the people themselves are needed. Common guidelines on the 
interventions must be adapted to local cultures in a flexible way [2]. 

The book Implementing Health in All Policies: Adelaide 2010 [7] sustains that it 
is difficult to adequately document all the tangible and intangible benefits concerning 
health improvements that arise from the application of HiAP in communities all over 
the world. 

This suggests the need to refine the assessment tools, which should address both 
short and long-term health outcomes, and the cooperation and integration require-
ments required of communities to generate them, which we can call intermediate 
outcomes [12]. It also suggests, consistently with the action research approach, to 
involve all actors, professionals and citizens, not only in the processes to strengthen 
capabilities but also in assessing that this happens in daily life. 

3.3 Recommendation 3—New Distributed Leadership 
to Involve Bottom-Up Professionals and Citizens 
in Cooperative and Integrated Practices 

Structural and substantial changes in the organizational approach to policies and 
services are necessary to promote health through cooperation and integration of 
cultures, disciplines and processes. New leaderships, therefore, are needed. 

In the international literature in the last decade, various theories have been 
affirming that they answer precisely this demand for change. They radically go 
beyond the logic of the hierarchical manager in the bureaucratic-mechanistic 
organization. 

The main organizational impacts of this leadership revolution appear to be 
the following two. First: less asymmetrical management of power and influence, 
to increase cooperation in work. This requires greater sharing of information, 
resources, autonomy and professional learning more aimed at empowering people. 
Second: marked structural effects of leadership on the organizational and local-
territorial ecosystem, to support new multicultural, multidisciplinary and integrated 
cooperation processes.
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Collaborative leadership and moral leadership are the most interesting evolutions 
of the new leadership of the last decade. These new forms of leadership are not oppo-
site but converge and are creating a new leadership for the future that we are calling 
distributed [13]. New leadership styles that promote collaborative relationships are 
referred to in the literature as shared, collective, horizontal, distributed leadership 
[14]. The new moral styles are called ethical, authentic, servant, spiritual, humble, 
responsible leadership. The first three definitions are the most widespread and a 
recent review has analyzed their ethical foundations by identifying in the debate of 
moral philosophy the reasons why they can be considered fully belonging to a single 
moral approach to leadership [15], where the leader intends to be primarily a moral 
agent. 

This new idea of leadership is based on solid theories and is effective according 
to numerous empirical research. It creates ecosystems that are increasingly rich in 
relationships and interdependencies, which are equipped with digital technologies 
and are oriented towards innovation. In these environments, the formal hierarchy 
takes a back seat and leaders emerge who build collaboration and empower people. 
Distributed leadership is innovative both because it is shared between people who 
cooperate, and because it is committed to multiplying itself, increasing people’s 
responsibilities, autonomy and skills. The central question to distinguish the different 
leaders today is: who are you doing this for? Traditional leaders use empathy, 
emotional intelligence, charisma, to impose their vision, their power, their agenda 
on others. Servant leaders and cooperation builders use those same skills to create 
empowerment, to train teams, to build common and sustainable identities and mean-
ings. The leader then becomes a social architect, educator and assistant to the people 
he collaborates with (Peter Senge in [16]), a builder of cooperative relationships 
based on the ability to respond to the differentiated needs of people [17]. Richard 
Kelly calls it swarm leadership, typical of the swarm of bees, distributed as it appears 
in nature to become the strength and intelligence of a collective-reticular subject. 

It is not a downhill road, on the contrary. Research shows that organizational 
experiences are constantly hindered by the weight of hierarchical-bureaucratic power, 
which bypasses the involvement of people and the delegation of decision-making 
spaces, even when it is counterproductive. 

The contributions of Daniela Dalessandro and Emma Capogrossi refer to the diffi-
culties deriving from hierarchical and bureaucratic organization models, which work 
in watertight compartments and favour the separation between disciplines rather than 
a multidisciplinary approach, open to participation. Conversely, many people are also 
used to passivity and seek advantages in environments that do not require commit-
ment, responsibility and participation. It is a centuries-old tradition that focuses on 
an individualistic conception of command, work and technology without considering 
the complex social rules that guide behaviour in the social environments of work and 
life.
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3.4 Recommendation 4—New Social Mechanisms to Create 
Intentionally and Systematically Cooperation 
and Integrated Processes to Promote Health and Equity 

How is it possible to increase cooperation and participation by changing processes 
and working practices? In a recent evaluation study of an Italian Integrated Commu-
nity Care experience in the city of Trieste (Habitat Microaree Program—HMP), 
we measured the effectiveness of social mechanisms and their ability to create a 
stable social infrastructure. Based on literature data, it was assumed that social 
mechanisms can be determined by three characteristics, that is: considering any 
vulnerable individual X, the following mechanisms could elicit or amplify health-
oriented behaviour: (1) strategic interdependence: when X’s choices or gratifications 
are connected to those of other players; (2) process interdependence: when other 
players sequentially influence the choices of the individual X; (3) spatial-relational 
interdependence: when space proximity increases the number of relationships and 
affects the speed and direction of X’s choices [18, 19]. We used these criteria in 
empirical research to identify and recognize social mechanisms: the qualitative anal-
ysis revealed that the work of the HMP professionals was inspired by a common 
vision and line of action, with the conscious and constant use of various social 
mechanisms. The following eight mechanisms were identified and selected, as they 
responded to the aforementioned empirical criteria: activation, trust, recognition, 
inclusion, coordination, cooperation, integration and education. 

An analysis of the real-life stories verified that each of these social mecha-
nisms created new inter-dependence between professionals, vulnerable individuals, 
neighbours and others within the Micro-areas. More specifically, each of these 
social mechanisms included the three characteristics aforementioned as definition 
criteria, i.e., strategic, process and spatial-relational interdependence. They gener-
ated strategic interdependence, offering new material, symbolic and gratification 
advantages derived from the new relationships with others. These benefits are derived 
from the involvement in collective processes, where individuals give gifts, exchange 
time and resources and together create new scenarios and alliances to face prob-
lems. In turn, the desirable and possible choice options, as well as the basic social 
norms which indicate appropriate behaviour within the community, were modified. 
Moreover, process inter-dependence was also created because collective practices are 
linked together, over time, due to the conditions they create, the synergies they predis-
pose, etc. Step by step, they progressively allow experimenting with the concrete 
practicality of reciprocity and incremental growth in the trust. Lastly, individuals 
systematically exploit spatial-relational inter-dependence, creating the physical and 
social conditions of closeness, as well as new means of representation. This gives 
meaning to the new behaviours and allows for the concrete use of physical and social 
spaces to share experiences in person. During this phase we were able to verify that 
the way social mechanisms work and the new specific properties of social capital 
give a plausible explanation of most evident empirical phenomena (collaborative 
behaviour, exchange, aid, etc.) which have been narrated, observed and filmed by the
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actors, to tell others about the change that has taken place. These include going regu-
larly to the collective spaces available in the Micro-area, the willingness to give and 
mutually help others, as well as the visible cooperation and sociability observed in 
these premises. This is exactly the opposite of how things were before the HMP inter-
vention, where these areas and their inhabitants were encompassed in sentiments like 
diffidence and abandonment. Moreover, it came to light that the coherent application 
of these social mechanisms also influenced the organization of public socio-health 
services in two ways: (1) it engaged professionals in the continual improvement of 
services for vulnerable individuals, following the lean-organizational model, and (2) 
it allowed for progressive integration of the various processes and services supporting 
vulnerable individuals, in response to their needs [13]. 

Hence the role of public and private operators: activating social technologies 
that generate active and coordinated people in communities, leveraging the intrinsic 
motivation that drives people’s direct participation. It is acting in collaboration to 
transform the environment that strengthens the common vision and shared meanings. 
It creates the city that takes care of itself, that repairs itself because citizens take care 
of it, through a new relationship with professionals, a new balance of power between 
disciplines, between people and professionals, between institutions and communities. 

3.5 Recommendation 5—New Value and Measurement 
of the Quality and the Common Meanings 
of the Relationships and Exchanges in the Community 

The experience of community involvement and the collaborative and integrated 
bottom-up transformation processes teaches two key points. First, it is necessary 
to identify suitable indicators to represent the change that is to be generated to verify 
the effectiveness of the action. Second, these indicators must be considered signifi-
cant by community actors, health professionals, citizens and institutional and social 
actors, who must be the first to conduct observations and checks on the change [20]. 
The evaluation must therefore turn into self-evaluation to support and motivate the 
involvement and empowerment of people. 

We see an important phenomenon in the experiences of Integrated Community 
Care: bottom-up control increases because vertical control is reduced, the capacity 
for coordination between professionals and citizens increases because planning and 
formalization from the top are reduced, people take on more responsibility because 
the rules for obtaining behaviours aligned with health practices are reduced and 
simplified. 

An interesting book Yes to the Mess. Surprising leadership lessons from jazz 
by Frank J. Barrett uses the experience of the jazz band to show how involvement 
and improvisation, which are the basis of the best jazz performances, arise from 
disorder, from the ability to unlearn old practices and discover together with others. 
the new ones. Minimum rules and mutual listening leave room for the new. In cities,
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we do not yet know what exactly the best solutions will be for innovation in each 
place, for energy, sustainability, mobility, housing, etc. It should be the product of a 
collective work capable of discovering the new, as the jazz band finds new musical 
paths through the different creativity of its members. If everyone always plays the 
same thing, nothing new will ever be created. 

Patrick Thépot’s experience is instructive when faced with the question how are 
buildings built? This shows the need for a common path to seek new balances 
between different elements, between people and communities, between sun and 
shade, between water, humidity and dry, etc. 

The activities of sharing objectives and evaluating the achievements obtained, 
using shared indicators, therefore constitute an essential part of the transformation 
processes in action research and bring together and grow different cultures, different 
specializations and several hypotheses about the solution, which must be measured 
in an empirical way regarding practicability and sustainability. 

The method for guiding these measurements is important. In our practices with 
the communities, we have let the protagonists identify suitable indicators to measure 
the effective creation of social infrastructures, people’s capabilities and health. The 
methodological support consists in guiding the search for three types of indicators: 
(1) process indicators, (2) intermediate impact indicators (social capital, capabili-
ties) and (3) final impact indicators (health). In each of these three areas, according 
to the priorities of the community, four types of measures can be identified: (a) 
efficiency/cost, (b) effectiveness/quality, (c) equity, (d) systemic innovation. In the 
aforementioned case of evaluation of the HMP program, many of these indicators 
were reflected in the research and made it possible to observe the changes obtained by 
the intervention in capabilities, social capital and health, with a specific compensation 
effect of inequalities. 

4 From  Social Determinants to Determining Societies 

The capacitating significance of the context, which can increase or diminish people’s 
self-determination, freedom and self-esteem, is thus a complex property, and one 
which cannot readily be reduced to the sum—important though it is—of the param-
eters traditionally used to measure the deprivation and disadvantage of social groups 
or geographical areas. The book contribution proposes that there are qualities of the 
context that can prevent physical damage and promote people’s growth. Evidence of 
this regards all policies and all citizens. In the virtuous cases, there is an increase in 
individual and collective capabilities to learn, use and combine current resources, to 
integrate and make the most of one’s resources, family resources and social resources, 
to make more flexible use of one’s own time and the intersection between biogra-
phies and social times, and to freely personalize structured social pathways and the 
shape of reproductive regimes. In these cases, moreover, there is likewise a tendency 
of the policy delivery systems and services to be involved in the game, showing 
greater capacity for personalization, integration, multi specialization and, above all,
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for participation in localized social learning processes. The interpretative viewpoints 
emphasized by our framework spotlights the importance of the cultural dimension 
of contexts, which can be qualified by shared values and can assign active roles to 
people and encourage their promotion and growth. 

It is interesting to note that all the contributions contemplated major contex-
tual dimensions, beyond an individual interpretation of people’s resources and the 
relationship between inequalities in resources and health. The yield from economic 
resources can only be seen as a part of contextualized social processes. From this 
perspective, the determinants identified as the objects of policies in a rigid thematic 
distinction risk leading to partial and even misleading visions of the situation. The 
urban polices experience provides many examples of the risks of reductionism: 
reducing the speed of cars in a neighbourhood is wasted if it serves only to reduce 
pollution and is not used to enhance social relationships in the neighbourhood (though 
this also depends on how the policy is designed and implemented); an opportunity 
to return to work is underutilized if it only serves to generate employment income, 
but not to help the person grow, through the type of context the person enters, etc. 
Thus, only a panoramic view of the basic operating mechanisms of contexts can 
enable us to give a systemic, relative meaning to the many statistically significant 
causal relationships between determinants and health outcomes. In the same way, 
we must ask ourselves whether the room for improvement in policies does not lie 
precisely in making the most of their externalities (making them central) and in the 
opportunity for virtuous integration between different policies, avoiding the risk that 
the externalities of one will reduce or cancel out the impact of another. 

Here the book provides several interesting examples: giving economic resources, 
in certain circumstances, can make people passive. Another relevant aspect concerns 
the phenomena of accumulation, which have attracted considerable attention in life 
course studies. From this standpoint, scrutiny of the context shows how empirical 
findings indicate that accumulation phenomena are processes that are not only indi-
vidual but social, linked to pathways of development or deterioration over time in 
specific groups and communities. In this sense, the externalities of specific experi-
ences induced or supported by policies are even more important, because they create 
the social construction within which certain choices and/or opportunities are possible. 
Accordingly, the universalistic and preventive policies must first of all address the 
contexts to reduce inequalities. As regards policies, this representation urges us to go 
beyond deterministic and materialistic views, assigning importance to the meaning 
that things take on in their contexts, more than to the things themselves. Contexts are 
not mere places or environments where policies and interventions are transmitted, 
and cannot be taken for granted. Therefore, it is crucial to observe the ability of poli-
cies to support the active dynamics of contexts and make them evolve so that they can 
create opportunities and meaning for the people involved in them. This presupposes 
assigning importance to their changeability and increasing the ability to represent and 
measure their fundamental qualities, in many social and geographical environments, 
both about designing policies and as regards their assessment. Investing in contexts 
and shifting the burden of coordinating and promoting growth to the organizations
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is essential because social learning and providing room for people’s freedom and 
self-determination are prerequisites for the effectiveness of a wide range of policies. 
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