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Abstract 

 
TOWARDS A PEOPLE’S SOCIAL EPIDEMIOLOGY: 

An Intergenerational Study of Place, Embodiment, & Health via  
Participatory Action Research with Residents of Public Housing 

 
By 

Ryan J. Petteway 
Doctor of Public health 

University of California, Berkeley 
 

Professor Rachel Morello-Frosch, Chair 
 

Social Epidemiology has made critical contributions to understanding health inequities. 
However, translation of social epidemiology science into meaningful and timely action remains 
a challenge. With so much focus within the field on issues like social position, discrimination, 
racism, power, and privilege, there has been surprisingly little deliberation about the extent 
and value of social inclusion and equity within the field itself, and how the challenge of 
translation might be more readily met through re-envisioning the role of the people in the 
research enterprise—reimagining what “social” could, or even should, mean for the future of 
the field. Place-health research represents a particularly promising subfield within which to 
emphasize these principles, especially within the context of public housing. 

Thus, the overall aim for my dissertation work was to conduct research at the nexus of 
public health and public housing by integrating participatory research methods and information 
communication technologies (ICTs) to democratize the research process and facilitate local 
action. In this spirit, my work develops, introduces, and field-tests 3 interrelated and nested 
concepts that, in application, represent a model for inclusive and equitable social epidemiology: 
A People’s Social Epidemiology, the Placescape, and Geographies of Embodiment.  

First, Chapter 1 introduces a conceptual framework for A People’s Social Epidemiology—
a multicomponent and tiered framework to guide social epidemiology research/practice to 
become more inclusive and equitable, improve knowledge translation, and facilitate timely, 
locally relevant action—essentially, to enhance the “social” in social epidemiology. The 
framework draws upon theory, concepts, and principles from social epidemiology, community-
based participatory research (CBPR), and information and communication technologies for 
development (ICTD). This work specifically highlights place-health research as a subfield 
particularly suited for A People’s Social Epidemiology approach, and the framework was 
accordingly “field-tested” through my development and implementation of the People’s Social 
Epidemiology Project (PSEP)—an intergenerational CBPR study of place, embodiment, and 
health with residents of public housing.  

For the PSEP, parent-youth dyads were recruited from a predominantly Black public 
housing community and trained in core principles related to social epidemiology and health 
equity, and fundamental aspects of public health research and CBPR. They were then trained in 
4 participatory research methods: Photovoice, Activity Space Mapping, X-Ray Mapping, and 
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Participatory GIS. All research methods were completed by the participants themselves. First, 
participants used Photovoice (via cellphones) to identify, photo-document, and describe their 
important daily places and specific exposures/opportunities within each place they perceive 
affects their health. Next, they used Activity Space Mapping to geolocate and map their 
Photovoice photos, identify any additional non-photographed places, and to rate and provide 
time estimates for each mapped place. Then, using a cognitive mapping method known as X-
Ray Mapping, they created symbolic representations of place-embodiment reflecting how each 
of their mapped places affects their bodies/health. Finally, constituting Participatory GIS, they 
integrated and digitally mapped their work via a web-based multimedia-enabled ICT platform, 
Local Ground. This platform allows participants to create, print, and digitally share their place-
health research maps with the broader community and city officials. 

Anchored in A People’s Social Epidemiology, Chapter 2 introduces the Placescape 
framework. The goal of the work presented here was to develop and field-test a place-health 
framework that: 1) accounts for the multi-nodal nature of “place” and its contingent spatial, 
temporal, and social inter-nodal connections/divisions; 2) elucidates potential intergenerational 
and life-stage differences in place experiences/perceptions; and 3) explicitly engages the 
sociopolitical mechanisms that make, unmake, and remake place over time.  A framework for a 
placescape approach was developed drawing from place-health, social epidemiology, 
participatory research, geography, and sociology literatures. This framework was then applied 
to the PSEP study, with parents and youth using the above combination of participatory 
methods to map their “placescapes”. Findings revealed clear spatial and temporal differences in 
adult and youth placescapes, as well as a very distinct pattern of place “nodes” among youth—
indicating a multinodal placescape. 

Lastly, rooted in the Placescape framework, Chapter 3 introduces the Geographies of 
Embodiment concept through detailing the process and findings of a novel cognitive mapping 
methodology to elucidate subjective notions of place-embodiment within place-health 
research—X-Ray Mapping. This work aims to enhance place-health research efforts by 
furthering our understanding of: 1) which places matter for health and when (i.e. spatially- and 
temporally-specific notions of “place”); 2) how these places matter—the 
processes/mechanisms of the physiological embodiment of place; and 3) intergenerational and 
life-stage differences in place-embodiment experiences/perceptions. Findings revealed clear 
spatial differences between adult and youth geographies of embodiment, as well clear 
perceptual differences in which body areas are affected by place and how. 

Overall, the work presented in these three chapters outlines a framework for 
conducting more inclusive and equitable—and more practicable and actionable—social 
epidemiology research, develops a new paradigm for understanding/researching place and 
health—especially within public housing communities—rooted in intergenerational and 
participatory approaches, and introduces a novel research methodology to elucidate subjective 
notions of place-embodiment within place-health research.  These combined contributions 
improve efforts to appropriately conceptualize and measure “place”, and further understanding 
of place, place-embodiment, and health within public housing.  Moreover, these contributions 
offer guidance on how to move towards a more inclusive and equitable social epidemiology 
research practice—one that is of, for, and by the people, and not simply about them/us. 
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To KaLijah, to Kruz; to Kellen, to DW3, 
 ‘til the fire next time. 
To the fire next time. 

 
“Take no one’s word for anything, including mine—but trust your experience. Know whence you came. If you know 

whence you came, there is really no limit to where you can go.”
1 

 
*** 

 
 
  

                                                           
1 Baldwin, J (1993). The Fire Next Time. Vintage International: p.8. 
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PREFACE 
 

“Is it ill, do it need to be fixed?”
2
 

 

I used to listen to Nas more than I listened to my mother. The coalescence of his words 
with my view from 805 created a crucible of critical thought that drove me to this day. Near the 
beginning, I remember hand-writing my college application essays, no computer in the crib. 
Had an old type-writer with which I was about as proficient as Sarah Palin is in foreign policy. 
No bueno.  But between school work and writing rhymes to Mobb Deep and LOX instrumentals, 
I was pretty good with a Bic and Mead by that time anyway. So pen and pad it was—“Project 
Windows” on repeat, some pretzel sticks and “starburst”3 Kool-Aid (well, Flavor-Aid actually). 
Who knew that was the diet of “doctors”? Of “research scientists”?  

Alas, I’m here. And somewhere along the way, something that I’ve grown to believe is 
that it’s not necessarily about what we find through our research, but how we find it and what 
we do after. And I have to be honest in saying that a core part of my motivation to pursue a 
doctorate degree stems from the distrust and frustration that I have of/with the public health 
research enterprise as it attempts to address health inequities. I am in many ways a product of 
the underlying social inequity, and so is my scholarship. This dissertation, therefore, is not 
submitted under some guise of apolitical objectivity or detached neutrality. Rather, this work 
reflects an honest attempt to render meaning from a reality that, in no concealed fashion, has 
systematically deprived residents of communities like those of my formative years from a fair 
opportunity at health, at life. It reflects the mixture of hope, contempt, and embarrassment I 
feel for our collective field. A field that has grown accustomed to discussing health inequities 
with no more passion, compassion, or urgency than a meteorologist would show for the weekly 
weather report—failing to realize that every day is a hurricane where I’m from. I, too, want sun; 
but I refuse to partake in the embellishment of the clouds. So I’m excited to get on the other 
side of the “microscope”, for, to remix Carter G, “the portrait of the N has seldom been drawn 
but by the pencil of his/her oppressor.”4 Consider this an initial forecast. In solidarity. 
  

                                                           
2 Johnson, A and Jones, N et al (2000). Self Conscience. In: Jones, N (ed), Nas and Ill Will Presents QB’s Finest, 1st edition. Ill Will Records. 
3 Pseudo-proprietary blend of 3 traditional flavors of Flavor-Aid, created by the Petteway brothers around 1998 in an Ohio St. laboratory. 
4 Woodson, CG (1998). The Mis-Education of the Negro. Africa World Press. 
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“…hoop tournaments and custom-made tees / 
Summer sun so hot we had to, cut the sleeves / 

And, wasn’t a day we didn’t make it to the Shaft / 
For, basketball, ping pong, orange sodas, laughs / 

Then, back to the Square for some Madden and Live / 
We used to kick it in the hallway, just passin’ the time / 

And, night time was the best time, but no one could drive / 
So if it, started at 10, we were rollin’ at 9 / 

And it was live, eyes wide ‘cause the cops was real / 
4 o’clock in the morning walkin’ off the hill / 

The next day was ball practice and a Save-A-Lot trip / 

                                                           
5 Jones, N et al (1999). Project Windows. In: Jones, N (ed), Nastradamus. Columbia Records. 
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To the shop for a cut, then we’d do the same sh*t / 
(it’s true) kinda sad, but the only thing to do / 

Was to sit and talk about how there was nothin’ to do / 
But yo, no matter what the cause I’m down for yall / 

So if I rep an OH it’s not an alcohol…”
6
 

 

And of course I gotta show some love for the grimeys, what up! And just in case you forgot: 
 

“This is for my n*ggas on the block that’s real / 
The ones who shed a few drops when BIG and Pac got killed / 

You never know when it’s time, but that clock is real / 
And there’s no coming back once that box is sealed / 

I’m from Ohio, South 7
th

, I rep The Ville /  
Grimey n*ggas don’t play games, we ref the field / 

And keep it poppin’, walk the block like we shoppin’ / 
N*ggas gettin’ bids and every day is an auction / 

Cats is on the block posted up like Dennis Rodman /  
The only way to stop our grind, is a coffin / 

D-What, Les, Jerm, and Harpmatic /  
C-Quel, Bones, BG, it’s all havoc…”

7
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6 Petteway, R (2003). On Stage. In: Petteway, R (ed), Flowapeutic Vol. 1. Oluponya Records. 
7 Petteway, R (2003). Where I’m From. In: Petteway, R (ed), Flowapeutic Vol. 1. Oluponya Records. 



viii 
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INTRODUCTION 
 

PLACE, HEALTH, AND PLACE-BASED STRATEGIES IN PUBLIC HOUSING 
Place-based strategies are increasingly being turned to as options to improve health, 

education, and general life opportunities among poor and marginalized communities (HCZ, 
2013; Whitehurst and Croft, 2010; NCHE, 2015; Maryland DHMH, 2013; TCE, 2013). This is 
especially true for residents of public housing, as many of the prominent place-based strategies 
in current practice are federal initiatives involving the Department of Housing and Urban 
Development (HUD), e.g. HOPE VI, Promise Zones,  Choice Neighborhoods, and Sustainable 
Communities (HUD, 2013a; HUD, 2013b; USDE, 2013; HUD, 2013c; HUD, 2013d; HUD, 2013d). 
Public housing communities, particularly within urban settings, tend to be located within areas 
having particularly noxious built, social, economic, and natural environments (Popkin et al, 
2002; Ruel et al, 2010). Moreover, research suggests that public housing tends to draw 
residents who already have health concerns prior to moving in—in other words, there appears 
to be health selection factor among residents of public housing that is presumably an artifact of 
their already vulnerable socioeconomic position (Ruel et al, 2010). Additionally, research 
suggests that public housing conditions themselves contribute to the poor health of residents, 
particularly among mothers (Fertig and Reingold, 2007). This leaves residents especially in need 
of interventions and policies aimed at improving health opportunity. Moreover, from a public 
health prevention and lifecourse perspective, place-based strategies involving public housing 
make intuitive sense—they’re fixed, densely-populated communities and nearly 40% of 
residents are under the age of 18 (Harris and Kaye, 2004; Manjarrez et al, 2007; HUD, 2013e). 

Overall, health status among public housing residents is much worse compared to the 
general population and to other low-income populations. Much of the related research is based 
on longitudinal work with a national sample of HOPE VI residents prior to and after 
revitalization or demolition/relocation efforts. For example, one HOPE VI tracking study found 
that 34% of adult residents reported having “excellent” or “very good” overall health (Buron et 
al, 2002), while another panel study by Popkin et al (2002) found it to be 38%—compared to 
68% for the national population. And among older adults (i.e. over 62), just 10% of public 
housing residents reported “excellent” or “very good” health, compared to 39% of the national 
population. Popkin and colleagues also found that 39% of residents reported having a chronic 
disease, with asthma imposing a particular burden—22% of adult public housing residents 
reported having been diagnosed with asthma, more than twice the national average. Moreover, 
compared to national estimates, public housing residents were three times more likely to 
report having had an asthma attack in the previous year (Popkin et al, 2002). Additionally, their 
findings suggested that the prevalence of depression among adult public housing residents is 
60% higher than national population estimates. Among children, the authors found asthma to 
be particularly problematic—25% of young children (age <6) in public housing had diagnosed 
asthma, over three times the national estimate, and they were almost three times more likely 
to have experienced an asthma attack in the previous year (Popkin et al, 2002).  

Additional research by Howell et al (2005) found that residents of HOPE VI projects had 
worse health than not only the US non-poor population and the US poor population, but also 
residents receiving other forms of housing assistance (e.g. vouchers).  Specifically, they found 
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that HOPE VI adult residents were significantly less likely to report “excellent” or “very good” 
health (37.7% vs. 48.7% for US poor), significantly more likely to report having an asthma 
diagnosis (21.8% vs. 15.2% for US poor), and, among those with asthma and a recent asthma 
episode, significantly more likely to report having visited the emergency department for asthma 
in the previous year (64.3% vs. 36.8% US poor). Their findings were similar among children, with 
children residing in HOPE VI faring significantly worse than other poor children and children 
benefiting from other forms of housing assistance. 

Follow-up research in the chain of HOPE VI studies revealed that measures of residents’ 
health status remained much worse than the overall US population. Harris and Kaye (2004) 
found that, in comparison to the overall US population and US black women overall, adults in 
public housing faired 1.5-4 times worse on measures of self-reported health and chronic 
disease.1 Harris and Kaye’s (2004) findings were duplicated in a second follow-up study by 
Manjarrez and colleagues (2007), in which the authors also found that mortality rates were 
much higher for HOPE VI women than they were for women nationally and black women 
nationally (e.g. 25 deaths per 1,000 vs. 7 deaths and 12 deaths per 1,000 among the 45-64 age 
group). 

Unfortunately, there remains a paucity of public health research focused on the 
structural and place-based factors that adversely affect the health of residents of public 
housing. This lack of research not only limits our knowledge of the health status of public 
housing residents and how residing in public housing might influence health, but it also restricts 
our ability to understand how public housing fits into residents’ larger geographic, social, 
political, and economic landscape as related to health. Understanding how the housing project 
fits into the broader context and geographic spaces of residents’ lived “place” beyond the 
housing project boundaries is critical to evaluating and improving place-based health strategies 
involving public housing. Being able to do so would improve our ability to optimize spatial and 
social configurations of health assets and opportunities, while simultaneously minimizing 
negative place-based health exposures. In the context of place-based strategies involving public 
housing, this means understanding how the spatial location of the project fits within the daily 
places of its residents—where are the jobs, schools, parks, fresh food vendors, social hubs, 
pharmacies, health care providers, transportation hubs, and so on; what are the temporal, 
spatial, and social connections (or divisions) between these places; and where are the negative 
health exposures situated within these space-time configurations (e.g. at work, the walk to 
school, near the park). Thus, place-based strategies involving public housing would do well to 
critically assess and be responsive to the very person-centered spatiotemporal activity patterns 
of affected residents. This perspective would facilitate a more comprehensive understanding of 
health in public housing, and how to improve it, as well as ensure that place-based thinking 
maintains an appreciation for the individual and collective lived realities of residents—that is, a 
people-centered focus within place-based strategies. 

If we want to fully understand and improve the health status of public housing 
residents, we need to fully understand how their place of residence is connected to and 
influences their larger place networks, as it is the total configuration of space- and time-specific 

                                                           
1
 The authors used US black women as a comparison because, as they note, 90% of the HOPE VI panel study sample was women and 89% were 

black. The authors also note the limitations of using such a comparison group. 
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exposures and opportunities that ultimately affects community health. The field of place-health 
research has grown rapidly in recent years (Ellen et al, 2001; Pickett and Pearl, 2001; Sampson 
et al, 2002; Riva et al, 2007; Santos et al, 2007; Diex-Roux and Mair, 2010), and is it well-suited 
to help understand health in the context of public housing. However, major conceptual and 
methodological challenges remain in defining “place”, characterizing place contexts, and 
measuring place—all of which have implications for place-health research, public health 
practice, and the design and implementation of place-based strategies. Of particular need is 
work capable of revealing: 1) spatially- and temporally-specific configurations of place-based 
exposures and opportunities, 2) perspectives and influences of place across generations and 
over the lifecourse, and 3) opportunities for action to address place-based exposures that 
adversely affect community health. 

Thus, the overall aim of this dissertation work was to conduct research, taking an 
intergenerational approach, at the nexus of public health and public housing by integrating 
participatory research methods and information communication technologies (ICTs) to 
democratize the research process and facilitate local action. In this spirit, this dissertation 
develops, introduces, and field-tests 3 interrelated and nested concepts that, in application, 
represent a model for inclusive and equitable social epidemiology: A People’s Social 
Epidemiology, the Placescape, and Geographies of Embodiment. 
 
ORGANIZATION OF THE DISSERTATION 

Through the development and implementation of the People’s Social Epidemiology 
Project (PSEP), this dissertation research integrates social epidemiological and community-
based participatory research (CBPR) among youth and parents residing in public housing to 
further understand where and how place-based exposures are encountered, perceived, and 
experienced intergenerationally. This work seeks to expand and make novel contributions to 
research on health in public housing, and improve conceptual and operational understandings 
of “place” through identifying the spatial, temporal, and social connections between the places 
of residents’ daily activities. Broadly, the aim was to capture spatially- and temporally-specific 
place-based exposures across generations to help elucidate the processes underlying the 
embodiment of place over time, with the goal of determining the space-time configurations of 
place exposures and opportunities that are particularly influential on health. This work is 
especially important for public housing residents because: 1) public housing residents are 
affected by severe health inequities, 2) there is a paucity of public health research aimed at 
understanding and addressing health inequities in public housing, and 3) public housing is at 
the core of the country’s largest (by scale and funding) place-based strategies around health 
and opportunity. 

The purpose of this work was to: 1) help guide thinking around the planning of place-
based health interventions in the context of people’s daily lives, especially public housing 
residents, 2) inform the future development of quantitative metrics for studying place effects 
on health (e.g. time- and location-specific), 3) elucidate considerations for, and implications of, 
intergenerational differences in place experiences and perceptions,  4) make contributions to 
both theoretical and practice-based literatures on place and health, especially that related to 
public housing, and 5) help bridge the gap between research and action through use of 
participatory process and methods to reveal participant concerns and identify action targets 
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(e.g. housing project built environment, school social environment, community food 
environment). Additionally, this work served as a community health assessment for a public 
housing community that had never completed one—in a city that had never completed a 
community health assessment and currently does not monitor indicators of community health 
equity. The aggregate work is presented here in three nested chapters. 

First, Chapter 1 introduces a conceptual framework for A People’s Social Epidemiology—
a multicomponent and tiered framework to guide social epidemiology research/practice to 
become more inclusive and equitable, improve knowledge translation, and facilitate timely, 
locally relevant action. The framework draws upon theory, concepts, and principles from social 
epidemiology, CBPR, and information and communication technologies for development (ICTD). 
This work specifically highlights place-health research as a subfield particularly suited for A 
People’s Social Epidemiology approach, and the framework was accordingly “field-tested” 
through my development and implementation of the PSEP—an intergenerational CBPR study of 
place, embodiment, and health with residents of public housing with the following specific 
aims: 

 

1) Determine the time- and location-specific health-related place exposures/experiences 
of youth and parents residing in public housing during a typical day/week within 5 Place 
Domains: Home, “Neighborhood”, School/Work, Social/Leisure, and Transition Routes 

 

2) Characterize perceptions of how place-based exposures/experiences within the 5 Place 
Domains impact youth and parent physical, psychological, and emotional well-being 

 

3) Assess the spatial and temporal differences of “place”, and perceptual differences of 
place exposures/experiences, between youth and parents 
  
For the PSEP, parent-youth dyads were recruited from a predominantly Black public 

housing community and trained in core principles related to social epidemiology and health 
equity, and fundamental aspects of public health research and CBPR. They were then trained in 
4 participatory research methods: Photovoice (Wang and Burris, 1997; Catalani and Minkler, 
2010), Activity Space Mapping (e.g. Perchoux et al, 2013; Matthews and Yang, 2013; Browning 
and Soller, 2014), X-Ray Mapping (see Ruglis, 2011), and Participatory GIS. All research methods 
were completed by the participants themselves. First, participants used Photovoice (via 
cellphones) to identify, photo-document, and describe their important daily places and specific 
exposures/opportunities within each place they perceive affects their health. Next, they used 
Activity Space Mapping to geolocate and map their Photovoice photos, identify any additional 
non-photographed places, and to rate and provide time estimates for each mapped place. 
Then, using a cognitive mapping method known as X-Ray Mapping, they created symbolic 
representations of place-embodiment reflecting how each of their mapped places affects their 
bodies/health. Finally, constituting Participatory GIS, they integrated and digitally mapped their 
work via a web-based multimedia-enabled ICT platform, Local Ground (Van Wart, Tsai, and 
Parikh, 2010). This platform allows participants to create, print, and digitally share their place-
health research maps with the broader community and city officials. 

Anchored in A People’s Social Epidemiology, Chapter 2 introduces the Placescape 
framework. The goal of the work presented here was to develop and field-test a place-health 
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framework that: 1) accounts for the multi-nodal nature of “place” and its contingent spatial, 
temporal, and social inter-nodal connections/divisions; 2) elucidates potential intergenerational 
and life-stage differences in place experiences/perceptions; and 3) explicitly engages the 
sociopolitical mechanisms that make, unmake, and remake place over time.  A framework for a 
placescape approach was developed drawing from place-health, social epidemiology, 
participatory research, geography, and sociology literatures. This framework was then applied 
to the PSEP study, with parents and youth using the above combination of participatory 
methods to map their “placescapes”.  

Lastly, rooted in the Placescape framework, Chapter 3 introduces the Geographies of 
Embodiment concept through detailing the process and findings of a novel cognitive mapping 
methodology to elucidate subjective notions of place-embodiment within place-health 
research—X-Ray Mapping. This work aims to enhance place-health research efforts by 
furthering our understanding of: 1) which places matter for health and when (i.e. spatially- and 
temporally-specific notions of “place”); 2) how these places matter—the 
processes/mechanisms of the physiological embodiment of place; and 3) intergenerational and 
life-stage differences in place-embodiment experiences/perceptions.  

This combined work not only affords greater understanding of how, why, which, and 
when places matter for health and thus informs related theory and metric development, but it 
also reveals what matters most to residents (adults and youth) experiencing effects of place, 
and thus can guide social and political action that is place-, time- and factor-specific. Thus, this 
project holds promise for advancing the general field of place-health research, while 
simultaneously serving as a mechanism to facilitate local social and political action, guide local 
public health practice, and inform current and future place-based strategies involving public 
housing. It is hoped that the process and methods of the PSEP can not only serve as a model for 
how to critically engage residents of public housing to improve health, but also as model for 
how social epidemiology scientists and local public health practitioners can integrate 
participatory approaches into standard practice to enhance the “social” in social epidemiology. 
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CHAPTER 1 
 

TOWARDS A PEOPLE’S SOCIAL EPIDEMIOLOGY: 
ENVISIONING A MORE INCLUSIVE & EQUITABLE FUTURE FOR SOCIAL EPI RESEARCH & PRACTICE IN THE 21ST

 CENTURY 
 

Abstract 
Social epidemiology has made critical contributions to understanding population health. 

As an applied field, it is meant to study the social production of health, not simply for the sake 
of science, but to inform action to improve underlying social conditions that create, incubate, 
and/or exacerbate inequities in health. However, translation of social epidemiology science into 
meaningful action continues to be a challenge for scientists and practitioners, raising concerns 
about the tangible impacts of the field beyond the academic realm. With so much focus within 
the field on issues related to social position, discrimination, racism, power, and privilege, there 
has been surprisingly little deliberation about the extent and value of social inclusion and equity 
within the field itself. Indeed, the challenge of translation/action might be more readily met 
through re-envisioning the role of the people in the research/practice enterprise—reimagining 
what “social” could, or even should, mean for the future of the field. 

A path forward for this “re-envisioning” is promised at the nexus of social epidemiology, 
community-based participatory research (CBPR), and information and communication 
technology (ICT). Social epidemiology rooted in CBPR that makes use of available ICTs presents 
as an opportunity to enhance the “social” in social epidemiology and democratize the research 
enterprise to improve prospects for translation. The following work outlines a framework for A 
People’s Social Epidemiology which seeks to bridge the divide between social epidemiology and 
its people by integrating social epidemiology science and social action to address the social 
production of health. The framework draws upon theory, concepts, and principles from social 
epidemiology, CBPR, and ICT, and is intended to challenge and enhance current paradigms of 
research and practice. It is presented not to minimize the centrality of other recently proposed 
“paths” for the future of social epidemiology, but in the belief that all paths benefit greatly 
from the people’s active involvement, and that prospects for action, change, and tangible 
benefit are greatest when social epidemiology is something of, for, and by the people—and not 
simply about them. 

 
  



8 
 

Introduction 
 

“Do epidemiologists and other public health professionals have a responsibility to ask whether the ways we think and work  
reflect or contribute to social inequality? Proponents of socially responsible science would answer yes. What say you?”  

(Krieger, 1999, p.1152) 
 

Social equity and inclusion have become cornerstone considerations within public 
health research and practice in recent years, in part due to the increasing prominence of social 
epidemiology. In the most basic sense, the field is dedicated to the study and characterization 
of the social production of health and illness. From its early roots in the works of Louis-Rene 
Villerme and Rudolf Virchow (Ackernecht, 1953; Coleman, 1982; Krieger, 2011), and similar 
work by Engels and Chadwick (Engels, 1987; Hamlin, 1998; Krieger, 2011), to seminal moments 
like the notion of generalized susceptibility (Cassel, 1976) and the distinction between causes of 
“cases” and causes of “incidence” (Rose, 1985); to the demonstration of a “social gradient” in 
health across social classes (Marmott, 1984), and the concepts of “fundamental causes” (Link 
and Phelan, 1995) and “weathering” (Geronimus, 1992)—social epidemiology has continued to 
grow increasingly nuanced, refined, and capable of elucidating how the social world shapes 
patterns of, and prospects for, health. And despite all the debates about its weaknesses and 
limitations, some of which are ongoing (Kaufman and Cooper, 1999; Muntaner, 1999; Krieger, 
2000; Oakes, 2004; Diez-Roux, 2004), it is fairly safe to say that the field has left an indelible 
mark on how we understand and approach public health in both research and practice, adding 
critical empirical and theoretical contributions that have fundamentally altered how we see and 
study health and its determinants (Syme and Berkman, 1976; Krieger, 1994; Lynch et al, 1998; 
McMichael, 1999; Kaplan et al, 2000; Berkman and Glass, 2000; Williams and Collins, 2001; 
Jones, 2001; Diez-Roux, 2004b; Geronimus et al, 2006; Lynch and Davey-Smith, 2005; Galea et 
al, 2011). Nevertheless, concerns remain about the relevance and impact of social epidemiology 
in current and future practice (Kaplan 2004; Galea and Link, 2013), and much reflection is 
warranted in regard to what social epidemiology is and what it could, or even should, be.   

This paper begins with a discussion of recent debates regarding social epidemiology and 
its future, problematizing the absence of attention given to matters of inclusion, equity, and 
participation of the people within the field—the people, here, being research participants and 
their communities who are traditionally conceptualized as “N’s” or potential “N’s”. This is 
followed by a discussion of ecosocial theory (Krieger, 1994) and its suitability as a foundation 
for envisioning A People’s Social Epidemiology. Specifically, notions of agency, accountability, 
and the social production of science are discussed in light of the social epidemiology field. Then, 
the core elements of A People’s Social Epidemiology are presented as a scaffolding framework: 
1) Social Epidemiology + Community-Based Participatory Research, 2) Social Epidemiology + 
Community-Based Participatory Research + Information and Communication Technologies, and 
3) Social Epidemiology + Community-Based Participatory Research + Information and 
Communication Technologies + Local Institutionalization. The inclusion and framing of these 
core elements is based upon five interrelated key premises: 

  
1) Social epidemiology as a scientific institution is simultaneously implicated 

in the mitigation and the incubation of the social inequity it studies;  
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2) Social epidemiology, as an applied science, should produce actionable 
knowledge to improve the social conditions that affect health;   

3) Proactive and equitable inclusion of the people in social epidemiology 
research and practice can help improve research questions, design, 
implementation, policy reach, and relevance;  

4) Engagement of the people as collaborators and political constituents with 
agency can more readily facilitate the translation of social epidemiology 
research into action; and  

5) Equitable inclusion of the people within social epidemiology can help build 
local capacity, improve prospects for sustainable local social epidemiology 
research/practice, and create opportunities for the training of future social 
epidemiology scientists.  

 
This paper closes with a discussion of what A People’s Social Epidemiology might look 

like in practice.  
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The State of Social Epidemiology and its (dis)Contents 
 

Social epidemiology continues to make significant contributions to understanding 
determinants of population health. The impacts of these contributions, however, continue to 
be observed within the academic realm at a pace that dwarfs impacts within the policy realm. 
This is understandable, as the field deals with complex and seemingly intractable social issues, 
such as class inequality, poverty, and racism. Social epidemiology research translation, not 
surprisingly, is a real challenge—a challenge that may in part hinge upon the nature of the 
social epidemiology standard procedure.   

 Ironically, examination of the social epidemiology field reveals that most work is done 
in ways that preclude the agency of the people—the study participants and communities in 
which they reside (the so-called “N’s)—and obscure pathways for translation. Research 
participants are viewed and valued primarily as data points, not as political constituents and 
social actors that could help explain or intervene on the data and its determinants. Common 
practice is to draw samples from communities with disparate social, cultural, and/or political 
contexts—such that findings may be generalizable in a broad sense, but may not yield 
actionable findings for specific communities. Even when relevant, results are often not directly 
applicable and/or practicable within the political jurisdiction and social context from which 
“N’s” are selected. This may be in part because research is routinely conducted in social and 
political isolation (e.g. at a desk using secondary data), with only minimal contact and 
interaction (if any) with the researched communities, and even less engagement with the social 
and political realities of public health policy and practice within their jurisdiction. Whatever the 
case, findings often are not immediately acted upon, with a focus on publication in the scientific 
literature (which can take years) as the primary and often only means of dissemination. 
Furthermore, the “generalizable knowledge” produced through these practices is generally 
inaccessible to the communities upon whom it is based—published studies are written at a 
grade-20 reading level in pay-for-access journals to which “N’s” (and their local health 
departments) do not have access. Research benefits accrue most directly to scientists (e.g. 
publications, more grant funding, enhanced tenure prospects), and only generically to the 
public via the creation of “knowledge”. Indeed, as it currently stands, “social” epidemiology is 
ironically quite privatized. In essence, a field dedicated to understanding the social production 
of health struggles to critically engage the social production of its science and the social value of 
its findings. Nonetheless, social epidemiology continues to blossom and, with rare exception 
(Schwab and Syme, 1997; Leung et al, 2004; Syme, 2004; Lantz et al, 2006; Wallerstein, Yen, 
and Syme, 2011), very little has been said about the role of the people in regard to the future of 
the field and its value/relevance in facilitating social action on the social production of health. 
And based on recent exchanges within the field, much deliberation remains warranted in this 
regard. 

In one series of recent articles, a group of social epidemiologists shared a discussion 
regarding “six paths for the future of social epidemiology” (Galea and Link, 2013), to outline 
how social epidemiology can remain “distinct and useful” (p.2). The resultant exchanges 
centered mostly on methodological and mechanistic considerations. For example, emphasis 
was placed on improving analytical techniques and developing novel methodological 
approaches to better establish social mechanisms and causal pathways (Galea and Link, 2013; 



11 
 

Glymour et al, 2013; Oakes, 2013; Muntaner, 2013), as well making use of improved 
computational powers and data system technology (e.g. “big data”) (Glymour et al, 2013; Galea 
and Link, 2013). Some raised caution about the overly empiricist approach currently favored 
within social epidemiology, noting that new/more data and complex methods will not 
necessarily advance the field (Muntaner, 2013).  Additional insights were offered in regard to 
recurring conceptual and theoretical concerns within the field, namely the need to improve 
work on macro-social determinants and increase our understanding of reciprocal relationships 
across multiple levels, to double-down on the examination of intergroup differences, and to 
continue pressing for sound theory to guide social epidemiology research (Galea and Link, 
2013; Muntaner, 2013; Oakes, 2013). Also of critical importance was the call for a more 
practicable and actionable social epidemiology research, with a key understanding that social 
epidemiology is a social science, and as such, is “meant to produce knowledge that can be used 
for social change” (Muntaner, 2013 p.5). In this spirit, some called for use of specific and 
modifiable exposure levels to more clearly guide research translation into intervention 
possibilities (Glymour et al, 2013). Others, however, suggested taking a “realist” approach that 
engages larger questions capable of uncovering underlying social mechanisms, and not settling 
for simple associations (Muntaner, 2013). Regardless of the route taken, as stated simply by 
Glymour and colleagues (2013, p.1), “if we fail to translate research findings from academic 
journals to human health, the field is irrelevant”.  

In another volume of recent essays, a different group of social epidemiologists weighed 
in with their thoughts on how to “rethink social epidemiology” (O’Campo, 2012). The focus in 
this collection of essays was quite divergent from, though very much complimentary to, the “six 
paths” collection. While some pieces extended discussion on topical methodological and 
conceptual concerns within social epidemiology, especially those related to place-health 
research (Shankardass and Dunn, 2012; Yen et al, 2012; Shankardass, 2012), a noticeable and 
much needed amount of attention was given to deliberation over the role of values and politics 
in social epidemiology research, practice, and translation (Bayoumi and Guta, 2012; Murphy 
and Farfard, 2012; Muntaner, 2012), and whether the field is generating the “right kind” of 
practicable and actionable evidence (Mowat and Chambers, 2012; O’Campo and Dunn, 2012). 
Similar to views expressed by Glymour and colleagues (2013), a recurring theme in this volume 
was that “the products of social epidemiology must be rendered more relevant to public health 
and knowledge about social determinants must be put more readily into action” (Mowat and 
Chambers, 2012, p.318). This theme is inextricably linked to concerns raised over values (e.g. 
social, political) in social epidemiology, not only because values shape social epidemiology 
research funding priorities, research questions, design decisions, method choices, analysis 
plans, and reporting norms (e.g. pay-for-access journals), but perhaps more importantly 
because values play an integral and often underappreciated (if not entirely ignored) role in 
knowledge translation for policy and social action purposes (Bayoumi and Guta, 2012; Murphy 
and Farfard, 2012). As noted by some, social epidemiology in its current state, “by being overly 
descriptive and focused on methods, becomes almost irrelevant to policy efforts to reduce 
inequalities in health” (Muntaner, 2012, p.177). If this remains the case for social epidemiology 
moving forward, it begs a fairly simple question—what are we really doing here?  

The insights, ideas, concerns, and visions communicated in each of these series 
represent very relevant and important facets for the field to engage and improve upon going 
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forward. The exchanges certainly highlighted some key methodological, mechanistic, and 
conceptual challenges and promises within the social epidemiology field, and it is clear that the 
field is in good hands, even if just half of the ideas articulated are actively pursued over the next 
ten years. However, there is an idea or notion that arguably belies all of these contributions 
that failed to garner any attention at all—there was not a single substantive discussion of 
equity, inclusion, or participation of the people within the social epidemiology research and 
practice enterprise. Indeed, discussions regarding social epidemiology and its relevance in 
practice and for policy and action (Mowat and Guta, 2012; Glymour et al, 2013; O’Campo and 
Dunn, 2012), failed to mention anything about the people whose voice and collective power is 
of ultimate importance in such practice, policy, and action.  

This article submits that, in the end, perhaps more than anything else, “what’s wrong 
with social epidemiology” is that it is, in fact, not very social at all. With so much focus within 
social epidemiology on issues like social position, discrimination, racism, power, and privilege, 
researchers and practitioners have remained curiously silent in regard to how the social 
epidemiology field itself is complicit in the reproduction and maintenance of related social 
inequity. The irony of the ever-increasing social gap between social epidemiology researchers 
and social epidemiology “N’s” should not be lost here, nor should the ever-increasing gulf 
between social epidemiology publications and social epidemiology public action.2 At some point 
it would seem necessary to ask whose interests, exactly, is social epidemiology most 
immediately serving? And who is doing social epidemiology, and for whom?  
  

                                                           
2
 Not to mention that health inequities based on some of the most common social indicators, e.g. income, class, race, are actually increasing 

(Berkman, 2009). 
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The Makings of a People’s Social Epi 
 

I. The People and Social Epidemiology:  Reconnecting with “Demos” 
 

As social epidemiology moves further into the 21st Century, it is a sad truth that the 
people have a place within the field only in name, quite literally. “Demos”—Greek for the 
people. Of course, there have been numerous critiques of social epidemiology calling for a 
greater emphasis on the development of sound theory for the field (McMichael, 1999; 
Muntaner, 1999; Krieger, 2001; Kaplan, 2004). Of those advanced, not a single one has 
articulated a role for the people beyond that of research subject, and only one has engaged 
notions of agency, accountability, and the social production of social epidemiology science: 
ecosocial theory (Krieger, 1994; 2001). Accordingly, it seems only fitting that A People’s Social 
Epidemiology be rooted there.  

Ecosocial theory was first articulated by Krieger (1994) to integrate the full spectrum of 
processes and levels that influence health, from the sociopolitical structural forces of societies 
down to the physiological processes and molecular mechanisms of cells. As described by 
Krieger (2001, p.672), the ecosocial approach “fully embraces a social production of disease 
perspective while aiming to bring in a comparably rich biological and ecological analysis.” 
Additionally, ecosocial theory situates health and its determinants within a historical, 
generational, and lifecourse perspective. The core constructs of ecosocial theory include: 1) 
embodiment, 2) pathways of embodiment, 3) cumulative interplay between exposure, 
susceptibility, and resistance, and 4) accountability and agency. While each of these constructs 
is of course relevant, the second and fourth constructs are of particular focus here.  

Pathways of embodiment are the underlying “societal arrangements of power and 
property and contingent patterns of production, consumption, and reproduction” that 
influence health within “constraints and possibilities of our biology” (Krieger, 2001, p.672). That 
is, the ways in which social inequality, power imbalances, and resource inequities shape and 
constrain life opportunities and health exposures with consequent effects on our physiologic 
functioning. Within the context of current social epidemiology research practice, it is clear that 
the current “arrangements” are not designed with inclusion and equity in mind, but rather 
predicated upon the assumption that social epidemiology research is best done by a privileged 
few—and done alone. The people are merely subjects, studied by credentialed outsiders 
possessing a power, status, and resource profile that is polar opposite to their own.  But we 
have somehow managed to imagine social epidemiology as being outside of social patterns of 
production, consumption, and reproduction, and have accordingly failed to interrogate its 
rather blatant inequitable state. If social processes, such as research and the discursive practice 
of public health science, constitute pathways of embodiment, then social epidemiology is 
seemingly taking a treadmill path to its future—simultaneously studying and reproducing social 
inequity.  

This state of affairs is directly linked to agency and accountability. This construct is 
anchored in considerations of who is responsible for shaping and maintaining the societal 
arrangements of power, resources, and opportunity, and thus accountable for consequent 
health inequity. This construct also encourages considerations for and of all entities as actors 
with varying degrees of knowledge, expertise, and power whose expressions and 
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manifestations are implicated in either the maintenance of or challenge to current conditions 
(Krieger, 1994; 2001). In other words, this construct challenges us to think critically about 
responsibility and culpability in regard to health inequities, and to assess balances of power in 
regard to whose voices and knowledge are valued and legitimized. Again, within the social 
epidemiology field, it is clear that current arrangements favor credentialed researchers seeking 
primarily to answer research questions (with potentially generalizable findings), not solve 
locally experienced and embodied social problems. In current form, social epidemiology does 
not evidence any real commitment to acknowledging, complimenting, facilitating, or enhancing 
the agency of the people (neither study participants nor those in the sampled community), nor 
does its standard procedural array accommodate such agency (e.g. non-participatory survey-
based research). This approach to conducting social epidemiology research curtails prospects 
for timely social action and meaningful social change, especially that which could be realized at 
a local level within the communities from which the people are recruited. Appropriately 
realized, agency of the people could prove an invaluable asset to the field. 

However, instead of critically engaging people and communities as actors and political 
constituents, the pervading social epidemiology paradigm situates the people and their 
communities as subjects and social phenomena. Instead actively creating opportunities for the 
people to participate in and shape the field, we tend to keep the people at arms-length and 
reinforce their role as passive participants. Expertise presumably rests only with the 
credentialed researchers, who leverage existing positions of power and privilege to study 
inequities of power and privilege, the result of which is the accumulation of more power and 
privilege for those engaged in the scientific enterprise—more publications, more grants, more 
social prestige and capital—all of which can currently be obtained and maintained without 
demonstrating that the social epidemiology work completed has tangibly benefited the actual 
people from whom the work was derived. The creation of generalizable knowledge is deemed 
sufficient. Thus, in addition to, and perhaps a result of, shortcomings in regard to agency, there 
also appears to be little social accountability in our beloved field.  

Taken together, the principles represented by these two constructs from ecosocial 
theory, if applied to the social epidemiology field itself, offer a way forward for envisioning A 
People’s Social Epidemiology. These constructs challenge us to critically appraise not only the 
role of the people, but also the roles and responsibilities of researchers and practitioners—as 
the very process of doing social epidemiology research is an opportunity to engage questions of 
agency and accountability. As Krieger notes, ecosocial theory “directs attention not only to the 
social production of disease, but also the social production of science.” Indeed, social 
epidemiology represents not only a process to study social inequities in health, but also an 
avenue to redress inequity in the production of science and knowledge. Social epidemiology 
could stand to benefit greatly by us taking a step back and interrogating its current state in this 
regard. What is at stake in reproducing social exclusion and inequity within the field, and how 
can social epidemiology practice what it preaches?  

The growing prominence of community-based participatory research (CBPR) and the 
increasing utility and uptake of information and communication technologies (ICTs) afford the 
opportunity to move towards a more inclusive and participatory social epidemiology—an 
avenue to democratize social epidemiology research/practice. In short, what we have before us 
is an opportunity to revise, remix, reprogram, and reboot social epidemiology with inclusion, 
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equity, and action built into its fundamental operating code. It is a chance to reimagine “social”, 
and to revisit and recast Virchow (in a very paraphrased sense): what social epidemiology needs 
is full and unlimited democracy. The following sections sketch a framework for bridging the 
divide between social epidemiology and its people—and hence the divide between social 
epidemiology science on one hand, and timely social action on the social production of health 
and illness, on the other. 
 

II. Participation and Social Epidemiology:  Integrating CBPR 
 

“More than other subfields, social epidemiology is uniquely placed to benefit from partnerships  
to help generate new questions and to ensure findings are used to inform population health interventions”  

(Muntaner, 2013, p.855). 
 

Despite the explicit focus of social epidemiology on studying how social processes and 
conditions affect health and well-being, very little has been said about the process of doing 
social epidemiology, and how the practice of social epidemiology might itself be modified to be 
more equitable and socially inclusive. It has been almost two decades since initial concerns over 
the state of social epidemiology in regard to inclusion and participation were raised (Schwab 
and Syme, 1997). These concerns have since been re-presented on occasion (Leung et al, 2004; 
Wallerstein, Yen, and Syme, 2011), but, based the current state of the field and on the direction 
of the recently articulated social epidemiology agenda for the future, they have received only 
minimal traction. Nonetheless, given the nature of social epidemiology research questions and 
espoused goals (policy, action, social change etc.), critical engagement and sustained 
collaboration with the communities actually experiencing health inequities would seem 
fundamental. The growing prominence and legitimacy of community-based participatory 
research is an opportunity that should not be discounted here.  

Community-based participatory research (CBPR) has been a core element of much 
public health research in the last few decades, and is an indispensible approach for taking 
serious action to address health inequities (Gebbie et al, 2003; Cashman et al, 2008; Mercer 
and Green, 2008; Wallerstein and Duran, 2010).  Seen as more of an orientation to research 
than a method or set of methods, CBPR is generally characterized by equitable, collaborative, 
and mutually beneficial engagement between outside researchers, community residents, and 
other local stakeholders in the research process, from start to finish (Israel et al, 1998; Israel et 
al, 2010; Minkler, 2010; Wallerstein and Duran, 2010). At its core are principles concerning 
equity, power, empowerment, and notions of knowledge and expertise. Specifically, CBPR 
differs from traditional research approaches (including those applied in most social 
epidemiology work to date) by: 1) involving equitable participation and co-learning among 
study participants and academic partners, 2) building on community strengths, assets, 
knowledge, and expertise, 3) fostering participant empowerment and local capacity building to 
address the factors under study, and 4) balancing research and action.  

As noted by Israel et al (1998), participatory research approaches have had various 
names and iterations over the years. Whatever the name, a defining element is that 
participants and researchers equitably engage with an explicit objective to take action and 
effect social change through the process and findings of the research (Minkler, 2000). Methods 
employed to realize this objective can be both qualitative and quantitative, with the emphasis 
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being that the people actively participate in each method and that their perspective is at the 
core (Brown, 1992; Brown, 1997; Wing, 1998; Israel et al, 1998; Corburn, 2005; Corburn, 2009).  
CBPR also facilitates capacity building, empowerment, and agency and action based on critical 
reflection (see for example Wallerstein et al, 2007; Freire, 1970; Freire, 1982).  

In light of the espoused goals within the social epidemiology field, seriously entertaining 
CBPR notions related to equitable engagement and capacity building for action would appear to 
be not only necessary, but indispensible.  Moreover, critically engaging the people as co-
learners and co-researchers, and building upon and enhancing various realms and levels of 
expertise and knowledge (taking the social production of social epidemiology science seriously), 
would also appear integral given that the intention is to conduct relevant and actionable 
research. Policy impact, action, and social change are social epidemiology goals that require 
more than surveys, secondary data analysis, and publication of associations—they require 
working with people. As the recent discussions regarding social epidemiology’s future touched 
upon (Glymour et al. 2013; Mowat and Chambers, 2012; O’Campo and Dunn, 2012), the field is 
essentially failing if its ever-increasing body of science/knowledge is not similarly matched by 
ever-increasing action on that science/knowledge. The role of social values and politics in this 
process should not be discounted (Atwood, 1997; Oliver, 2004; Bayoumi and Guta, 2012; 
Murphy and Farfard, 2012; Liverani, 2013; Muntaner, 2013; Morgan-Trimmer, 2014; Smith, 
2014). We should consider ourselves fortunate that CBPR is indeed established and respected 
as a research orientation, as it naturally complements social epidemiology goals and can help 
ensure that considerations for social values and the realities of knowledge translation (e.g. for 
policy) are taken seriously within social epidemiology research/practice (Bayoumi and Guta, 
2012).  

Furthermore, a CBPR orientation is a natural framework in which to anchor social 
epidemiology because of its focus on insider/outsider collaboration, co-learning, and the co-
production of scientific knowledge for mutual benefit. CBPR seeks to create and maintain an 
equitable arrangement between researchers and participants/community members, such that 
power and control are shared throughout the process, and benefits do not accrue in a manner 
that disproportionately favors outside researchers. In other words, CBPR ensures that research 
processes and products do not actively create, maintain, or exacerbate inequity between 
researchers and those being researched. Therefore, anchoring social epidemiology research 
practice in a CBPR framework is just one way social epidemiology can “walk the walk”, so to 
speak, in regard to taking action on social inequity.  

Moreover, social epidemiology has a strong focus on social processes that are difficult to 
capture, measure, and act upon. Grounding social epidemiology research in CBPR affords 
opportunities to improve social epidemiology science in this regard (Leung et al, 2004; Lantz et 
al, 2006; Wallerstein, Yen, and Syme, 2011), particularly because CBPR approaches can: 1) 
enable the development of sharper, more refined and relevant research questions; 2) improve 
research design and implementation strategies; 3) improve data collection and analysis; 4) 
afford broader reach for dissemination of findings; 5) provide an explicit and more direct link to 
knowledge translation and social action; 6) increase local capacity to sustain research and 
change efforts. The value of CBPR in addressing translational challenges, particularly in relation 
to these last three points, has been articulated elsewhere (Wallerstein and Duran, 2010), with 
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the takeaway being that CBPR is ideally suited to improve social epidemiology research 
translation for health equity.   

One promising example is the collaborative work done by Schulz and colleagues around 
healthy neighborhood environments and local social determinants of health (Schulz et al, 
2005a; Schulz et al, 2005b). This long-standing community-academic CBPR collaboration has 
actively engaged local community groups and individual residents in all aspects of the research-
action continuum—from deciding what should be researched and survey instrument 
development, to data collection, analysis, and results dissemination. Their work embodies what 
notions of co-researcher relationships and co-production of scientific knowledge entail, and the 
explicit commitment to building sustainable local capacity and prioritizing locally experienced 
and actionable issues make it a model for growing similar social epidemiology/CBPR 
collaborations. These characteristics, along with the power-sharing and transparency within the 
collaboration, exemplify what taking agency, accountability, and the social (co)production of 
social epidemiology science seriously might look like in practice.  

Another approach to anchoring social epidemiology to principles reflected in CBPR is 
popular epidemiology (Brown, 1997). A core notion within popular epidemiology is that local 
knowledge, ways of knowing, and expertise are to be valued and respected in the same manner 
as standard outsider “objective” knowledge and expertise. Moreover, the purpose for 
commencing epidemiological inquiry is based on taking action on the factors affecting the lives 
of residents where the research is actually being conducted. As articulated by Brown (1997, 
p.139):  

 

“Popular epidemiology…is a broader process whereby lay persons gather data, and also 
collaborate with experts… *I+t is more than public participation in traditional 
epidemiology since it usually emphasizes social structural factors as part of the causal 
disease chain. Further, it involves social movements… and challenges basic 
assumptions.” 

 

The notion of popular epidemiology as a “citizen science” is well suited for application in 
a CBPR framework, especially within social epidemiology work aiming to alter the social 
production of health via policy and social action—people as “citizens”, in the political 
constituent sense. The natural synergy between popular epidemiology and CBPR has been 
highlighted before (Leung et al, 2004)), and indeed it has been presented as an opportunity to 
improve the social epidemiology field in regard to producing more practicable and actionable 
science/knowledge (Lantz et al, 2006). 

Of course, not every type of social epidemiology research lends itself naturally to a CBPR 
approach. However, many research endeavors involving primary data collection within single 
localities, or multiple localities with defined geographic areas, could benefit immensely. Within 
current social epidemiology research practice, studies within the subfield of place-health 
research represent perhaps the most promising and logical place to move towards this 
approach. Place-health research has grown rapidly over the last decade or so (Ellen et al, 2001; 
Picket and Pearl, 2001; Sampson et al, 2002; Riva et al, 2007; Santos et al, 2007; Diez-Roux and 
Mair, 2010), with a growing body of work examining topics ranging from neighborhood food 
environments, to community built and social environments, to residential segregation.  
Regardless of the topic, all of this work is dedicated to examining contextual factors and 
elements that communities experience and embody on a daily basis, and much of this work has 
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focused on singular cities and/or discrete “places”, e.g. a “neighborhood” defined by census 
tract boundaries (Diez-Roux and Mair, 2010; Leal and Chaix, 2011). This makes place-health 
research particularly well-suited to incorporate and benefit from community-based 
approaches. Such integration is an opportunity to leverage the practical and procedural 
translational advantages of much place-based research (e.g. space-bound, locality and 
jurisdiction-specific), while simultaneously  capitalizing on the scientific and political 
translational advantages of harnessing place-based knowledge, insight, and expertise of the 
people whose lives unfold within the “place” being studied. Moreover, collaborative and 
participatory place-based social epidemiology, coupled with inclusive and equitable access to 
related data, could prove pivotal to local research translation and action efforts that frequently 
hinge upon local politics and agenda setting (Mowat, 2012, p. 319; Smylie et al, 2012; O’Campo 
and Dunn, 2012; p.6; NACCHO, 2014). Within the standard approach to place-health research, 
opportunities abound for local collaboration with community groups, schools, and health and 
policy officials to more fully and equitably include the people in a manner which embraces and 
enhances their agency and more readily facilitates translation of research into local action and 
policy change.  
 

III. Socializing Social Epidemiology:  Incorporating ICTs 
 

In order for social epidemiology to fully maximize the value and utility of CBPR, it is 
important to explore concrete mechanisms and tools that amplify the community and 
streamline the participatory in the research process. In other words, we need to explore ways 
to facilitate the social epidemiology/CBPR linkage to better address the challenge of inclusion 
and equity. 

The rapidly developing and evolving field of information and communication technology 
(ICT) presents an opportunity to frame and address this challenge. ICT encompasses the 
development, use, and evaluation of communication devices/applications (referred to as 
ICTs)—such as television, cell phones, internet—that create, store, and facilitate access to and 
transfer of information. Existing and emergent tools, devices, and platforms offer a range of 
possibilities for enhancing the “social” in social epidemiology. Specifically, the rise of affordable 
smartphone technologies with camera and internet capabilities, the development and 
integration of open-source tools and interactive social media conduits, and the increasing 
availability of applications that lend themselves to “crowdsourcing” approaches, could 
potentially be harnessed as low-cost and highly-accessible avenues to facilitate critical 
engagement of the people and uplift community voice in social epidemiology research/practice. 
In other words, ICTs represent what could be a readily available way to bridge social 
epidemiology and CBPR processes and principles. Perhaps the most useful and relevant 
conceptual and theoretical groundings for the design and use of ICTs stem largely from a 
subfield referred to as ICTD (or ICT4D)—information and communication technology for 
development. ICTD has a particular focus on the role and value of ICTs within the context of 
social, economic, and human development, with an eye toward facilitating equitable 
accessibility and benefit. While this subfield is relatively new (Heeks, 2006; Parmar, 2009; 
Anderson and Hatakka, 2013; Karanasios, 2014), there exists a general consensus within ICTD 
circles that ICTs are capable of both improving and worsening prospects for human 
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development and social equity, and that their use should accordingly be guided by 
considerations of ethics and equity, from design and implementation, to impact and evaluation 
(Burrell and Toyama, 2009; Avgerou, 2010; Dearden, 2012). 

Within the growing body of ICTD literature, there are a few lines of discourse that are 
particularly useful in guiding how to link social epidemiology and ICTs, and framing why such a 
linkage is not only timely and practical, but also intuitive both theoretically and scientifically. 
One line of discourse regarding the development, use, and role of ICTs in development and 
social equity work is that related to Sen’s human capability approach (Sen, 1999; Gigler, 2004; 
Kleine, 2010; Hamel, 2010; Oosterlaken and van den Hoven, 2011; Smith et al, 2011). Here, 
development is the process of increasing/strengthening the freedoms people have to make 
choices regarding their personal, social, economic, and political lives, and their ability to exert 
control/express agency within each of these realms. Within this approach, people have: 1) 
“functionings”—things they value doing (e.g. working, eating, voting, playing soccer), and things 
they value being (e.g. employed, healthy, educated, respected); and 2) “capabilities”—dynamic 
and alternating combinations of functionings that vary in degree of feasibility and achievability 
(Sen, 1999; Kleine, 2010). These functionings and capabilities are often predetermined, 
constrained, delimited, or otherwise shaped by larger social and political forces (in which social 
epidemiology is well-versed, e.g. Navarro and Shi, 2001; Raphael, 2011; Chung and Muntaner, 
2006; Beckfield and Krieger, 2009; Williams and Collins, 2001; Jones, 2001; Dow et al, 2010; 
Hutson et al, 2012). Thus, in the context of development, the objective is to “increase a 
person’s capability set, or her/his substantive freedom, to lead the life she/he values” (Kleine, 
2010, p.676). The use of ICTs within this approach is accordingly oriented around concerns over 
acknowledging and facilitating people’s agency to make decisions/take actions that increase 
capabilities that they value for themselves. In the context of social epidemiology, incorporating 
ICTs into the research and practice process would afford a very tangible way for the people to 
exercise agency in investigating and intervening on the conditions of their daily reality. In Sen’s 
terms, ICTs within social epidemiology could greatly increase the people’s capabilities, 
especially those involving functionings related to social determinants implicated in local 
governance processes, practices, and policies. By more readily enabling equitable participation 
of the people within social epidemiology research, ICTs can help propagate more locally 
relevant and politically valuable science, and capture more actionable data that can be directed 
towards increasing capabilities of actual study participants. 
 A second line of ICT discourse of particular note here relates to the notions of 
“liberation technology” (Diamond, 2010) and “deliberation technology” (Pfister and Godana, 
2012), both of which are primarily focused on the role of ICTs in the context of political 
transformations (e.g. for democratic governance) at the nation-state level.  Liberation 
technology has been defined as any form of ICT that “can expand political, social, and economic 
freedom” (Diamond, 2010, p.70). This includes, for example, ICT use to increase government 
transparency and accountability, to organize and mobilize for social action, to generate and 
disseminate independent news (e.g. “citizen journalists”), and to simplify and deepen civic 
participation. As described by Diamond (2010), “liberation technology enables citizens to report 
news, expose wrongdoing, express opinions, mobilize protest, monitor elections, scrutinize 
government, deepen participation, and expand the horizons of freedom” (p.70). It is mostly 
concerned with the role of ICTs in organizing and amplifying the voice of dissident and/or 
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marginalized groups during political struggles/transformations. The related notion of 
“deliberation technology” was introduced to reframe liberation technology and expand focus to 
examine the role of ICTs after political struggles/transformation as well (Pfister and Godana, 
2012). Accordingly, deliberation technologies (p.2): 
 

“…facilitate not just information circulation, but discussion and debate. Deliberation 
technologies focus not just on the hardware of communication, but on the software and 
the practices that support a broad-based conversation amongst affected citizens. 
Deliberation technologies do not serve specific and episodic goals, but focus on 
cultivating sites of sustained communication.” 

 

Taken together, these notions suggest a critical role for ICTs in facilitating social action 
and social change—professed goals of social epidemiology in relation to health. If ICTs have 
shown value in enhancing efforts for actual democratization of nation states—e.g. by 
facilitating organizing, advocacy, and information dissemination—perhaps they can help 
democratize and transform social epidemiology—e.g. by facilitating inclusive research design, 
implementation, and dissemination. Such transformation could consequently enhance its ability 
to more readily and tangibly contribute to improvements in democratic processes implicated in 
health inequities. Moreover, the liberation/deliberation technology discourse highlights what 
should be a core impetus for and focus of ICT use within social epidemiology—constructive and 
sustained dialogue to benefit the people and the field. Social epidemiology has many ongoing 
deliberations and conversations about the people, but none of them have been with the 
people. They have been exclusive and private deliberations, despite emphasizes on matters like 
discrimination, racism, and political marginalization. Indeed, there is an entire line of research 
and deliberation on social inclusion/exclusion and health that has socially excluded the people 
whose social inclusion/exclusion is being studied. In the sense that ICTs can facilitate the 
people’s agency and amplify their voice, their use within social epidemiology affords a platform 
through which the people can not only contribute to these scientific deliberations, but also 
contribute to research translation efforts through identifying, organizing, and channeling 
health-related social and political concerns. In this manner, through integrating ICTs, social 
epidemiology can simultaneously do social science and social action.  

Lastly, a third relevant line of conceptual discourse within the ICT field is that regarding 
“big” and “small” data. While recent exchanges within social epidemiology highlighted the 
importance of harnessing “big data” (Glymour et al, 2013; Galea and Link, 2013), a 
complimentary and perhaps alternate and more suitable approach, in regard to research 
translation and timely action, might lie in harnessing what has been termed “small data” within 
ICT circles. As described by D’Ignazio and colleagues (2014), Small Data is, “a practice owned 
and directed by those who are contributing the data… The essence of Small Data is that such 
communities may not just participate in, but can actually initiate and drive such data 
investigations towards the better understanding of an important local issue” (p.116). They 
suggest, specifically in regard to investigating environmental factors, that “a bottom-up, 
participatory, grassroots approach to… data collection addresses the key issues of inclusion, 
accountability, and credibility, by building public participation into the data lifecycle” (p.116). If 
research data is indeed as critical as we make it out to be within our spectrum of evidence to 
inform policy change and social action, then the nature of a Small Data approach appears more 



21 
 

capable of facilitating impacts on policy and social action compared to Big Data—especially if it 
were grounded in the principles and processes of CBPR. Much like the notion of “citizen 
science” within popular epidemiology (Brown, 1992; Brown, 1997), Small Data within a CBPR 
orientation for the conduct of social epidemiology research could promote a level of agency, 
transparency, and accountability within the field that we have not witnessed to date—elements 
that arguably belie any genuine effort to spur meaningful social action from social epidemiology 
science. As suggested before, such an approach holds particular promise within place-based 
social epidemiology work—work that examines local social, environmental, economic, and 
political contexts and draws upon the people’s embodied experience of these contexts to 
answer research questions and, hopefully, inform local action. This sort of integrated, 
collaborative and inclusive approach to doing social epidemiology science and generating social 
epidemiology data distinguishes between data that metaphorically speaks for itself, and data 
(i.e. people) that literally speak for themselves, the latter of which is critically important for the 
research translation process, social action, and policy change.     

Of course, ICTs, regardless of the epistemological and procedural underpinnings guiding 
their design and application, even if anchored within a CBPR approach, are not a panacea for all 
of social epidemiology’s shortcomings in regard to inclusion, equity, and participation. The 
challenges and pitfalls of ICTs have been discussed elsewhere (Burrell and Toyama, 2009; 
Diamond, 2010; Avgerou, 2010; Pfister, 2012; Dearden, 2012), not the least of which relate to 
concerns over data quality, validity, and accessibility (D’Ignazio et al, 2014; Kamel Boulos et al, 
2011), and concerns around power, privacy, over-surveillance, and potential exploitation/co-
optation (Lupton, 2014; D’Ignazio et al, 2014).  Applications of ICTs within a social 
epidemiology/CBPR framework will need to be sensitive to identified concerns and remain 
realistic about what ICTs can help achieve within given social, economic, and political contexts.  

Nonetheless, within the existing mix of limitations and potentials, the use of ICTs has 
been common within public health research and practice for some time now (Patrick et al, 
2008; NACCHO 2008, NACCHO 2009; Ozdalga et al, 2012; Brabham et al, 2014).  Indeed, an 
entire field, commonly referred to as mHealth, has taken off to the point of being included 
within the National Healthy People 2020 Goals (DHHS, 2012). In the most basic sense, mHealth 
is an approach to public health research and practice that utilizes ICTs, including smartphones, 
tablets, and other technological devices, tools, and platforms, e.g. social media platforms (e.g. 
Facebook, Twitter), crowdsourcing platforms (e.g. FrontlineSMS, Ushahidi), and collaborative 
communication and mapping tools (e.g. GeoChat), to achieve research and/or programmatic 
goals. Efforts have ranged from simple text message communication for medication or care 
management (Lester et al, 2010; Lemay et al 2012; Stenner et al, 2012; Redfern, et al, 2014), to 
coordinating care systems (Tamrat and Kachnowski, 2011; Bravo et al, 2012), to disease 
monitoring and surveillance (Brownstein et al, 2009; Freifeld et al, 2010; Waidyanatha et al, 
2010; Kamel Boulos et al, 2011; Ranard et al, 2013).  Additionally, the use of smartphones for 
ecological momentary assessment (EMA), GPS tracking, and web-based mapping is quickly 
becoming a popular approach for research examining  the dynamics of built and social 
environments and monitoring related health behaviors and outcomes (Shiffman et al, 2008; 
Zenk et al, 2011; Chaix et al, 2012; Spook et al, 2013). Stated simply, there is ample precedence 
and opportunity for social epidemiology to more actively and deliberately explore potential 
affordances of ICTs, especially those related to inclusion, equity, and participation of the 
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people, and how such affordances can improve social epidemiology science and research 
translation. 

Furthermore, from more of a pragmatic standpoint, as recently as 2012 prominent 
public health organizations have issued briefs on the need for public health to “rewire” for the 
future (WHO, 2011; APHA, 2012; NACCHO, 2012; DHHS, 2012) in which recommendations were 
made to actively incorporate and explore the use of ICTs as part of standard practice. Other 
organizations have created subdivisions, programs, and/or training institutes for mHealth (NIH, 
2014; CDC 2014; HRSA, 2014). Most recently there was a professional meeting of public health 
and medical researchers hosted by the Office of Behavioral and Social Sciences Research—
“Wireless Health 2014” (NIH 2014b)—which focused on topics that most within social 
epidemiology would consider quite “downstream” and individualistic, e.g. apps for diabetes 
self-management and healthcare appointment reminders. Indeed, to date, use of ICTs within 
public health research and practice has favored such “downstream” applications. Consequently, 
it has been argued that this body of work, as technologically innovative as it might be, may in 
the long run detract from and dilute efforts to more fully engage and address social 
determinants of health by amplifying attention on personal responsibility (Lupton, 2014; 
Lupton, 2014b/2013). As such, now is a critical time to explore ways to incorporate ICTs within 
social epidemiology, lest the masses (and funders) become increasingly infatuated and 
distracted by cool apps that simply reinforce individual responsibility for population health—in 
140 characters or less, nonetheless. Incorporating ICTs within social epidemiology would offer a 
counterbalance to current ICT use within public health, as well as present a path to popularize 
the field and “upgrade” it for 21st century practice.  

Even in the context of research based on surveys or the collection of biometrics, for 
example, the potential for training and co-learning, to co-develop research questions and 
survey items, to collaborate in collecting and analyzing information/data, and disseminate 
knowledge via academic and popular media outlets is promising. There are tools readily 
available to facilitate each of these processes (see TABLE 1 for examples). To paraphrase a bit, 
“*we+ would not be required to surrender rigor, but *we+ would be required to share power 
(Schwab and Syme, 1997, p.2050). The people can simultaneously serve as “N’s”, collaborators, 
co-researchers, and constituents. The challenge is whether social epidemiology researchers and 
practitioners are ready and willing to do the same. If so, the prospects for matching social 
epidemiology “talk” with comparable social epidemiology “walk” would be greatly improved.  
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TABLE 1: 10 ICTs to Socialize Social Epidemiology  

 ICT Name Platform/Device Features/Applications 

1 Magpi 
Mobile Phone; 

Internet 

Survey instrument design, data collection & analysis; real-time assessment; SMS, 
photo, and voice functionality; geolocation and mapping capability; smartphone 
deployment; built-in data analysis & visualization tools; collaborative use 
options 

2 Survos 
Mobile Phone; 

Internet 

Survey instrument design, data collection & analysis; real-time assessment; SMS, 
photo, and voice functionality; geolocation and geo-prompting capability; 
smartphone deployment 

3 nativeye 
Mobile Phone; 

Internet 

Qualitative and mixed-methods research platform for data collection and 
analysis; Text, photo, video, and audio capabilities; real-time assessment; 
geolocation capability; smartphone deployment; built-in data analysis & 
visualization tools; collaborative use options 

4 Fulcrum 
Mobile Phone; 

Internet 

Survey instrument design, data collection & analysis; real-time assessment; 
geolocation and mapping capability; photo functionality; smartphone 
deployment; built-in data analysis & visualization tools; collaborative use 
options 

5 
MyInsights 
(MyPanel) 

Mobile Phone; 
Internet 

Qualitative and mixed-methods research platform for survey design, data 
collection and analysis; Text, photo, video, and audio capabilities; real-time 
assessment; geolocation capability; smartphone deployment; built-in data 
analysis & visualization tools; collaborative use options 

6 
ResearchKit 
(HealthKit) 

Mobile Phone; 
Internet 

Suite of customizable research tools for survey design and data collection; smart 
phone deployment 

7 GeoChat 
Mobile Phone; 

Internet 

Real-time communication for coordinating collaborative field work/research; 
SMS, email, and map-based communication; geolocation and geo-visualization 
capabilities; smartphone compatible   

8 Dedoose 
Mobile Phone; 

Internet 

Qualitative and mixed-methods research platform for data collection and 
analysis; Text, photo, video, and audio capabilities; real-time assessment; 
smartphone compatible; built-in data analysis & visualization tools; collaborative 
use options 

9 Flava Note 
Mobile Phone; 

Internet 
Personal diary platform for recording, annotating, and visualizing text, photo, 
video, and audio data elements; geolocation capability; smartphone compatible 

10 Argus Mobile Phone 
Smartphone app for collection of user generated individual-level data for various 
health metrics; real-time assessment; geolocation capability 

http://home.magpi.com/
https://survos.com/
http://nativeye.com/
http://www.fulcrumapp.com/
http://www.mobilemarketresearch.net/myinsights
http://www.apple.com/researchkit/
http://instedd.org/technologies/geochat/
http://www.dedoose.com/
https://www.takeflava.com/
http://www.azumio.com/s/argus/index.html
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IV. A People’s Social Epidemiology 
 

FIGURE 1 below represents a four-tiered framework for conceptualizing A People’s 
Social Epidemiology in regard to research translation and prospects for social action.  The first 
tier (from left-to-right) represents what has been referred to here as the “standard” social 
epidemiology approach—generally, social epidemiology that is non-participatory in nature, 
limits the role of people to being study participants, and is primarily concerned with generating 
science that is broadly generalizable, but not necessarily locally practicable or actionable. By 
preemptively excluding people from higher-level, deeper participation and devaluing their lived 
experience and embodied knowledge, and by not anchoring and engaging research objectives 
in locality-contingent social and political contexts, this standard format undermines its full 
potential and curtails translation and social action prospects—masking people’s agency instead 
of facilitating and enhancing it.  

 
FIGURE 1: A People’s Social Epi Framework for Research Translation and Action 

 
 

The second tier represents community-engaged social epidemiology—generally, an 
approach rooted in the principles and processes or CBPR. Here, the people (study participants 
and their communities) are seen as collaborators and co-researchers, and there is an explicit 
focus on equitable engagement for the co-production of locally relevant and actionable science 
for mutual (and equitable) benefit. The people are simultaneously participants, scientists, 
collaborators, and constituents, and their voice and perspective are actively sought in all phases 
of the research-to-translation continuum—from defining and framing problems and deciding 
research questions, to collecting, analyzing, and disseminating data and determining solutions 
(e.g. more research, social action, policy targets). This approach to social epidemiology 
acknowledges that translating social epidemiology science into social action and policy change 
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requires drawing on and building upon the knowledge and expertise of study participants and 
their communities, and being aware of and responsive to their social and political values and 
those given credence within the local context where the research is being conducted. This 
approach to social epidemiology accordingly values participatory methodological approaches 
(quantitative and qualitative) that can accommodate multiple forms of knowledge expression 
which can be synthesized and shared via multiple formats for local consumption and impact.  

The third tier represents participatory social epidemiology. This approach extends 
community-engaged social epidemiology by augmenting prospects and opportunities for the 
people’s participation, facilitating greater inclusion in the research-to-action process via 
incorporation of ICT tools and applications. Strategic use of ICTs within a community-engaged 
social epidemiology affords concrete mechanisms for engaging the people in the scientific 
enterprise—from platforms for identifying and deliberating pressing local research needs and 
co-developing surveys (e.g. MyInsights, nativeye, Survos), to applications for systematically 
collecting, mapping, and analyzing data (e.g. Magpi, Fulcrum) and organizing social action 
activities (e.g. GeoChat; Ushahidi). Use of ICTs within a CBPR orientation afford opportunities to 
not only democratize social epidemiology in research and practice, but also more readily 
organize, channel, and translate findings for  local social action and policy debates. For 
example, researchers and study participants can collaboratively collect and map research data 
through use of web-based community mapping platforms with social media and “share” 
functions that facilitate easy dissemination to community, local media, and city official 
audiences. Participatory social epidemiology in such “democratized” form holds promise, 
particularly in a local context, in uplifting and legitimizing community voice in local governance, 
e.g. in deliberation and decision processes that shape social determinants of health via policy 
and practice.  In addition to being rooted in the principles and processes of CBPR, this approach 
is also guided by conceptual and ethical discourses regarding effective, responsible, and 
equitable use of ICTs. A participatory social epidemiology thus offers a conceptually rich and 
technology-enhanced and integrated approach to fostering inclusion and equity in social 
epidemiology research/practice—which could not only increase research relevance (e.g. if 
driven/guided by a local social determinants crowdsourcing and deliberation process), but also 
research translation and derivative action (e.g. by integrating ICTs to facilitate broader 
dissemination and organize/coordinate social action, advocacy, or voting activities). 

As a final enhancement in the fourth tier, locally institutionalizing participatory social 
epidemiology constitutes what could be called A People’s Social Epidemiology. This approach is 
oriented around producing practicable science and data for timely local social action, and 
prioritizes building long-term local capacity to integrate and sustain research and social change 
efforts over generating diffuse and decontextualized knowledge for generalization elsewhere. A 
People’s Social Epidemiology proactively identifies ways to involve the people in the social 
epidemiology enterprise and create opportunities for their continued participation and benefit, 
with a belief that the people who are experiencing local social inequities in health are the best 
social epidemiologists to study and address them. Thus, a core element of this approach is 
creating mechanisms to not only build and sustain local capacity and legitimize local expertise, 
but also to facilitate more local “N’s” becoming future social epidemiology scientists—thus 
affecting the trajectory of not only their individual health and their communities’ health, but 
the health of the field.  Adopting A People’s Social Epidemiology through institutionalization can 
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of course take many forms, and the goal here is not to suggest any prescriptive extent or 
manner of institutionalization. However, it is worth outlining a few examples that can help 
illustrate the potential scope and impacts of A People’s Social Epidemiology in a local context 
(see TABLE 2 below).    
 

TABLE 2: 8 Ways to Move Towards a People’s Social Epi 

 Description Core Collaborators Objectives 

1 Use local social epidemiology research study data in local public 
health and city planning practice 

 Develop data sharing/user agreements to promote open 
access and public dissemination 

University Researchers; 
Local Health and Planning 
Agencies 

Facilitate research translation and 
action based on local research; 
Facilitate collaboration between 
researchers and local agencies; 
Promote social value and 
relevance of social epidemiology 
research 

2 Create Social Epidemiology/Health Equity programs within local 
health departments where social epidemiology research projects 
are being conducted 

 University researchers provide staff training and 
skill/knowledge transfer opportunities 

University Researchers; 
Local Health Departments 

Increase local health department 
capacity to do social epidemiology 
as part of standard practice; 
Facilitate collaboration between 
researchers and local health 
departments; Create 
opportunities for collaborative 
grant writing for local social 
epidemiology research and 
translation activities 

3 Develop local social epidemiology Research & Practice Training 
Institutes  

 Co-led by university researchers, local practitioners, and local 
residents, with anchor point within local health department 

 Create standing “Community Social Epi Fellow” position at 
local health and/or planning department 

 

University Researchers; 
Local Health Departments 

Increase local health department 
capacity to do social epidemiology 
as part of standard practice; 
Facilitate collaboration between 
researchers and local health 
departments; Promote social 
value and relevance of social 
epidemiology research; Promote 
broader community 
understanding and knowledge of 
social epidemiology research 

4 Develop social epidemiology “exchange program” for 
faculty/researchers of local universities currently conducting social 
epidemiology research to give guest lectures at local high schools 

University Researchers; 
Local Education 
Departments 

Promote social value and 
relevance of social epidemiology 
research; Encourage pursuit of 
future public health education 
opportunities; Promote 
meaningful opportunities for 
researchers to connect to local 
communities beyond research 

5 Support and secure opportunities for local high school students to 
openly and freely attend courses taught by local social epidemiology 
faculty who are conducting research in the local community 

University Researchers;  
Local Universities; Local 
Education Departments 

Promote social value and 
relevance of social epidemiology 
research; Encourage pursuit of 
future public health education 
opportunities; Promote 
meaningful opportunities for 
researchers to connect and 
contribute to local communities 
beyond research 

6 Develop social epidemiology and health equity-oriented school 
curricula for local high schools 

 STEM courses exploring math, science, and technology via 
quantitative social epidemiology research, social 

University Researchers; 
Local Education and 
Health Departments 

Promote social value and 
relevance of social epidemiology 
research; Encourage pursuit of 
future public health education 
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epidemiology theory, CBPR, ICTD theory, and ICT design 
o Implement collaborative student-led social epidemiology 

research projects with mentorship/guidance for university 
researchers 

o Promote and support student development of 
abstracts/manuscripts for professional presentation and 
dissemination 

o Develop MOUs for incorporation of student research 
findings as part of standard local health and planning 
practice  

o Create standing “Youth Social Epi Fellow” position at local 
health and/or planning department 

opportunities; Provide unique 
education, training, and 
professional development 
opportunities for students; 
Promote student connectivity to 
local health equity issues and 
facilitate their development as 
local change agents and future 
scientists 

7 Develop social epidemiology/public health college pipeline 
programs and/or summer institutes for local high school students 

 Link pipeline to local community colleges and universities 
involved in local public health research 
o Support student campus visits and hosting recruitment 

activities at local high school 
o Develop MOUs to formally support recruitment of students 

from communities that are current or common social 
epidemiology research sites 

Local Universities; Local 
Education Departments 

Promote social value and 
relevance of social epidemiology 
research; Encourage pursuit of 
future public health education 
opportunities; Promote 
meaningful opportunities for 
researchers to connect and 
contribute to local communities 
beyond research 

8 Create local media linkages for regular reporting/distribution of 
info/results/knowledge based on local social epidemiology research 
projects 

 Highlight work of local university researchers and local 
residents currently engaged in social epidemiology projects 

 Develop community-written/oriented social epidemiology 
journal (e.g. free, high-school reading level, readily accessible) 
focused on implications of local projects and action at local 
levels 

University Researchers;  
Local Media Outlets 

Promote social value and 
relevance of social epidemiology 
research; Facilitate research 
translation and action based on 
local research; Promote 
meaningful opportunities for 
researchers to connect and 
contribute to local communities 
beyond research; Promote 
broader community 
understanding and knowledge of 
social epidemiology research 
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 A People’s Social Epi in Practice 
 

The intention here has been to outline a framework for how to move towards a more 
inclusive and equitable social epidemiology, with the goal of improving prospects for research 
translation for policy change, timely social action, and tangible benefit—for scientists and 
especially for the people and communities under study. The suggestions made here for how to 
achieve this goal are not intended as a definitive and exhaustive prescription. Regardless, the 
real challenge rests in determining how to actually incorporate and apply the elements of a 
framework such as the one presented here. The People’s Social Epi Project was developed as a 
sort of “field test” to explore what A People’s Social Epidemiology might look like in practice: a 
deliberate and explicit integration of social epidemiology, CBPR, and ICTs within the context of 
a place-health research study. 

The People’s Social Epi Project (PSEP) integrates social epidemiology and CBPR with 
parents and youth residing in public housing to further understand where and how place-based 
exposures that affect health and well-being are encountered, perceived, and experienced 
intergenerationally. This work seeks to: 1) expand and make novel contributions to research on 
health in public housing; 2) improve conceptual and operational understandings of place‖ 
through identifying the spatial, temporal, and social connections and divisions between the 
places of residents’ daily activities; and 3) elucidate spatial, temporal, social, and perceptual 
differences between parent and youth place experiences. The research was completed using 
participatory methods for the systematic documentation and assessment of place-based 
exposures and opportunities with two generations of public housing residents—one parent and 
at least one youth from each participating household recruited as parent-child dyads.  

Participants were trained in key components of public health including core principles 
related to social epidemiology and health equity, and fundamental aspects of public health 
research and CBPR. All research methods were completed by the participants themselves. 
Research methods flowed sequentially and built upon each other as follows: (1) Photovoice 
(Wang and Burris, 1997; Wang, 2005; Catalani and Minker, 2010);  (2) Activity Space Mapping 
(see for example Chaix et al, 2012; Matthews and Yang, 2013; Perchoux et al, 2013; Browning 
and Soller, 2014); (3) X-Ray Mapping (see Ruglis, 2011); (4) Participatory GIS. First, participants 
used Photovoice (via cellphones) to identify, photo-document, and describe their important 
daily places and specific exposures/opportunities within each place they perceive affects their 
health (positively or negatively). Next, they used Activity Space Mapping to geolocate and map 
their Photovoice photos and identify any additional non-photographed places, and to rate and 
provide time estimates for each mapped place. Then, using a cognitive mapping method known 
as X-Ray Mapping, they created symbolic representations of place-embodiment reflecting how 
each of their mapped places affects their bodies and health. Finally, constituting Participatory 
GIS, they integrated and digitally mapped their work via a web-based interactive and 
multimedia-enabled ICT platform, Local Ground (Van Wart, Tsai, and Parikh, 2010). This 
platform allows participants to easily create, print, and digitally share their place-health 
research maps with the broader community and city officials. Adults and youth completed each 
method simultaneously but in separate all-adult and all-youth groups. All research protocols 
were approved by the University of California, Berkley institutional review board (protocol 
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#2013-10-5700). Details regarding what participants’ research revealed are presented 
elsewhere (Petteway, 2014a-b; Petteway, 2015a; CHAPTER 2; CHAPTER 3).   

Aside from being collaborative, participatory, rooted in CBPR principles and processes, 
and incorporating the use of ICTs to promote and enhance each of these aspects, the PSEP 
models A People’s Social Epidemiology by also making institutionalization a top priority. The 
PSEP is connected with local government through collaboration with the city manager and 
health commissioner for the future linkage and use of the project methodology and findings as 
part of the city’s formal community health assessment, planning, and community development 
efforts. Preliminary discussions are also developing around the creation of a collaborative 
Community Health Equity program within the local health department that would be co-staffed 
by PSEP-trained and experienced participants. The program/division would also host 
community and student interns.  

Additionally, plans are underway with the local school board for the development and 
institutionalization of a public health pipeline program—iHEART, the Institute for Health Equity 
and Action Research Training—to be implemented at the main public high school beginning the 
Fall of 2016. Drawing from the initial PSEP process and methodology, the curricular core of 
iHEART is a series of health-equity-oriented STEM courses rooted in critical pedagogy and 
project-based learning. This series of 6 sequential courses will focus on social epidemiology 
theory, science, and methodology; concepts related to health equity, CBPR, and GIS; and 
ICT/ICTD concepts, theory, and applications. Students completing the iHEART courses will also 
participate in paid iHEART Summer participatory research and internship institutes, becoming 
part of an iHEART Public Health Scholars cohort. Early connections and support have been 
established with faculty and administrators from at least 4 accredited and nationally ranked 
schools of public health to facilitate opportunities for iHEART Public Health Scholars to pursue 
undergraduate studies in public health. Some of these early commitments include hosting 
iHEART Public Health Scholars on site visits, making recruitment visits to the students’ local high 
school, providing guest lectures for iHEART courses, leading training workshops during iHEART 
Summer, providing mentorship to iHEART Public Health Scholars, and offering guidance on 
iHEART student research projects.  

Lastly, initial discussions have been held with the local city paper regarding the creation 
of a monthly community health equity column based on PSEP and iHEART activities. This 
column would be written by PSEP/iHEART participants (adults and youth) and highlight current 
projects in which they are participating or leading.   

The PSEP is very much in its initial phase, with only the first iteration/cycle completed 
(see Petteway, 2014a-b and Petteway, 2015a). It will be important to allow sufficient time to 
complete multiple project cycles in regards to the research, as well as to strengthen the 
collaboration with project participants, residents, and local collaborators, before attempts to 
appraise its contributions/impacts or assess limitations/challenges. In its current state, 
however, PSEP “models” to some degree items 1, 2, 6, 7, and 8 from TABLE 2. Thus overall, 
prospects for conducting locally relevant and actionable research are apparent. Also clear is the 
potential for local institutionalization and long-term collaboration, as evidenced by iHEART and 
linkages to local health and planning agencies. Such collaboration could prove capable of not 
only enhancing research efforts, but also building local capacity (i.e. participants, residents, 
students, health department) to do social epidemiology and sustain change efforts by 
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encouraging and enabling meaningful contributions to research and local practice—
contributions that can be synthesized, organized, and channeled to inform city governance 
decision processes that shape local social determinants. Moreover, transformation of the PSEP 
into iHEART creates a unique opportunity for students to tangibly explore and benefit from 
social epidemiology research, opening the door for their continued development as potential 
future social epidemiology scientists and/or (local) practitioners.  

 
Conclusion  

 

The goal here was to outline a framework that can help social epidemiology become 
more inclusive (e.g. extent of community participation, balance of power) and equitable (e.g. 
outputs, benefits). The overarching premise is that more equitable inclusion of the people 
within the social epidemiology enterprise can improve prospects for research translation and 
timely, meaningful, and (locally) relevant social action, as well as ensure that the outputs and 
benefits of research do not continue to disproportionately accumulate among researchers. 
Reappraising the value of peoples’ lived and embodied knowledge of their social contexts and 
social inequity, and reassessing our assumptions about the ways and degrees to which people 
can contribute to social epidemiology research and practice, will allow for re-envisioning how 
social epidemiology can make more direct and tangible impacts on the conditions that shape 
health. Integrating social epidemiology with core principals and processes of CBPR, and further 
integrating the technical and procedural affordances and theoretical groundings of ICTs, can 
facilitate the development of a social epidemiology that is no longer simply about the people, 
but for and by them as well. This is how we can enhance the field and ensure it remains distinct 
and useful—for researchers/practitioners and, more importantly for participant communities—
the “N’s” whose experiences within the social production of health are the lifeblood of our 
field.  

The next chapter introduces the Placescape—a new paradigm for understanding and 
studying place that, in application, can serve as model for how to move towards A People’s 
Social Epi within the context of place-health research and practice. 
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CHAPTER 2 
 

PLACESCAPES AND PUBLIC HOUSING: 
ADVANCING UNDERSTANDING OF “PLACE” IN PLACE-HEALTH RESEARCH  

& PLACE-BASED HEALTH &HOUSING STRATEGIES 
 

Abstract 
Place-health research is an area of increasing importance and prominence within public 

health. However, major conceptual and methodological challenges remain in defining “place”, 
characterizing place contexts, and measuring place—all of which have implications for place-
health research, public health practice, and the design and implementation of place-based 
strategies, especially those involving public housing. Of particular need is work capable of 
revealing: 1) spatially- and temporally-specific configurations of place-based exposures and 
opportunities, 2) perspectives and influences of place across generations and over the 
lifecourse, and 3) opportunities for action to address place exposures that adversely affect 
community health. The goal of the work presented here was to develop and field-test a place-
health framework that: 1) accounts for the multi-nodal nature of “place” and its contingent 
spatial, temporal, and social inter-nodal connections/divisions; 2) elucidates potential 
intergenerational and life-stage differences in place experiences/perceptions; and 3) explicitly 
engages the sociopolitical mechanisms that make, unmake, and remake place over time.  A 
framework for a placescape approach was developed drawing from place-health, social 
epidemiology, participatory research, geography, and sociology literatures. This framework was 
then applied to an intergenerational community-based participatory research (CBPR) study of 
place, embodiment, and health. Parent-child dyads were recruited from a public housing 
community and trained in 4 participatory methods: Photovoice, Activity Space Mapping, X-Ray 
Mapping, and Participatory GIS. Participants used this combination of methods to map their 
“placescapes”. This paper introduces the “placescape” framework, summarizes the process and 
preliminary findings from the CBPR study applying the framework within public housing, and 
discusses implications for intergenerational place-health research/practice and place-based 
public housing strategies. 
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Introduction 
 

Place-based strategies are increasingly being explored as options to improve health, 
education, and general life opportunities among poor and marginalized communities (HCZ, 
2013; Whitehurst and Croft, 2010; NCHE, 2015; Maryland DHMH, 2013; TCE, 2013). This is 
especially true for residents of public housing, as many of the prominent place-based strategies 
to date have been federal initiatives involving the Department of Housing and Urban 
Development (HUD), e.g. HOPE VI, Promise Zones, Choice Neighborhoods, and Sustainable 
Communities (HUD, 2013a; HUD, 2013b; USDE, 2013; HUD, 2013c; HUD, 2013d; HUD, 2013e). 
Health status among public housing residents is generally much worse compared to the general 
population, and public housing communities tend to be located within areas having particularly 
noxious built, social, and economic environments (Popkin et al, 2002; Buron et al, 2002; Harris 
and Kaye, 2004; Howell et al, 2005; Fertig and Rheingold, 2007; Manjarrez et al, 2007; Digenis-
Bury et al, 2008; Ruel et al, 2010; Keane and Geronimus, 2011). This leaves public housing 
residents, especially, in need of interventions and policies aimed at improving health 
opportunities. Moreover, from a public health prevention and lifecourse perspective, place-
based strategies for health promotion involving public housing make intuitive sense—they’re 
fixed, densely-populated communities and nearly 40% of residents are under the age of 18 
(HUD, 2013f).  

The more recent iterations of place-based strategies have been increasingly 
comprehensive, moving beyond simple considerations of housing quality and aiming to 
coherently link affordable housing opportunities with health, education, and transportation 
opportunities (HUD, 2013b; HUD, 2013c; HUD, 2013e). On the other hand, these new and 
evolving strategies are being implemented in only a few select cities and regions, and many 
jurisdictions are precluded from programmatic support due to population size requirements. 
Thus the overwhelming majority of project-based public housing continues to operate without 
the benefit not only of new money streams, but perhaps more importantly, new idea streams. 
Moreover, many of the more prominent and large-scale place-based efforts to date have failed 
to engage notions of participation, power, and possession in their attempts to re-imagine, re-
design, and revitalize “place” (NHLP, 2002; Clampet-Lundquist, 2004a; Keane and Geronimus, 
2011; Chaskin, 2013; Slater, 2013). A consequence has been the continued problematizing and 
dislocation of people and the re-appropriation and re-constitution of their place as the solution. 
Not only have these efforts not led to many significant or consistent improvements in public 
housing resident well-being (Levanthal and Brooks-Gunn, 2003; Acevedo-Garcia et al, 2004; 
Clampet-Lundquist, 2004b; Harris and Kaye, 2004; Popkin et al, 2004a; Popkin et al, 2004b; 
Howell et al, 2005; Levy and Woolley, 2007; Fauth et al, 2008; Keane and Geronimus, 2011; 
Manjarrez et al, 2007; Goetz, 2010; Goetz and Chapple, 2010; Jones and Paulson, 2011; Ludwig, 
et al, 2011; Sampson, 2012), the manner in which they have been developed and implemented 
has systematically precluded resident agency—habitually circumventing critical examination of 
the underlying social, economic, and political structures that necessitate place-based strategies 
in the first place (NHLP, 2002; Keane and Geronimus, 2011; Chaskin, 2013; Slater, 2013; Goetz, 
2013a; Goetz, 2013b).  Accordingly, it is of critical importance to understand that many public 
housing “places” are pre-made and simply consumed by residents—residents are commonly 
dispossessed (displaced) of one place and then dispersed (re-placed) into new locations where 
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they have little control and few social or political connections. Thus a requisite to 
understanding residents’ lived experience with place, and consequent health effects, is 
explicating the mechanisms that either facilitate or limit their ability and power to participate in 
and influence the placemaking process. 

Unfortunately, there is a paucity of public health research focused on residents of public 
housing. This lack of research not only limits our knowledge of the health status of public 
housing residents and how residing in public housing might influence health, but it also restricts 
our ability to understand how public housing fits into residents’ larger geographic, social, and 
economic landscapes. For example, project-based public housing residents must move between 
many places outside their project complex to meet their daily needs and complete daily 
functions. While this is generally true for residents of single family homes, it is especially 
important for public housing residents given their already vulnerable position and the added 
pressure to maintain their housing subsidy (Manjarrez et al, 2007). Moreover, there is often a 
spatial mismatch between where public housing residents live, and the amenities and 
opportunities they need to sustain themselves (e.g. education and employment opportunities, 
grocery stores, retail shopping, pharmacy, post office, church, and so on). These non-residential 
places constitute a significant portion of their daily health-related opportunities and exposures. 
The extent to which the housing location and its external connectivity influence residents’ 
ability to meet their daily needs is instrumental to their overall well-being. Thus, understanding 
how public housing fits into the larger spatial, social, economic, and political landscape of 
residents’ lived place beyond the housing community boundaries is critical to evaluating and 
improving place-based strategies involving public housing.   

A central challenge is how to account for the daily space-time patterns of individuals 
and populations (who are simply residing in a particular location) to best design, implement, 
and evaluate place-based strategies that are sensitive to peoples’ lived realities of place. Being 
able to do so would improve our ability to optimize spatial and social configurations of health 
assets and opportunities, while simultaneously minimizing negative place-based health 
exposures. In the context of place-based strategies involving public housing, this means 
understanding how the spatial location of the project fits within the daily places of its 
residents—where are the jobs, schools, parks, fresh food vendors, social hubs, pharmacies, 
health care providers, transportation hubs, and so on; what are the temporal, spatial, and social 
connections (or divisions) between these places; and where are the negative health exposures 
situated within these space-time configurations (e.g. at work, the walk to school, near the 
park). Thus, place-based strategies involving public housing would do well to critically assess 
and be responsive to the very person-centered spatiotemporal activity patterns of affected 
residents. This perspective would facilitate a more comprehensive understanding of health in 
public housing, and how to improve it, as well as ensure that place-based thinking maintains an 
appreciation for the individual and collective lived realities of residents—that is, a people-
centered focus within place-based strategies. 

The field of place-health research has grown rapidly in recent years (Ellen et al, 2001; 
Pickett and Pearl, 2001; Sampson et al, 2002; Riva et al, 2007; Santos et al, 2007; Diex-Roux and 
Mair, 2010), and is it well-suited to help understand health in the context of public housing. 
However, major conceptual and methodological challenges remain in defining “place”, 
characterizing place contexts, and measuring place—all of which have implications for place-
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health research, public health practice, and the design and implementation of place-based 
strategies. Of particular need is work capable of revealing: 1) spatially- and temporally-specific 
configurations of place-based exposures and opportunities, 2) perspectives and influences of 
place across generations and over the lifecourse, and 3) opportunities for action to address 
place exposures that adversely affect community health.  

Accordingly, the goal of the work presented here was to develop and field-test a place-
health framework that: 1) accounts for the multi-nodal nature of “place” and its contingent 
spatial, temporal, and social inter-nodal connections/divisions; 2) elucidates potential 
intergenerational and life-stage differences in place experiences/perceptions; and 3) explicitly 
engages the sociopolitical mechanisms that make, unmake, and remake place over time—
shaping spatiotemporal patterns and sociospatial arrangements of place exposures and 
opportunities.  A framework for the placescape approach was developed drawing from place-
health, social epidemiology, participatory research, geography, and sociology literatures. This 
framework was then applied to an intergenerational community-based participatory research 
(CBPR) study of place, embodiment, and health. Parent-child dyads were recruited from a 
project-based public housing community and trained in four participatory action research (PAR) 
methods: Photovoice, Activity Space Mapping, X-Ray Mapping, and Participatory GIS. 
Participants used this combination of methods to map their placescapes, revealing spatially and 
temporally-specific distributions of place-based exposures and opportunities that reflect their 
lived experiences of “place”, beyond and in relation to their housing community. 

This paper begins with a discussion of core conceptual challenges and approaches 
within place-health research that can help inform work in the context of public housing and 
other place-based strategies. Then, a case is made for enhancing place-health research efforts 
through intergenerational and participatory approaches. The placescape framework is then 
introduced with an overview of its conceptual foundations and core tenets. This is followed by 
the presentation of the process and findings of a “field test” of the placescape approach in 
practice with residents of a public housing community. This paper closes with a discussion of 
implications of this work for intergenerational place-health research/practice and place-based 
health and housing strategies going forward. 
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What is this Place?  
Core Conceptual Challenges and Approaches in Place-Health Research 

 

Many conceptual challenges remain in place-health research (Diez-Roux, 2001; 
MacIntyre et al, 2002; Diez-Roux, 2004; Frumkin, 2006; Bernard, 2007; Matthews, 2008; 
Cummins et al, 2007; Cummins, 2007; Cutchin, 2007; Chaix et al, 2009; Kwan, 2009; Rainham et 
al, 2010; Matthews, 2011). Of particular prominence are matters related to conceptualizing and 
defining “place”, and accounting for changes in place over time. For example, “place” is almost 
exclusively defined as an administrative location of residence, e.g. census tract where one lives, 
or as some other “territorial neighborhood” (Chaix et al, 2009). Additionally, most place-health 
research views “place” as singular in nature, thus the census tract (“neighborhood”) of 
residence is the only place examined in most studies (Chaix et al, 2009; Diez-Roux and Mair, 
2010). Moreover, the majority of place-health work has been cross-sectional, meaning that our 
understanding of place and health is derived mostly from examinations of one singular place at 
only one particular point in time. In short, “place” in health research has largely been arbitrary, 
singular, static, and, perhaps most importantly, operationally invisible and meaningless to those 
residing in it—such a place does not exist in their lived reality. Many researchers have of course 
questioned the legitimacy and utility of such a conception of and approach to studying place, 
and some have suggested more appropriate approaches.  

As noted by Matthews (2008, p.259), there is “abundant evidence that people jump 
spatial scales and move across multiple, non-nested hierarchies in their daily activities.” That is, 
people are not bounded by the artificial lines we often use to define place in our studies, thus 
our measures of place-effects are quite haphazard—presuming that the only place-based 
exposures of importance for health occur “24/7/365” in one location (Matthews, 2008; Kwan, 
2009). MacIntyre and colleagues (2002) suggest an approach to place that is rooted in an 
understanding of human needs and how they are met.  A particular location, a “neighborhood” 
for example, will only provide some of the requisite “opportunity structures” needed to support 
and sustain a healthy life; thus, people will inevitably have to navigate to and through multiple 
places. Accordingly, “this means operationalizing measures, appropriate for the particular 
society and historical period, of the ways in which these needs are met in particular places” 
(MacIntyre et al, 2002, p.133). Implicit in this approach is that each person will have a unique 
set of needs that they will need to meet in a particular way; thus, any notion of “place” and 
place-effects must be able to account for similarities and differences between peoples’ needs-
driven configuration of places—and these places are not in one singular area. Additionally, the 
authors encourage recognition of the dynamic and changing reality of places and peoples’ 
interaction with features of place over time, and the need for theorizing around time in place-
health research. 

Cummins and colleagues (2007) put forth a “relational” approach to understanding 
place.  From this perspective, places are best conceptualized as nodes within networks that are 
connected and/or separated by “socio-relational” distance. Additionally, these nodes and their 
bounds are seen as fluid and dynamic, changing over time. Moreover, people are no longer 
viewed as agency-less entities within a fixed area, but as actors with variant mobility patterns 
over time, e.g. a day, a week, their lifecourse. Similarly, work by Matthews and colleagues 
(2005) suggests understanding “place” based on the multiple spatial locations people interact 
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with during their daily activities—the heterogeneity of peoples’ daily places a testament to the 
reality of their “spatial polygamy” (Matthews, 2011). From this perspective, “place” is no longer 
a singular location, but rather a particular configuration of nodes that constitutes a 
spatiotemporal network of a person’s lived reality of multiple locations (Matthews et al, 2005; 
Cummins et al, 2007; Matthews, 2011).  

Instead of arbitrarily defining place as a singular static and largely imaginary set of 
bounds, “place” becomes a dynamic reflection of peoples’ real spatial experiences—
experiences that are shaped by and possess historical, social, and political meanings (MacIntyre 
et al 2002; Cummins et al, 2007; Matthews, 2008; Kemp, 2011). The concept of “spatial 
polygamy” thus aptly captures the multi-nodal nature of a person’s lived place—moving from, 
to, and through place to place throughout a day or week, for example (Matthews, 2011). The 
location of residence is but one node, and each individual’s configuration of non-residential 
nodes will be different. Accordingly, the spatial polygamy approach extends the idea of “ego-
centered neighborhoods”—each person’s “place” (“neighborhood”) becomes the aggregate of 
their person-centered nodes and inter-nodal connections (Chaix et al, 2009; Matthews, 2011). 
Because it does not artificially bound peoples’ experience of place contexts, it enables 
accounting for and responding to health-related exposures beyond simply the “neighborhood”, 
thus avoiding the “local trap” that pervades most place-health research (Cummins, 2007). 

Relatedly, attention has also been drawn towards the relevance of concepts from time 
geography, specifically, person-centered time-space and activity space (Kwan, 2009; Rainham 
et al, 2010; Chaix et al, 2012; Matthews and Yang, 2013; Perchoux et al, 2013; Browning et al, 
2014; Jones and Pebley, 2014). Here, “place” is less about a specific fixed location (e.g. 
neighborhood), but more about a specific person’s actual daily “action space” (Kwan, 2009). 
Accordingly, notions of neighborhood and how to define it become largely irrelevant—a 
person’s “place” is determined by where they go and how much time they spend en route and 
once they get there—an understanding complimentary to that suggested by MacIntyre and 
colleagues (2002) regarding human needs and “effective neighborhoods”, and the “relational” 
place as described by Cummins and colleagues (2007). No two peoples’ time-place experiences 
and exposures will be exactly alike (presumably). Thus, much like with the concept of spatial 
polygamy (Matthews, 2011), “place” effects on health are best viewed as the product of the 
space- and time-specific exposures people encounter in the course of their daily lives—multiple 
places for varying amounts of time. Place becomes person-centered and time-bound, as 
opposed to location-centered and timeless. As posited by Rainham and colleagues (2010, 
p.669), “place-based health research would benefit from both a greater knowledge of the 
patterns of movements of people, and insight into the heterogeneity of context associated with 
these movements within the population of interest.”  

In the context of public housing, projects are indeed clearly defined and fixed locales, 
and while they are undoubtedly in a particular census tract or set of tracts, the residents’ lives 
are not bound within them. The housing project is a singular node in their spatially polygamous 
and multi-nodal lives. Exposures and opportunities encountered within the project or 
immediate surrounding “neighborhood” are only a fraction of all those influencing their health 
status. If we want to fully understand and improve the health status of and opportunity for 
public housing residents, we need to better understand and account for how their place of 
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residence is connected to and influences their larger lived place. Intergenerational and 
participatory approaches can prove valuable in this regard. 

 
 
A Case for Intergenerational and Participatory Place-Health Research:  
An Overview and an Opportunity  

 

In addition to core conceptual challenges, there are two central procedural limitations in 
the majority of place-health research to date that represent opportunities to enhance the field, 
especially in regard to work having the potential to inform place-based strategy development 
and evaluation. First, a growing body of work suggests multigenerational place-effects. For 
example, neighborhood deprivation has been shown to be associated with child cognitive 
development across generations (Sharkey and Elwert, 2011). This work suggests that research 
must consider both “direct and indirect pathways by which neighborhood exposures in both 
the parent and child generations may influence children’s trajectories” (p.2). While there is a 
general consensus that such exposures indeed exert influence on health and developmental 
outcomes, the potential mechanisms of multigenerational effects remain unclear.  Additionally, 
such elaboration will require an improved understanding and enumeration not only of stable 
and varying exposures across generations, but also how perceptions of these exposures might 
vary between generations.  Unfortunately, there is a paucity of place-health work that 
incorporates both youth and adult perspectives or accounts for changes in “place” over time. As 
public health practice and research continue to evolve and become more sensitive to the need 
for a lifecourse perspective on health (Hertzman et al, 2001; Ben-Shlomo and Kuh, 2002; 
Hertzman and Power, 2003; Lynch and Davey Smith, 2005), it will become increasingly 
important to include opportunities for intergenerational perspectives and participation in the 
work. Adults and youth have fundamentally different place experiences, encountering different 
physical and social environments throughout their day, for example, and those environments 
change over time. The intentional inclusion of more real-time youth perspective in current 
place-health work would enhance retrospective and real-time work with adults and allow for 
more rigorous and nuanced examination of place and health across generations and across the 
lifecourse (Curtis et al, 2004; Cummins et al, 2007).  Moreover, this multi-generational 
approach facilitates examination of how perceptions vary between youth and adults and how 
these perceptions change over time—thus improving our ability to identify and appropriately 
characterize exposures, and correctly specify multigenerational mechanisms.  

Second, most social epidemiological work on place and health to date has not effectively 
incorporated participatory methods. This practice gap presents as a missed opportunity to 
critically engage residents in the process of defining, understanding, and changing place and its 
local policy/political determinants. It is this chasm that has recently been highlighted for 
redress—integration of social epidemiology and community-engaged research (Leung et al, 
2004; Lantz et al, 2006; Wallerstein et al, 2011). Incorporating participatory methods in the 
social epidemiologic inquiry into place and health can help bridge this gap. Employing an 
approach that is rooted in community-based participatory research (CBPR) and makes use of 
participatory methods ensures local knowledge and expertise are prioritized in the research 
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process, and facilitates power-sharing and critical engagement among local communities, 
research participants, and outside researchers (Israel et a, 1998; Minkler, 2000; Israel et al, 
2010; Minkler, 2010; Wallerstein and Duran, 2010). Thus, the research findings reflect nuances 
and perspectives of peoples’ lived realities that otherwise are often missed using non-
participatory methods and a non-participatory approach. Such an integrated approach will 
allow for a more organic, grounded, and locally relevant exploration of place that can better 
inform place-health theory and metric development, as well as the development of place-based 
public health strategies. A community-engaged approach that utilizes participatory process and 
methods can improve not only research on place and health (e.g. research questions, data 
collection, analysis, and dissemination), but also local research translation and action based on 
the work completed (Morello-Frosch et al, 2005; Wallerstein and Duran, 2010; Minkler et al, 
2010; Balazs et al, 2013).  

 
 
Moving Towards a Placescape Approach:  
Conceptual Roots and Core Tenets 

 

Current dominant approaches to place-health research are quite limited in their ability 
to account for peoples’ lived spatial realities, thus affording only a partial rendition of relevant 
place-based health exposures, health opportunities, and their related sociopolitical 
determinants. Accordingly, there is a need for enhanced approaches to understanding and 
studying place. Here, the Placescape is introduced as both an analytical framework and a 
conceptual orientation for understanding place that can more adequately capture the lived 
reality of place and its social, economic, and political determinants, and accordingly better 
inform the development, implementation, and evaluation of place-based health strategies—
especially those involving public housing. The Placescape framework (FIGURE 1) draws from the 
place-health literature summarized above, as well as from ecosocial theory (Krieger, 1994; 
Krieger, 2001) and critical theory (Foucault, 1978; Harvey, 2004; Fine and Ruglis, 2009; Ruglis, 
2011).  Specifically, TABLE 1 shows the concepts that form the foundation for the Placescape 
framework. The first five concepts, “relational” place through “activity space”, deal primarily 
with considerations of how “place” is conceived, defined, measured, and operationalized. 
Taken together, these concepts outline the value of an approach to “place” that is spatially and 
temporally dynamic and bound not by imaginary administrative lines, but by the daily 
movements and spatial behavior patterns of public housing residents. The remaining concepts, 
“riskscape” through “biopower”, deal primarily with considerations of power, agency, and 
accountability within historic and current policies, practices, and processes that fundamentally 
shape the social, economic, and environmental character of residents’ places, and the spatial 
patterns and distributions of health opportunities and risks within. These concepts highlight the 
critical import of taking an approach to place that explicitly acknowledges and engages the 
manner in which place is actively (and continuously) made, unmade, and remade, and is thus 
attuned with the structured yet malleable nature of residents’ place-based health exposures 
and opportunities. 
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TABLE 1: Conceptual Foundations for the Placescape Framework in Public Health and Public Housing 

Concept / Construct Author(s) 
Theoretical Home / 

Field(s)  
Summary 

“relational” place 
Cummins et al 

(2007) 
place-health research; human 

geography 

 “Place” is not a singular and static spatial location, but rather a network of locations that vary 
by person over time and over the lifecourse.  

 Connections between these places are best understood in terms of “social-relational 
distance”, as opposed to simply physical distance 

 Spatial and territorial divisions do not necessarily coincide with administrative boundaries, 
and are “imbued with social power relations and cultural meaning” (p.1827), and are 
experienced viscerally and corporally by residents moving through multiple places during their 
day-to-day activities and over their lifecourse. 

 Places change over time and are shaped by processes at both local and non-local levels  

“opportunity structures” 
MacIntyre et al 

(2002) 
place-health research; human 

geography 

 Refers to “socially constructed and socially patterned features of the physical and social 
environment which may promote or damage health either directly, or indirectly through the 
possibilities they provide for people to live healthy lives” (p.132).  

 These structures have particular spatial arrangements within a local geographic context and 
these arrangements are shaped by both local and non-local social, economic, and political 
processes, policies, and practices. 

 Opportunity structures are actively made, and accordingly can be either preserved as is or 
modified, with consequent effects on residents’ lived place 

needs-driven place  
MacIntyre et al 

(2002) 
place-health research; human 

geography 

 People have a set of basic human needs which need to be met to live healthy lives. 

 A resident’s needs-driven place is in part governed by the opportunity structures they 
encounter and experience within the context of their daily lives—which may necessitate, even 
dictate, that they meet their needs across spatially distant and socially  disparate places.  

“spatial polygamy” Matthews (2011) 
place-health research; human 

geography 

 Rooted in the idea that people are not “loyal” to a singular place, but have an affinity for and 
meaningful connections to multiple places 

 People have core anchor points, or “nodes”, in their daily lives, and residence is just one.  

 The spatial distributions of these place nodes and their inter-nodal connections do not readily 
coincide with traditional spatial bounds used in place-health research. 

activity space 

Perchoux et al 
(2013); Browning 
(2014); Matthews 
and Yang (2013) 

human geography; space-time 
geography; transportation; 

place-health research 

 The geographic spaces people travel to and within during their day-to-day activities.  

 Has both spatial (geographic locations and routes to/from places encountered) and temporal 
(e.g. frequency, regularity, duration, sequencing, and timing of place encounters) emphases.  

 A way to assess and account for peoples’ mobility patterns and spatial behaviors, and thus 
their spatially- and temporally-specific health-related opportunities and exposures as 
experienced through their daily lives 

“riskscape” 
Morello-Frosch et al 

(2001) 
Environmental Justice; 

environmental health research 

 Describes the myriad of environmental health exposures that tend to overlap (temporally and 
spatially) within low-income and segregated communities of color.  

 The spatial distribution and concentration of these exposures is shaped by current and 
historical social, economic, and political practices and policies that devalue and 
disproportionately burden the community environments of socially disadvantaged 
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populations.  

“pathways of 
embodiment” 

Krieger (1994; 2001) 
Ecosocial Theory (Krieger, 1994); 

Social Epidemiology 

 Within ecosocial theory, embodiment describes the process through which the outside 
material and social world becomes biologically incorporated.   

 Pathways of embodiment are the avenues through which social inequality, power imbalances, 
and resource inequities shape and constrain life opportunities with consequent effects on our 
physiologic functioning. 

“agency and 
accountability” 

Krieger (1994; 2001) 
Ecosocial Theory (Krieger, 1994); 

Social Epidemiology 

 Considers who is responsible for shaping and maintaining the societal arrangements of power, 
resources, and opportunity (i.e. the pathways of embodiment), and thus accountable for 
consequent health inequity. 

 In the context of “place”, this construct challenges us to think critically about how historic and 
current power relations have patterned distributions of resources and opportunities both 
socially and spatially.  

 Challenges us to think explicitly about responsibility and culpability, asking who and what is 
responsible in shaping, maintaining, and/or mitigating inequities 

“accumulation by 
dispossession” 

Harvey (2004a,b; 
2006) 

Critical Theory; critical 
geography 

 Describes how goods/assets are systematically transferred from the masses (i.e. public) to the 
upper class (i.e. private or class-privileged), driving a process of uneven geographical 
development.  

 These “transfers” are necessitated by crises of capital over-accumulation—new spaces of 
development are needed for continued value gains and growth.  

 The major modalities of accumulation by dispossession include privatization, financialization, 
the management and manipulation of crises, and state redistributions.  

 In the context of place and public housing, examples might include strategies involving mixed-
income housing developments, the deliberate deterioration and devaluation of properties, 
demolition of public housing and subsequent use of the space for private benefit, demolition 
of public housing without 1-to-1 replacement, and displacement of residents under the 
auspices of community development or “revitalization”.  

“circuits and 
consequences of 
dispossession” 

Fine and Ruglis 
(2009); Ruglis 

(2011) 
Critical Theory 

 Describes how neoliberal processes and mechanisms of accumulation by dispossession 
function to de-value and deprive socially disadvantaged youth of equitable education 
resources and opportunities.  

 Students are dispossessed of their right to a social good—education—the loss of which is 
“offset” by private gains  

 A “circuit” of dispossession is formed by various state-sanctioned education (and non-
education) policies/practices. A “consequence” of this dispossession is compromised health.  

“biopower” Foucault (1978) 
Biopolitics (Foucault, 1978/9); 

Critical Theory 

 Refers to the myriad of technologies of power that center on managing, regulating, and 
subjugating physical bodies (people).  

 This ordering and manipulation of populations of bodies, accompanied by an array of 
techniques (e.g. statistics, laws) and discursive practices (e.g. science), is used to justify and 
maintain particular social and political arrangements (e.g. of goods, property, opportunity). 

 Technologies of biopower are thus a primary mechanism through which bodies are socially 
and spatially organized and controlled 
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The concepts outlined in TABLE 1 form a rich theoretical foundation for developing the 
Placescape as a cursory analytical framework through which to view and appraise “place” and 
the manner and processes through which it is made, un-made, and re-made over time. In the 
context of public housing, these “placemaking” processes include not only public housing 
strategies and policies (e.g. Choice Neighborhoods, Sustainable Communities, Section 8) (HUD, 
2013a-e; HUD, 2015e), but also mechanisms like the community development block grant 
(CDBG) (HUD, 2015f), the low-income housing tax credit (LIHTC) (HUD, 2015g), Home 
Investment Partnership Program (HOME) (HUD, 2015h), and the Community Reinvestment Act 
(CRA) (FDIC, 2015). These placemaking mechanisms, representing both “pathways of 
embodiment” and technologies of “biopower”, are themselves influenced by larger social, 
economic, and political realities (Goetz, 2013), and ultimately shape residents’ lived and 
embodied experiences of place—their individual and collective placescapes. The extent to 
which placemaking processes are inclusive, equitable, and attentive to residents’ basic needs 
and well-being is thus a key determinant of the overall spatial structure of health opportunity 
and risk in relation to public housing, and this structure in turn shapes residents’ daily mobility 
patterns and spatial movement (thus the centrality of needs-driven place, “relational” place, 
“opportunity structures”, “spatial polygamy”, “activity space”, and “riskscape”). This larger 
Placescape framework challenges us to actively engage “place” in a manner that accounts for 
the historically dynamic, socially malleable, and economically and politically contingent nature 
of how it is and how it came to be—thus the import of “agency and accountability”, 
“accumulation by dispossession”, and “circuits and consequences of dispossession”. One 
potential way to elucidate how these processes unfold, and how they are experienced to 
influence health opportunity and risk, is through engaging residents in processes of 
participatory research. Drawing from the concepts in TABLE 1, operationalizing a placescape 
orientation to place-health research entails a few core tenets, summarized in TABLE 2. 
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TABLE 2: The Placescape: Core Operational Tenets for Place-Health Research 

Placescape Tenet (PT) Summary 

PT1:  NEEDS &  
             OPPORTUNITIES 

Each resident has a unique set of needs; thus, any notion of “place” must account for 
similarities and differences between residents’ needs-driven configuration of places and the 
place-based opportunity structures that shape how and where such needs are met.  

PT2:  MOBILITY & BOUNDS 
Residents viewed as actors with variant mobility patterns over time, and these patterns do 
not necessarily coincide with administrative bounds 

PT3:  MULTINODAL PLACE 
“Place” is best seen as a particular configuration of “nodes” with connections, divisions, and 
restrictions that constitutes a person’s lived spatiotemporal place network  

PT4:  POWER IN PLACE(MAKING) 

Place configurations are consequences of historic and pervading power relations. Within 
these power relations, place is both made and re-made, both consumed and produced, and 
both includes and excludes.  
a. Distributions and degree of benefit and harm from each process are inextricably linked 

to distributions of power and participation underlying each process.  
b. Considerations of who is responsible for shaping and maintaining societal arrangements 

of power and resources—particularly as related to space (access, possession, and 
valuation), and the sociopolitical and economic mechanisms underlying the spatial 
sorting of opportunity—are critical.  

PT5:  LIFECOURSE IN PLACE  

Place experiences and perceptions are not static or universal, but best seen as time-variant 
and generationally and life-stage contingent; as such, place effects on health are best 
viewed as the product of the space- and time-specific exposures (positive and negative) 
residents encounter in their daily lives and over their lifecourse. 

PT6:  AGENCY IN PLACE(MAKING) 

Place-health research is part of the placemaking process.  
a. All entities/persons are actors with varying degrees of knowledge, expertise, and power 

whose expressions and manifestations are implicated in either the maintenance of or 
challenge to current conditions. 

b. As such, communities should be proactively engaged in the research process, as their 
embodied experiences, perspectives, and expertise can improve place-health research, 
research translation, and intervention efforts.   
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FIGURE 1 is a visual schematic of the Placescape framework in the context health in 
public housing. The large red circle represents a circuit of dispossession (e.g. placemaking). The 
blue circles represent expressions/technologies of biopower. The green circle represents the 
placescape paradigm (described in TABLE 2 above) as experienced by residents, i.e. their 
spatially- and temporally-specific experiences, and life-stage contingent perceptions of place. 
Note that each of the circles representing biopower and the placescape are elements of the 
larger circuit of dispossession, but also function independently as circuits themselves (as 
represented by the red circle outlining around each). The blue arrow moving from the 
placescape to health represents the link through which the larger circuit of dispossession (e.g. 
placemaking) becomes a consequence of dispossession (here, health). For example, housing and 
community development policy, as technologies of biopower, form and interact within a circuit 
of dispossession, making and remaking residents’ lived placescapes (e.g. via spatial ordering 
and sorting of people, modification of social networks, built and natural environments, 
economic and political contexts). This manifestation of biopower, expressed at the population 
level, is encountered and experienced via residents’ lived placescape; and this placescape 
experience is embodied by residents individually (i.e. spatiotemporal and spatiosocial patterns 
of place-based exposures). Thus, the blue coloring of the arrow between the placescape and 
health indicates the link between technologies of biopower at the population level (e.g. public 
housing policy) and the physical embodiment of place at individual level, as mediated by 
residents’ lived placescape. 
 

FIGURE 1: A Placescape Framework for Place and Health in Public Housing 
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The Placescape in Practice:  
An Intergenerational Study of Place, Embodiment, and Health 

 

The People’s Social Epi Project (PSEP) was developed and executed with an orientation 
anchored in A People’s Social Epidemiology framework (Petteway, 2014a; CHAPTER 1)—a 
multicomponent and tiered framework to guide social epidemiology research/practice to 
become more inclusive and equitable, improve knowledge translation, and facilitate timely, 
locally relevant action. The placescape approach was applied within PSEP to examine and 
demonstrate its utility in modeling A People’s Social Epi within place-health research. The PSEP 
integrates social epidemiology and participatory action research (PAR) in collaboration with 
parents and youth residing in public housing to further understand where and how place-based 
exposures that affect health and well-being are encountered, perceived, and experienced 
intergenerationally. This work seeks to: 1) expand and make novel contributions to research on 
health in public housing; 2) improve conceptual and operational understandings of place 
through identifying the spatial, temporal, and social connections and divisions between the 
places of residents’ daily activities; and 3) elucidate spatial, temporal, and perceptual 
differences between parent and youth place experiences. The specific aims for the work 
presented here were to:  

 
1) Determine the spatial distribution of adult and youth daily places within 5 

broad place-domains: Home, Neighborhood, School/Work, Social/Leisure, 
and Transition  

2) Characterize adult and youth perceptions of place-embodiment for their 
daily places; and  

3) Assess spatial differences of “place”, and perceptual differences of place-
embodiment between adults and youth.  

 
The research was completed using participatory methods for the systematic 

documentation and assessment of place-based exposures and opportunities with two 
generations of public housing residents recruited from a predominantly Black public housing 
project. This public housing community represents one of only a few remaining affordable 
housing options in the participants’ city, and at the time of this study, residents were feeling 
particularly concerned about their current and future housing prospects, due to adjacent 
development pressures (discussed below). This context made the current project especially 
timely and relevant. 

All recruitment and project activities were completed with guidance from an adult 
resident research co-lead who was trained in human subjects research. One parent and at least 
one youth from each participating household were recruited as parent-child dyads. Youth were 
between ages 13 and 18 and had to be enrolled in school. Parents had to have some daily form 
of formal or informal employment or non-leisure activity (e.g. job, childcare, doing friends’ hair, 
errands). The process and findings presented here are from the first iteration of the PSEP, for 
which complete data are available for 4 adults and 7 youth. 
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Methods 
 

Participants were trained in key components of public health including core principles 
related to social epidemiology and health equity, and fundamental aspects of public health 
research and CBPR. All research methods were participatory and completed by the participants 
themselves. Research methods flowed sequentially and built upon each other as follows: (1) 
Photovoice (Wang and Burris, 1997; Wang, 2005; Catalani and Minker, 2010);  (2) Activity Space 
Mapping (see for example Chaix et al, 2012; Matthews and Yang, 2013; Perchoux et al, 2013; 
Browning and Soller, 2014); (3) X-Ray Mapping (see Ruglis, 2011); (4) Participatory GIS. First, 
participants used Photovoice (via cellphones) to identify, photo-document, and describe 
important daily places, and specific exposures/opportunities within each place they perceive 
affect their health (positively or negatively). Next, participants used Activity Space Mapping to 
geolocate and map their Photovoice photos and identify any additional non-photographed 
places, and to rate and provide time estimates for each mapped place. Then, using a cognitive 
mapping method known as X-Ray Mapping, they created symbolic representations of place-
embodiment reflecting how each of their mapped places affects their bodies and health. 
Finally, constituting Participatory GIS, study participants integrated and digitally mapped their 
work via a web-based interactive and multimedia-enabled information and communication 
technology (ICT) platform, Local Ground (Van Wart, Tsai, and Parikh, 2010). This platform allows 
participants to easily create, enhance, print, and digitally share their place research maps with 
the broader community and city officials. Adults and youth completed each method 
simultaneously but in separate all-adult and all-youth groups. All research protocols were 
approved by the University of California, Berkley institutional review board (protocol #2013-10-
5700). 
  
Photovoice 

For Photovoice, there were 2 Training Sessions, 4 photo Review Sessions, and 2 
participatory Analysis Sessions (see Petteway, 2015a for details regarding the photovoice 
process). The first Training Session described the Photovoice process, reviewed the overall 
research project theme (e.g. place and health), discussed participation-related concerns, and 
covered matters of parent consent and child assent. The second Training Session was used to 
train participants in basic photography techniques, principles, and ethics, and to discuss general 
principles of power, ownership, and safety.  Participants were then prompted to take photos of 
important places that they go to or see on a regular basis (e.g. daily, weekly) and that they 
believe affect their health and the health of their community, positively or negatively. 
Participants took photos to document their places on their own time as they went about their 
daily lives, bringing their favorite photos to each Review Session to discuss them and complete 
narratives with guidance from a facilitator. At the next-to-last photo Review Session, 
participants selected their final 5 favorite photos for printing and completed a final photo 
narrative worksheet using a standard Photovoice guide (FIGURE 2) Participants used these final 
favorite photos and narratives for their participatory analysis, including sorting, coding, 
theming, and ranking processes (detailed in Petteway, 2015a). 

During a 2-hour Final Review Session, participants framed their final favorite photos. 
Then, participants (in separate all-adult and all-youth groups) were asked to view each other’s 
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photos and corresponding narratives, sort them, and group them based on how they thought 
they belonged together. They were instructed to create at least 4 groups of photos (with any 
range of photos in each). Next, they were asked to come up with an overall name/title for each 
group of photos they created.  Participants’ hand-written final photo narratives were typed-up 
and grouped based on the photo groupings decided upon by the participants. These typed 
narratives were printed for participatory analysis use during the Analysis Sessions, following a 
process similar to that used by Foster-Fischman and Lichty (2010) (see Petteway, 2015a for 
details).  

 
FIGURE 2: Photovoice Narrative Guide (from Pies and Parthasarathy, 2008) 

 
 
Activity Space Mapping 

For Activity Space Mapping (ASM), participants used large print-out maps to identify the 
locations of their Photovoice photos using stickers and markers. Participants then identified 
additional important places for which they had not taken photos. This process was completed 
over the course of 3 meetings. Participants were instructed to use green stickers to represent 
photo-places that were healthy/good/positive, red stickers for photo-places that were 
unhealthy/bad/negative, and yellow stickers for photo-places that they perceived as both 
healthy and unhealthy. Participants also completed an ASM worksheet for each mapped place. 
This worksheet asked them to estimate how much time they spend there, how long it takes to 
travel to and from, how they travel (e.g. walk, bus), and how often they go there. Participants 
also expressed a desire to “rate their place” and decided to use a star scale to do so, with 1-star 
being the lowest (e.g. very unhealthy) and 5-stars being the highest (e.g. very healthy) (FIGURE 
3) These data were aggregated for adults and youth separately and used to develop two 
metrics decided upon by the participants: PlaceTime and PlaceGrade. PlaceTime is based on the 
estimates participants made for the amount of time (minutes per day) spent at each place 
identified via their ASM worksheets. PlaceGrade is based on the star-rating participants 
assigned to each place identified via their ASM worksheets—with the five star-levels 
transformed into a five-point grade point average scale with 12 categories, where 1=F and 5=A. 
So for example, if the average star rating a participant gave to their places in the Neighborhood 
place-domain was 2.5 stars, their place “GPA” would be 2.5—and thus a Neighborhood 
PlaceGrade of D+.  
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FIGURE 3: “Rate Your Place” section of Activity Space Mapping worksheet  
Note: Ratings were aggregated and averaged to determine adult-specific and youth-specific PlaceGrades 

 

 
X-Ray Mapping 

During X-Ray Mapping, participants used 8.5” by 11” worksheets with a basic body 
outline with dorsal and ventral representation (i.e. front and back) to identify body areas that 
they believed were affected by each of their places (FIGURE 4). For each photo-place identified 
via Photovoice and Activity Space Mapping they created an X-Ray Map using stickers to indicate 
the areas of their body they perceived were affected by that particular place. That is, each 
photo-place had a corresponding X-Ray Map to represent participants’ perceptions of place-
embodiment. This was done over the course of 2 meetings. Participants expressed a desire to 
continue the color-coding scheme from Activity Space Mapping. Here, green represented 
healthy/good/positive body effects, red represented unhealthy/bad/negative body effects, and 
yellow represented both. Participants were free to use as many stickers as they believed 
necessary to capture all of their perceived place-embodiment effects for each place, such that 
each X-Ray Map could contain multiple positive and negative effects (e.g. positive heart, 
negative brain, and negative back) and each body area/part could have multiple stickers of the 
same or different colors (e.g. two positive and three negative brain effects). Participants were 
instructed to use the back of their X-Ray Map worksheets to write a brief description/narrative 
explaining their place-embodiment representations.  

Each X-Ray Map was reviewed to complete simple counts and frequencies of: 1) place-
embodiment geographic locations (based on the 5 overall PSEP place-domains of Home, 
Neighborhood, School/Work, Leisure/Social, and Transition), 2) place-embodiment physiologic 
locations (e.g. heart, brain, stomach), and 3) type of perceived place-embodiment effect (i.e. 
positive, negative, both). This was done for each individual participant separately. Once 
individual place-embodiment tabulations were completed, results were aggregated for youth 
and parents separately. Aggregate summary tables were produced for overall adult and youth 
place-embodiment data, as well as domain-specific adult and youth place-embodiment data. 
Qualitative comparisons were made between aggregate youth and aggregate adult X-Ray data. 
Summary infographics were developed to visually represent place-embodiment among adult 
and youth participants. All X-Ray Map data was then mapped on the Local Ground platform to 
enable geographic visualization and qualitative comparison of adult and youth “geographies of 
embodiment” (see Petteway, 2014b and CHAPTER 3 for complete X-Ray Mapping details).  
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FIGURE 4: X-Ray Mapping Worksheet 
 

 
 

Participatory GIS 
For Participatory GIS, participants synthesized and uploaded their data (photos, 

narratives, body-effects etc.) to the Local Ground platform. This platform allowed participants 
to create a password-protected account (similar to an email account) to upload and digitally 
map their data.  
 
Place-Domain Categorization 

Participants’ data elements (e.g. photos, Activity Space Maps, X-Ray Maps) were 
assigned to a place-domain based on the data topic and location. For example, a photo of a 
participant’s housing environment would be assigned to the “Home” domain, and a photo 
related to a participant’s school/place of work would be assigned to the “School/Work” 
domain, and so on. Data reflecting their community built, social, and food environments etc. 
were assigned to the “Neighborhood” domain, except those data for which associated 
narratives indicated that a particular location was simply observed/passed on their route/way 
to another intended destination (e.g. “I walk by this building on the way to school”). In this 
case, data were assigned to the “Transition” domain and “Neighborhood” domain, but counted 
only in the “Transition” domain for the data presented here. Data related to leisure/social 
activities or related places were assigned to the “Leisure/Social” domain. 
 
 
 

 



 
 

56 
 

Findings 
 

Youth took a total of 66 photos during Photovoice, of which they selected 31 for 
inclusion in their participatory theming, coding, and ranking analysis (detailed in Petteway, 
2015a). However, sufficient information was available to geolocate, assign a place-domain 
category, and determine positive/negative participant place appraisals for 47 photos. Adults 
took 49 photos total, 20 of which they included in their participatory analysis. For adults there 
was sufficient information for 31 photos for geolocation, place-domain categorization, and 
positive/negative determinations. TABLE 3 and TABLE 4 summarize youth and adult Photovoice 
data across the 5 place-domains in regard to how they appraised their photo-places. FIGURES 5 
and 6 show an example of how participants geolocated their photovoice photos (and 
narratives) using the Local Ground platform. The photos chosen for presentation here were 
selected based on how prominent or important participants viewed their photovoice photos—
they represent the photos that received the most participatory analysis codes within the 
thematic photo group voted to be the most important. 
 

TABLE 3: Youth Photovoice Results Summary 

 
 

TABLE 4: Adult Photovoice Results Summary 

 
  

Place-Domain # of Photos # Positive/Healthy/Good Place # Negative/Unhealthy/Bad Place

Home 7 0 (0%) 7 (100%)

Neigborhood 23 6 (26%) 17 (84%)

School 6 1 (17%) 5 (83%)

Leisure/Social 6 6 (100%) 0 (0%)

Transition 5 1 (20%) 4 (80%)

Total 47 14 (30%) 33 (70%)

Youth Photovoice Results Summary

Place-Domain # of Photos # Positive/Healthy/Good Place # Negative/Unhealthy/Bad Place

Home 10 2 (20%) 8 (80%)

Neigborhood 15 2 (13%) 13 (87%)

Work/Errand 0 0 0

Leisure/Social 4 4 (100%) 0 (0%)

Transition 2 0 (0%) 2 (100%)

Total 31 8 (26%) 23 (74%)

Adult Photovoice Results Summary
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FIGURE 5: Youth Geolocated Photovoice Place on Local Ground 

 
FIGURE 5: Photo from thematic photo group youth ranked as most important, “Positive Buildings”. Participants identified 4 

unique codes with a total 22 codings. The green marker corresponding to the photo indicates their appraisal of this particular 
place as positive/good/healthy. The black marker represents their housing community. 

 
FIGURE 6: Adult Geolocated Photovoice Place on Local Ground 

 
FIGURE 6: Photo from thematic photo group adults ranked as most important, “Housing”. Participants identified 4 unique codes 

with a total 10 codings. The red marker corresponding to the photo indicates their appraisal of this particular place as 
negative/bad/unhealthy. The black marker represents their housing community. 
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Youth completed a total of 43 Activity Space Maps, and Adults completed a total of 21.  
TABLE 5 and TABLE 6 summarize youth and adult Activity Space Mapping data across the 5 
place-domains. Data for all participants were aggregated and averaged for each place-domain. 
So for example, based on the data they provided via their Activity Space Maps, youth spent an 
average of 887 minutes per day (PlaceTime) in places within their Home place-domain (e.g. in 
their own housing unit, in the building hallways, in common spaces). The average star-rating 
they assigned to these Home place-domain places was 1.6 stars (PlaceScore), which translates 
to a letter grade of “F” on a 5.0 grading scale (PlaceGrade). For the “Transition” place-domain, 
tabulations for PlaceTime, PlaceScore, and PlaceGrade were made only for data corresponding 
to Activity Space Maps that were specifically related to their transition routes, i.e. those 
explicitly evaluating aspects of their travel routes. Thus an Activity Space Map related to a 
“Leisure/Social” place, for example, might contain data on travel time to/from that place (e.g. 
12 minutes), but the focus of that Activity Space Map and remaining data is the intended 
destination, not the journey. These Activity Space Maps thus contain unevaluated transition 
times. These non-evaluated transition times are shown in light-orange, e.g. 17 minutes per day 
transitioning to/from school among youth participants. 
 

TABLE 5: Youth Activity Space Mapping Summary 

 
 

TABLE 6: Adult Activity Space Mapping Summary 

 
 

Avg. PlaceTime (min./day) Avg. PlaceScore (1 to 5) PlaceGrade

Home 887 1.6 F

Transition (Home) 3

Neighborhood 9 2.34 D

Transition (Neighborhood) 8

School 420 3 C

Transition (School) 17

Leisure/Social 72 4.75 A-

Transition (Leisure/Social) 12

Transition 14 2.42 D+

Total PlaceTime 1440 2.82 C-

Avg. PlaceTime (min./day) Avg. PlaceScore (1 to 5) PlaceGrade

Home 1026 1.33 F

Transition (Home) -

Neighborhood 11 1.64 F

Transition (Neighborhood) 14

Work/Errand 263 4 B

Transition (School) 13

Leisure/Social 90 3.67 C+

Transition (Leisure/Social) 14

Transition 9 1 F

Total PlaceTime 1440 2.33 D+
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Youth completed a total of 45 X-Ray Maps, while adults completed 23. The “Geography 
of Embodiment” section in FIGURES 7 and 8 summarize adult and youth place-embodiment 
data across the 5 place-domains based on their completed X-Ray Maps. Overall, youth indicated 
that their daily places positively and/or negatively affected 20 different body areas across the 5 
place-domains, with a total of 107 perceived body effects across the 20 body areas. Adults 
identified 12 body areas, with a total of 87 perceived body effects (see Petteway, 2014b and 
CHAPTER 3 for complete X-Ray Mapping findings). 

Data from all methods were compiled to examine what adult and youth placescapes 
entailed spatially, temporally, and physiologically. FIGURE 7 and FIGURE 8 are overall graphic 
summaries of adult and youth placescapes based on the data they generated for all research 
methods. Infographics were chosen as a method to display participants’ data based on 
discussions regarding ease of creation, use, interpretation, and integration within popular social 
media platforms (e.g. tagging them on Facebook, Twitter). It should be noted that the 
infographics presented here are the first iterations informed and approved by the participants; 
however, these versions were not created by the participants’ themselves as not all had 
sufficient time and internet access to receive basic training during the data collection phase of 
this project. These infographics are based on the aggregated Photovoice, Activity Space 
Mapping, and X-Ray Mapping data for adults and youth, separately. PlacePics represents the 
number of photos from Photovoice across the place-domains, including only those for which 
place-domain categorization was possible (60 for youth, 49 for adults). PlaceTime represents 
the average estimated time participants spent across the place-domains based on their Activity 
Space Mapping data. Geography of Embodiment summarizes their place-embodiment 
perceptions across place-domains based on their X-Ray Mapping data. PlaceGrade is the 
average rating participants assigned to their various places across the place-domains based on 
their Activity Space Mapping data. 
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FIGURE 7: Youth Placescape Summary Infographic  

  
PlacePics: number of participant Photovoice photos for each place-domain;  

PlaceTime: participants’ averaged estimated time spent (minutes per day) within each place-domain;  
Geography of Embodiment: participants’ subjective representation of where each place-domain is physiologically embodied; 

PlaceGrade: averaged grade participants assigned each to place-domain based on a 5.0 scale (1=F; 5=A)   
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FIGURE 8: Adult Placescape Summary Infographic  

 
PlacePics: number of participant Photovoice photos for each place-domain;  

PlaceTime: participants’ averaged estimated time spent (minutes per day) within each place-domain;  
Geography of Embodiment: participants’ subjective representation of where each place-domain is physiologically embodied; 

PlaceGrade: averaged grade participants assigned each to place-domain based on a 5.0 scale (1=F; 5=A)   
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FIGURE 9 and FIGURE 10 geographically illustrate the positive/negative distribution of 
place-locations identified by youth and adult participants during Photovoice and Activity Space 
Mapping.  The polygon outline is the residential census tract for participants’ housing project 
community, here represented by the single black marker. Green markers represent places 
participants identified as positive/healthy/good, while red markers represent places identified 
as negative/unhealthy/bad. TABLES 7 and 8 represent this data in tabular form in relation to 
participants’ census tract of residence. Overall, 55% of adult and 51% of youth places were 
located spatially outside of their residential census tract. For youth (TABLE 7), 80% of their 
positive/healthy/good places were outside of their census tract, while 67% of their 
negative/unhealthy/bad places were inside. Among adults, 62% of positive/healthy/good places 
were outside of their census tract, while negative/unhealthy/bad places were fairly evenly 
distributed inside and outside. 

 
FIGURE 9: Spatial Distribution of Youth Photovoice and Activity Space Mapping Places 

 
Figure 9: Green = positive/healthy/good place. Red = negative/unhealthy/bad place. Black marker = participants’ housing 

community. Polygon outline = participants’ residential census tract. 

 
TABLE 7: Youth Appraisal of Photovoice and Activity Space Mapping Places 

 
 
 
 
 
 

In CT Outside CT Farthest Place (miles)

Positive 5 (20%) 20 (80%) 1.7

Negative 28 (67%) 14 (33%) 1.4

Total 33 (49%) 34 (51%) --

Youth Photovoice and Activity Space Mapping Places
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FIGURE 10: Spatial Distribution of Adult Photovoice and Activity Space Mapping Places 

 
Figure 10: Green = positive/healthy/good place. Red = negative/unhealthy/bad place. Black marker = participants’ housing 

community. Polygon outline = participants’ residential census tract. 

 
TABLE 8: Adult Appraisal of Photovoice and Activity Space Mapping Places 

 
 

FIGURE 11 illustrates the multinodal structure of “place” for youth participants. The 
majority of youth data for Photovoice and Activity Space Mapping tended to “cluster” in 6 
particular areas of the city. Each of these areas contained at least 4 unique Photovoice or 
Activity Space Mapping data elements (e.g. photos and activity space maps). Following the 
place-domain color scheme from above, the green node represents participants’ “Home”, here 
accounted for by participants’ in-home and immediate housing project community 
environment (14 data elements).  The two blue nodes represent “Neighborhood”, here 
accounted for by a cluster of vacant properties frequented when visiting friends (11 data 
elements), and their nearest community shopping plaza (4 data elements). The two purple 
nodes represent “School”, here accounted for by participants’ middle school (6 data elements) 
and high school (5 data elements).  The grey node represents “Leisure/Social”, here accounted 
for by an afterschool youth development center (4 data elements). Taken together, these 6 
“nodes” account for roughly two-thirds (44/67) of youth participants’ data elements. Notice 
that 4 of their 6 primary place nodes are outside their residential census tract (the black 
polygon outline). FIGURE 12 illustrates adults’ multinodal “place”, with markedly fewer nodes in 
comparison to youth. Adults’ Photovoice and Activity Space Mapping results revealed two 
clusters of data elements. The first represents part of their “Home” place-domain (11 data 

In CT Outside CT Farthest Place (miles)

Positive 5 (38%) 8 (62%) 4.3

Negative 14 (48%) 15 (52%) 1.1

Total 19 (45%) 23 (55%) --

Adult Photovoice and Activity Space Mapping Places
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elements). The second represents a part of their “Neighborhood” place-domain (4 data 
elements), here consisting of the same cluster of retail shops youth identified. 
 

FIGURE 11: Youth Participants’ “Multinodal” Placescape 

 
Figure 11: Illustration of youth participants’ multinodal place network. Purple “nodes” represent part of their “School” place-

domain; Blue is “Neigborhood”; Gray is “Leisure/Social”; Green is “Home”. 
 

FIGURE 12: Adult Participants’ “Multinodal” Placescape 

 
Figure 12: Illustration of adult participants’ multinodal place network. The Blue “node” represents part of their “Neighborhood” 

place-domain; Green is “Home”. 
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Discussion 
 

The goal of the work presented here was to introduce the Placescape as an analytical 
framework for understanding place and health in the context of place-based strategies, and to 
outline a conceptual foundation for operationalizing it in the context of place-health research—
the placescape. Taking a placescape approach to studying place and health can enhance our 
conceptual understanding of place, and can consequently inform and improve place-health 
research design, metrics, and methodological choices, as well as the development and 
evaluation of place-based strategies. The work pursued here attempted to operationalize the 6 
core placescape tenets (PTs) from TABLE 2 in a “field test” study to aid efforts on each of these 
fronts.  

In regard to Needs & Opportunities (PT1), Mobility & Bounds (PT2), Multinodal Place 
(PT3), and Agency in Place(making) (PT6), the participatory and non-arbitrary, non-spatially 
bound approach of this project allowed participants to freely document their important daily 
places as they actually experience them. This not only facilitated revelation of what could be 
considered some of participants’ basic daily necessities (e.g. education, retail access, 
social/recreation spaces), but also where these necessities were spatially located and how 
participants perceived they influenced health (FIGURES 9 & 10). For example, a key finding here 
is that 55% of adult and 51% of youth places were located spatially outside of their residential 
census tract (TABLES 9 & 10). Indeed for youth, 80% of their positive/healthy/good places were 
outside of their census tract, while 67% of their negative/unhealthy/bad places were inside. 
Here, participant mobility, and the manner in which they repeatedly cross various imaginary 
lines of “place”, was acknowledged and duly accounted for. Accordingly, participants’ “spatial 
polygamy” was duly appreciated (Matthews, 2011), which enabled the discernment of spatially 
diverse patterns of place-experience clustering, or place “nodes”—thus hinting at the multi-
nodal structure of participants’ lived place (FIGURE 11). Moreover, because this project entailed 
multiple participatory methods designed to elicit participants’ subjective appraisals of their 
place-based experiences and exposures, each place within these “nodes” (and the nodes 
themselves) helps “map” geographically and physiologically (via X-Ray Mapping) the health risk 
and opportunity landscape (FIGURES 9 & 10), thus embracing and extending the notion of 
“riskscape” (Morello-Frosch, 2001). For example, in another report based on the present study, 
participant X-Ray Mapping data revealed that 62% of adult and 49% of youth place-
embodiment reports were for places spatially outside of their residential census tract 
(Petteway, 2014b; CHAPTER 3). An even more important finding was that 75% of youth positive 
place-embodiment places were located outside their census tract, while 66% of the negative 
place-embodiment locations were located inside. Indeed overall, FIGURES 9 and 10 make it 
clear that, spatially speaking, the overwhelming majority of participants’ census tract has no 
bearing on their place experiences. These findings lend further support to literature raising 
concerns over the misspecification of place-effects (Inagami et al, 2007; Diez-Roux, 2007; 
Spielman and Yoo, 2008; Kwan, 2009; Kwan, 2012), and calling for more nuanced approaches to 
studying place and health (MacIntyre et al, 2002; Cummins et al, 2007; Rainham et al, 2010; 
Cutchin et al 2011; Browning and Soller, 2014; Jones and Pebley, 2014). The placescape 
approach as outlined and operationalized here stands as a conceptually rich prism through 
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which to examine work that is beginning to engage place beyond residential areas, but is still 
based on administrative boundaries (Hoehner et al, 2013; Moore et al, 2013). 

In regard to Lifecourse in Place (PT5), the intergenerational design of this project meant 
that both adult and youth perspectives were engaged. This allowed for an exploration of not 
only potential spatial differences between adult and youth place, but also their perceptual 
differences of place and its health effects (FIGURES 9 & 10). Accordingly, this project responds 
to calls for lifecourse perspectives in place-health research (Curtis et al, 2004; Gustafsson et al, 
2014), and makes a rare qualitative contribution to a growing body of literature regarding the 
physical embodiment of place over time (Crimmins et al, 2003; Petersen et al, 2008; Mekin et 
al, 2009; Bird et al, 2010; Nazmi et al, 2010; Gustafsson, 2011; King et al, 2011; Broyles et al, 
2012; Theall et al, 2012; Brenner et al, 2013; Brody et al, 2013; Rudolph et al, 2014). Relatedly, 
and in regard to Mobility & Bounds (PT2), Multinodal Place (PT3), and Lifecourse in Place (PT5), 
this project attempted to explore and account for temporality in the context of place 
experiences/exposures. Temporality, here, was focused on elucidating participants’ place-
specific time patterns. The goal was to get a greater sense of which places (or nodes) tend to 
account for the most place “exposure time”, with the goal of being able to outline ways to 
time-weight place experiences. The Activity Space Mapping process employed for this project 
proved useful here (TABLES 5 & 6, FIGURES 7 & 8), if only in an exploratory and introductory 
sense. Even so, this project does well to illustrate potential ways to arrive at both spatially- and 
temporally-specific measures of place—and how to do so in a manner that is sensitive to 
potential life-stage or generation-contingent differences. Thus this work moves us further along 
in our pursuit of more dynamic and specific measures of place (O’Campo, 2003; Cummins et al, 
2005; Diez-Roux, 2007; Mujahid et al, 2007; Chaix et al, 2009). 
 In relation to Lifecourse in Place (PT5) and Agency in Place(making) (PT6), this project 
employed only participatory action research methods with two generations of public housing 
residents. The results accordingly tell a story of place and health that traditional approaches 
tend to overlook and discount. By adopting a CBPR orientation, and an intergenerational one at 
that, this project was able to uncover place-health nuances not readily afforded to standard 
survey-based, administrative-boundary delimited research. Of important note here is that this 
work was greatly facilitated through the use of a collaborative web-based and multimedia-
enabled information and communication technology (ICT) platform, Local Ground. The result 
was location-specific, time-specific, and generation-specific illustrations of place and place 
perceptions that are just as visceral as they are empirical, and in their production serve as a 
form of social and political expression—their placescapes can be readily shared with one 
another, via social media, and with city officials (touching on Power in Place(making)). This 
more thorough and embodied rendition of place holds special value not only in the context of 
public health practice and place-based strategizing (e.g. as a model for community assessment 
and participatory health and city planning), but also in the context of place-health research 
translation. Moreover, the work presented here encourages more focused exploration into the 
value and relative importance of “objective” and “subjective” measures of place. Place-health 
research to date has demonstrated that both matter (Wen et al, 2006; Pampalon et al, 2007; 
Weden et al, 2008; Schulz et al, 2013; Barrington et al, 2014), and indeed work involving public 
housing residents suggests that subjective place data may be more meaningful and predictive 
of well-being (Buron and Patrabansh, 2008).  
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The work presented here also highlights possibilities for more innovative mixed-
methods examinations of place and health, e.g. via utilization of ICTs and GIS (Kwan and Ding, 
2008; Fielding and Cisneros-Puebla, 2009; Dennis et al, 2009; Chaix et al, 2012). Local Ground 
served as a mechanism to “crowdsource” local community assessment and enhance resident 
voice via potential linkages with the local health department and planning commission. This 
work could potentially serve as a model specifically for participatory planning and community 
health/opportunity assessment within public housing and other HUD place-based strategies. 
For example, this sort of work could be used to systematically document and assess specific 
community housing conditions, both social and physical, the results of which could be used to 
inform larger scale (i.e. entire housing community) survey-based quantitative or mixed-
methods (e.g. surveys, photo/video, GIS) efforts. At minimum, HUD public housing communities 
and local housing authorities could use this work as a model to develop and execute regular 
“community health” assessments among and with residents, the findings of which can be 
examined in relation to, and be used to supplement, the standard HUD housing inspection 
process (HUD, 2015a, b), as well as the recently developed Healthy Communities Assessment 
Tool (HUD, 2015c, d). 
 Lastly, in light of Power in Place(making) (PT4) and Agency in Place(making) (PT6), this 
project engaged residents of public housing through a CBPR approach, using exclusively 
participatory methods. As such, residents were able to identify and reveal their place-related 
perspectives, concerns, and experiences from a position of expertise in a process marked by 
mutual respect and co-learning.  They did so not only through their mapping-oriented work, but 
also during group training and project meeting sessions. For example, in the context of a 
discussion regarding health in public housing and in light of what residents believe is the city’s 
deliberate effort to get rid of public housing, one adult participant submitted that, “it’s like they 
wanna wipe us off the map”—both poignant and ironic given the nature of the project. “They” 
referred to city officials whom the participants believe are “configuring” their places to an 
overwhelming deleterious effect—ostensibly allowing conditions to deteriorate to the extent 
that their housing communities are condemned, or extreme un-inhabitability forces a move. 
Indeed, that is precisely what has happened to at least three public housing communities in 
recent years. One such community was adjacent to a prestigious private Catholic university. 
Relations between residents and the university were tenuous to say the least, and city officials 
agreed to sell the property to the university after allowing it deteriorate—a rather blatant and 
direct example of displacement and accumulation by dispossession.  

Moving for the project participants, however, seems increasingly improbable, perhaps 
impossible given the increasing deficit of affordable housing options. While the city recently 
released its new comprehensive plan, there is no clear indication of plans regarding public 
housing in participants’ downtown community, and none of them were invited to inform the 
development of the plan (or were aware of it, for that matter). Making matters worse, a 
recently completed housing development—the only new multiunit complex developed in over 
20 years—has been reserved exclusively for students of the university. Not only that, but there 
is a growing sense of housing discrimination among the adult participants. As one participant 
put it in describing her attempts to find new housing, “they find out where you live and they 
don’t even want you to apply.” The stigma attached to her as a tenant of her current housing 
project—stigma in part due to the city’s failure to adequately maintain the property and 



 
 

68 
 

support its tenants—prevents her from being considered an acceptable tenant elsewhere. 
Thus, the many policies and practices (actions and inactions) that have historically shaped and 
continue to influence residents’ configurations of place nodes, of course, need to be more 
thoroughly expounded. Nonetheless, the aggregate work completed by the participants here 
stands as a good starting point to unpack these larger issues, particularly in regard to notions of 
dispossession, agency, accountability, and processes of inclusion and exclusion within public 
housing. 

In a more immediate sense, results here highlight the heterogeneity of “place” 
perceptions and experiences among people who share the same space, with a few key take-
away implications for place-based strategies in the city. First, participants’ work revealed a clear 
pattern of positive/negative places to suggest where to invest more, and possibly where to best 
locate new housing. Second, there is clear indication of wasted/vacant space frequently 
encountered and traversed by residents—participants’ work here suggests where community 
enhancements could be made (greenspace, urban gardens, sports fields, new retail and cafes, 
public transportation improvements etc.), where there might be physical space for new 
housing, and where there might be clustered community safety concerns. Third, there is clear 
indication of where residents spend their time and social lives—hinting at the structure and 
spatial bounds of their social lives, and suggesting that their sense of belonging and social 
embeddedness, both space-wise and community-wise, is “downtown”. These findings suggest 
that locating potential new affordable housing elsewhere in the city is not appropriate (again, 
see FIGURES 9 & 10).  

In aggregate, the work presented here contributes to the field of place-health research, 
as well as place-based public health and community development practice and housing 
strategies. Even so, there are a few limitations and key areas to improve upon in future work. 
First, this work did not adequately capture notions related to accountability and agency in 
terms of participants’ perceptions on who is responsible and who has power in influencing 
where they live/don’t live, where they go/don’t go, etc. More qualitative information on these 
aspects of their placescapes would be valuable. Second, and relatedly, participant training and 
methods for this project did not allow for the explicit identification and enumeration of 
fundamental placemaking mechanisms at the local level, e.g. actual local/regional housing and 
land use policies, or the role of the CDBG and LIHTC locally. Collaboratively gathering more 
information on actual local public housing and community development policies and practices, 
both currently and historically, could prove especially valuable in uncovering the determinants 
and structure of residents lived placescapes. This could be a particularly promising endeavor to 
be pursued through follow-up CBPR and youth participatory action research work. Third, this 
project did not adequately capture spatial restrictions and divisions within residents’ 
configurations of place nodes.  There is a need for more qualitative and geospatial information 
on the places “missing” from their placescapes—understanding why they do not go to certain 
places is just as much a part of their placescape as the places they do go. These unspecified 
places are a sort of “invisible placescape” that influence their lived placescapes—for example, 
when not feeling particularly welcomed or safe in a neighborhood influences daily walking 
routes. Future work could better characterize: 1) places they did not identify because they 
don’t or can’t go there; 2) and places they didn’t identify simply because they forgot or because 
the methodological processes and time did not permit. Fourth, the methods as implemented 
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did not adequately capture timing and temporal ordering of participants’ places and place-
experiences, e.g. in the morning, only in the evening, before this, after that, during this, only in 
the summer. Part of this limitation is simply the nature of cross-sectional work, but follow-up 
efforts would be enhanced greatly by exploring more systematic ways to infuse participants’ 
placescapes with a greater sense of time and timing. Applying more thorough and robust 
activity space and/or qualitative GIS approaches could prove particularly helpful here (e.g. 
Chaix et al, 2012; Kwan and Ding, 2008; Jung and Elwood, 2010). 
 

Conclusion 
 

A placescape approach to studying place and health can enhance our conceptual 
understanding of place, and consequently inform and improve place-health research metrics 
and methodological potentials. Moreover, by modeling what A People’s Social Epidemiology 
might entail within in the context of place-health research, a placescape orientation can 
enhance prospects for research translation in ways that can make direct contributions to public 
health and city planning/community development practice. As applied here, this approach can 
characterize the diversity of place-based experiences among public housing residents, yielding 
spatially- and generationally-specific information that can inform evaluation of current housing 
conditions and strategies, as well as guide the design and implementation of future strategies, 
especially in relation to matters of health equity and place-based health opportunity.  

The next chapter details the novel X-Ray Mapping methodology as applied here within 
the placescape approach, and introduces the notion of “geographies of embodiment”, 
highlighting its analytical and conceptual value within participatory place-health research and 
practice. 
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CHAPTER 3 
 

THE BODY LANGUAGE OF PLACE: 
MAPPING INTERGENERATIONAL “GEOGRAPHIES OF EMBODIMENT” IN PLACE-HEALTH RESEARCH 

 

Abstract  
Research on place and health has grown rapidly in recent years. While this research 

continues to improve understanding of why place matters, there is particular need for work 
capable of revealing: 1) which places matter for health and when (i.e. spatially- and temporally-
specific notions of “place”); 2) how these places matter—that is the processes and mechanisms 
of the physiological embodiment of place; and 3) potential intergenerational and life-stage 
differences in place-embodiment experiences/perceptions. The research presented here seeks 
to make contributions in each of these three areas through developing the “geographies of 
embodiment” concept. Drawing from a multi-method intergenerational community-based 
participatory action research project examining place and health, the research presented here 
specifically highlights X-Ray Mapping as a novel cognitive mapping methodology to elucidate 
subjective notions of place-embodiment within place-health research, and thus facilitate the 
construction of generationally-contingent and varying geographies of embodiment that inform 
efforts to arrive at spatially- and temporally-specific measures of place-health exposures and 
experiences. X-Ray Mapping results here revealed that 49% of youth place-embodiment 
locations were spatially located outside of their residential census tract, with 75% of positive 
place-embodiment locations outside, contrasted with 66% of negative place-embodiment 
locations inside. Overall, 67% of youth and adult positive place-embodiment locations were 
outside of their home census tract. Through mapping geographies of embodiment via 
participatory methods like X-Ray Mapping, we can gain greater insight into what is embodied 
(i.e. specific place experiences/exposures), when (i.e. temporally, life stage), and where (i.e. 
spatially).  These gains can improve development of quantitative place-health metrics and 
greatly enhance efforts to uncover and intervene on the “pathways of embodiment”—
specifically, those elements of local social, political, economic, and environmental contexts that 
constitute expressions of, and shape experiences of, social inequality. 
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Introduction 
 

Place-health research has grown rapidly in recent years (Ellen et al, 2001; Pickett and 
Pearl, 2001; Sampson et al, 2002; Santos et al, 2007; Riva et al, 2007; Diez-Roux and Mair, 
2010). However, major conceptual and methodological challenges remain in defining “place”, 
characterizing place contexts, and measuring place (Diez-Roux, 2001; O’Campo, 2003; Diez-
Roux, 2004a; Diez-Roux, 2004b; Diez-Roux, 2007; Frumkin, 2006; Bernard et al, 2007; Cutchin, 
2007; Matthews, 2008; Matthews, 2011; Kwan, 2009; Kwan, 2012; Chaix et al, 2009; Cummins, 
2007; Cummins et al, 2007; MacIntyre et al, 2002; Mujahid et al, 2007; Spielman and Yoo, 2008; 
Rainham et al, 2010; Oakes, 2004)—all of which have implications for place-health research, 
public health practice, and the design and implementation of place-based strategies.  

One area of place-health research that is especially beholden to these challenges is work 
examining the physical embodiment of place and how it affects health and well-being over 
time. Much of this work at the population level entails the collection and spatial analysis of 
biometrics (e.g. diurnal cortisol, C-reactive protein, IL-6) in light of what are considered core 
social determinants of health, such as socioeconomic status (SES). Indeed, more often than not, 
SES or neighborhood disadvantage is the only measure of “place” used to characterize the 
spatial contexts of embodiment, e.g. work revealing how living in a low-SES neighborhood 
affects measures of inflammatory markers (e.g. Pollit et al, 2008). Such work certainly invites us 
to probe deeper into the notion of place-embodiment. However, if the ultimate goal is to 
correctly specify the processes and mechanisms through which “place” becomes biologically 
incorporated over time (with an eye towards intervention), it is of paramount importance that 
pertinent and specific physical and social exposures/experiences, and their corresponding 
spatial locations, patterns, and geographic distributions, are elucidated and accounted for.  
Moreover, given the cumulative and dynamic nature of embodiment (Krieger, 2001; Curtis et al, 
2004; Seeman et al, 2010; Gustafsson et al, 2014), considerations of life stage and lifecourse 
perspectives are critical in optimizing our ability to appropriately gauge and weigh social 
experiences and exposures that might vary over time and/or be generationally- or life stage-
contingent (e.g. age-related differences in the perception and appraisal of social/physical 
environments). Thus, while research continues to improve understanding of why place matters, 
there remains particular need for work capable of revealing: 1) which places matter for health 
and when (i.e. spatially- and temporally-specific notions of “place”); 2) how these places 
matter—that is, continued exploration of processes and mechanisms underlying (and driving 
spatial patterns of) the physiological embodiment of place; and 3) potential intergenerational 
and life-stage differences in place-embodiment experiences/perceptions.  

The research presented here seeks to make contributions in each of these three areas 
through developing the “geographies of embodiment” concept. This research was completed as 
part of the People’s Social Epi Project (PSEP)—an intergenerational community-based 
participatory action research project examining place, embodiment, and health using an 
information and communication technology-enhanced approach. The aims of this work were 
to: 1) Determine the spatial distribution of adult and youth daily places; 2) Characterize adult 
and youth perceptions of place-embodiment for their daily environments; and 3) Assess spatial 
differences of “place”, and perceptual differences of place-embodiment between adults and 
youth. This paper highlights X-Ray Mapping as a novel cognitive mapping methodology to 
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elucidate subjective notions of place-embodiment within place-health research, and thus 
enable the construction of generationally-contingent and varying “geographies of 
embodiment” that can help inform efforts to arrive at spatially- and temporally-specific 
measures of place-health exposures and experiences. 

This paper begins with an overview of some conceptual roots for “embodiment” within 
public health. This is followed by a brief summary of the place-health literature related to the 
embodiment of place, highlighting common approaches and core limitations and opportunities. 
Then, a brief overview of the PSEP process and methods is provided for context. This paper 
then details the X-Ray Mapping methodology and findings, including data illustrations from a 
web-based multimedia-enabled community mapping platform. The paper closes with a 
discussion of the potential utility of the X-Ray Mapping methodology in complimenting and 
enhancing place-embodiment research, and possible applications/implications for 
intergenerational and participatory place-health research and practice going forward. 
  



 
 

79 
 

Embodiment: Some Roots and Conceptual Groundings 
 

 “Bodies tell stories about—and cannot be studied divorced from—the conditions of our existence.” 
 (Krieger, 2001, p.350) 

 

In public health perhaps the most developed and useful conception of embodiment is 
that articulated by Krieger (2001; 2005). As a foundational construct of ecosocial theory 
(Krieger, 1994), embodiment is understood as the process through which the outside physical 
and social world becomes embedded into our biology—that is, how daily interactions with our 
social and physical environments “get under our skin” to affect our physical, psychological, and 
emotional well-being by altering how our body functions (Krieger, 2001, p.672). The general 
idea is that we encounter, perceive, interpret, and incorporate an endless array of social and 
physical environmental experiences and exposures that shape our physiologic functioning on a 
day-to-day basis (with both short- and long-term implications), whether such incorporation be 
biologically and/or chemically direct (e.g. air pollution, roach antigens), or psychosocially 
mediated (e.g. experience of discrimination, exposure to community violence). Thus, in the 
same moment we might simultaneously incorporate the air around us just as we incorporate 
the conversation about us, and might do so consciously or unconsciously. And in another 
moment we might simultaneously incorporate a menthol cigarette and a hug—perhaps both of 
which were induced by that conversation about us.  

Embodiment, then, is both continuous and dynamic, as well as both literal and 
subjective. Our bodies, in a sense, are archives of and testaments about the world around us—
even if we ourselves do not always consciously document or testify. Our bodies keep tally of 
our lived experiences—our physical and social encounters—and the health and well-being of 
our bodies can accordingly bear witness to the contexts and conditions of such experiences and 
encounters. Moreover, these contexts and conditions of embodiment are shaped and 
organized by societal arrangements of power, privilege, and opportunity—both current and 
historic. The processes and mechanisms of embodiment—the so called “pathways of 
embodiment” (Krieger, 2001), forged through an interplay of our inner biology and the outer 
social world—are beholden to and an expression of such arrangements. Inequalities in health 
across populations, then, present as “embodied expressions of social inequality” (Krieger, 2004, 
p.1). “Reading” bodies as texts can accordingly offer clues for discerning, and provide insight 
into, the matrix of structural factors that underlie and drive patterns of population health and 
illness.  

As Krieger and Davey Smith (2004) articulate, embodiment “invites us to consider how 
our bodies, each and every day, accumulate and integrate experiences and exposures 
structured by diverse yet commingled aspects of social position and inequality” (p.99). How 
such accumulation and integration occurs can in part be understood through engaging two 
distinct yet related concepts that represent manifestations/mechanisms of embodiment:  
“weathering” (Geronimus, 1992) and allostatic load (McEwen and Stellar, 1993; McEwen, 1998; 
McEwen and Gianaros, 2010). Developed to help explain inequalities in black-white mortality 
and birth outcomes, the weathering hypothesis posits that populations subjected to the stress 
and stressors of chronic socioeconomic disadvantage, e.g. racial discrimination and poverty, 
experience an early breakdown and dysregulation of physiologic systems which leads to a 
deterioration of health at an earlier age (Geronimus, 1992; 1996). In essence, weathering 
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describes a process of premature aging due to accelerated “wear and tear” of the body brought 
about by repeated and cumulative exposure to inequitable social, economic, political, and 
environmental conditions deleterious to health and well-being (Geronimus et al, 2006; 
Geronimus et al, 2010).  Weathering can thus be understood as a physiological consequence of 
social inequality—the embodiment of a society predicated upon and patterned by inequalities 
of power, privilege, and opportunity.  Those with a less favorable arrangement must endure the 
storm, and their bodies tell a corresponding story—weathered by their biological incorporation 
of social inequality.  

Related to weathering, and in many ways underlying the process through which it 
operates, is the concept of allostatic load (McEwen and Stellar, 1993; McEwen, 1998). Allostatic 
load refers to the long-term effect of physiologic responses to stress—the strain imposed upon 
and cumulative wear and tear of the body resultant from stress responses to “repeated or 
chronic environmental challenge” (McEwen and Stellar, 1997, p.2093). Allostatic load is based 
on the notion of allostasis, understood as the body’s normal short-term adaptive response to 
environmental stimuli—a process of “maintaining stability through change” (McEwen and 
Seeman, 1999, p.32; Sterling and Eyer, 1988). Unlike the notion of homeostasis wherein 
physiologic systems are understood to operate at optimal set-points (e.g. body temperature), 
allostasis “emphasizes the idea of optimal operating ranges of physiologic systems” (Seeman et 
al, 2010, p.226).  Allostatic systems are fluid and responsive to environmental demands, 
enabling the body to adapt to and cope with short-term physical and psychological challenges. 
The classic example is the “fight or flight” response, wherein short-term alterations in multiple 
physiologic systems (e.g. those regulating heart and respiratory rate), enable us to physically 
respond and react to situations we appraise as dangerous or threatening. These short-term 
alterations are necessary for optimal physiological functioning—they are normal. Over time, 
these normal allostatic responses can become dysregulated (e.g. too frequent, excessive, 
maladaptive stress response), the consequence of which is allostatic load—essentially, 
allostasis gone wrong. As summarized by Seeman and colleagues (2010, p.226):  
 

Allostatic load represents the cumulative physiological toll (i.e., the extent of such 
dysregulation) across multiple systems over time. It reflects both a multisystem and life-
span orientation, visualizing disease risks as resulting from the individual’s cumulative 
exposure over time to the “wear and tear” associated with elevations in physiologic 
activity across the body’s multiple regulatory systems. 

 

Allostatic load, then, can be understood as the physical embodiment of repeated or 
chronic exposure to stress-inducing social and living conditions over time—a physiologic 
expression of weathering. Given the cumulative nature of allostatic load and weathering 
processes, and as alluded to by Krieger (2001), embodiment accordingly must be understood 
within a lifecourse perspective (Hertzman et al, 2001; Ben-Shlomo and Kuh, 2002; Hertzman 
and Power, 2003; Graham and Power, 2004; Lynch and Davey Smith, 2005; Pearlin et al, 2005; 
Shankoff et al, 2009; Merlo, 2011), and there is a growing body of work aimed at revealing how 
the outside world gets “under our skin” over time and over the course of our lives (Crimmins et 
al, 2003; Gimeno et al, 2008; Pollit et al, 2008; Kuzawa and Sweet, 2009; Love et al, 2010; 
Gustafsson et al, 2011; Goldman-Mellor et al, 20012; Evans and Kim, 2012; Peckins et al, 2012; 
Ploubidis et al, 2015). Engaging the interplay and overlap of these concepts—weathering and 
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allostatic load—offers guidance to aid our understanding of how our daily encounters with the 
world around us can influence our health and well-being. And with this understanding we can 
begin to explore notions of embodiment in relation to “place”, and how the places in which we 
live, learn, work, play, and age leave their marks on and inside of our bodies. 
 

Embodiment in Place-Health Research:   
Approaches, Limitations, and Opportunities 

 

Our physiologic functioning and overall health are perpetually influenced by and cannot 
be divorced from the lived realities and contexts of our daily lives—lives that unfold in 
particular locales and time periods. Thus, the story of embodiment is in many ways a story 
about place—what it is, when it is, where it is, why it is, and how it is and for whom. Telling this 
story about the embodiment of place has been the focus of an increasing amount of place-
health research in recent years. Much of this work at the population level entails the collection 
and spatial analysis of biometrics (e.g. resting blood pressure, diurnal cortisol patterns, C-
reactive protein levels) in light of what are considered core social determinants of health, e.g. 
SES, race/ethnicity. In the majority of studies, “place” is defined as a singular neighborhood, 
and with rare exception (e.g. Nazmi et al, 2010; Phoung Do et al, 2011; Karb et al, 2012; Schulz 
et al, 2012), measures of neighborhood context, and the spatial bounds of neighborhoods, are 
based exclusively on census data for area of residence, and only the area of residence.  
Generally, this work can be categorized based on whether cross-sectional or longitudinal 
approaches are taken, whether samples are adults or youth, and whether a cumulative 
measure of “embodiment”, i.e. multi-component assessments of cumulative biological risk or 
allostatic load, or a singular biometric component is explored (e.g. diurnal cortisol).    

In regard to longitudinal approaches, Gustafsson et al (2014), for example, examined 
whether cumulative neighborhood disadvantage—based on residential census area data—
measured over four time points between ages 16 and 43 was associated with allostatic load 
(AL) at age 43. Their measure of AL was based on 12 biomarkers, with cardiac, metabolic, 
neuroendocrine, and inflammatory metrics. After all controls, they found that cumulative 
neighborhood disadvantage was associated with higher AL in the total sample and for men, but 
not among women. Similarly, Nazmi et al (2010) examined longitudinal associations between 
neighborhood context and changes in inflammatory marker IL-6 over a 3-4 year period among 
adults. Here, neighborhood “context” consisted of census-based and survey-based measures of 
“deprivation”, “problems”, “safety”, and “social cohesion”. Their results showed that higher 
levels of deprivation and problems, and lower levels of safety, were associated with increases in 
IL-6 levels after all controls. 

The majority of findings to date, however, are based on cross-sectional approaches. For 
example, in the same Nazmi et al (2010) study, cross-sectional analyses revealed that 
deprivation, safety, and problems remained significantly associated with fibrinogen after all 
controls, and IL-6 remained associated with safety and problems. In another study related to 
place and inflammatory markers among adults, Petersen et al (2008) examined associations 
between neighborhood SES (based on residential census tracts) and C-reactive protein (CRP) 
and IL-6, finding that neighborhood SES was inversely associated with both IL-6 and CRP levels, 
but only the IL-6 association remained significant after all controls. A similar study among youth 
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ages 5-18 by Broyles et al (2012) examined associations between neighborhood poverty and 
crime (again based on residential census tracts) and fasting serum CRP levels, revealing that 
children living in neighborhoods with high levels of poverty or crime had elevated CRP levels 
compared to children from other neighborhoods. 
 Another line of cross-sectional work has explored associations between measures of 
place context and cortisol patterns. For example, Barrington et al (2014) examined stress as an 
explanatory mechanism for the relationship between neighborhood deprivation and health. 
They tested associations between measures of individual perceptions of neighborhood “social 
control” and “fear of crime” (based on residential census tracts), and cortisol reactivity to a 
stress test among adults. Their findings revealed that while neighborhood deprivation was 
significantly associated with both measures, it was only associated with women’s cortisol 
reactivity. They also found that social control, but not fear of crime, was significantly positively 
associated with cortisol reactivity, and that it mediated the association between neighborhood 
deprivation and cortisol reactivity among women. In a similar study among adults, Karb et al 
(2012) examined the association between neighborhood stressors (again based on residential 
census tracts) and diurnal cortisol patterns. Findings revealed that those residing in 
neighborhoods with high levels of perceived or observed stressors exhibited greater cortisol 
dysregulation (e.g. flatter/slower decline), and that mean cortisol levels were lower for those in 
neighborhoods with higher neighborhood stressor levels and lower levels of social support (a 
combination of findings suggesting dysregulation due to chronic stress). Phoung Do et al (2011) 
demonstrated similar findings among adults in their examination of neighborhood context 
(poverty, violence, disorder, and social cohesion based on census tract and survey-based data) 
and circadian cortisol levels, as did Roe et al (2013) in their examination of neighborhood 
greenspace (based on residential census tract) and diurnal cortisol patterns. Results similar to 
these have also been observed in studies focused on youth (Hackman et al, 2012; Brenner et al, 
2013; Rudolph et al, 2014). 
 Cross-sectional approaches have also been popular in exploring associations between 
place contexts and more cumulative measures embodiment, i.e. allostatic load (AL) and 
cumulative biological risk (CBR). For example, Bird et al (2010) examined whether 
neighborhood SES, based on residential census tract data, was associated with disparities in AL, 
measured as an aggregate index with metabolic (e.g. HDL cholesterol), cardiac (e.g. systolic 
blood pressure), and inflammatory (e.g. CRP) biomarkers among adults. They found that living 
in a lower SES neighborhood was associated with worse AL, independent of individual SES 
measures. Similarly, Mekins et al (2009) examined race-specific patterns of associations 
between neighborhood SES (again based on residential census tract), and AL based on 9 
biometrics (serum levels of CRP, albumin, glycated hemoglobin, total and HDL cholesterol, 
waist-to-hip ratio, systolic and diastolic blood pressure, and resting heart rate). They found a 
significant inverse (negative) association between neighborhood SES and AL for Blacks, with 
weaker and non-significant inverse associations for Mexican Americans and whites after all 
controls. Schulz et al (2012) corroborate these findings in their study of associations between 
neighborhood poverty (based on residential census tracts), and AL based on 8 biometrics 
(systolic and diastolic blood pressure; blood glucose; waist circumference; HDL and total 
cholesterol; fasting triglycerides). They found that neighborhood poverty was significantly 
positively associated with higher levels of AL, and that this association was mediated by self-
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reports of neighborhood environmental stress. King et al (2011) observed similar results in their 
examination of associations between measures of neighborhood context (“neighborhood 
socioeconomic disadvantage” and “neighborhood affluence”) based on census tract 
boundaries, and cumulative biological risk (CBR) measured using 8 biometrics (systolic and 
diastolic blood pressure; resting heart rate; hemoglobin A1c; C-reactive protein; waist 
circumference; total and HDL cholesterol). Here, neighborhood affluence predicted higher 
levels of CBR, but neighborhood socioeconomic disadvantage did not. Mair et al (2011) has also 
demonstrated similar associations among adults, while a work by Theall et al (2012) and Brody 
et al (2013) has revealed that these associations also exist among youth.  

Overall, this growing body of place-embodiment research not only draws clear 
connections between measures of place and measures of physiological dysfunction, but also 
suggests potential mechanisms through which place experiences and exposures become 
biologically embedded (e.g. Schulz et al, 2012; Brenner et al, 2013; Roe et al, 2013; Barrington 
et al, 2014), and reveals important gender-based differences in associations between measures 
of place context and biomarkers (Mair et al, 2011; Hackman et al, 2012; Roe et al, 2013; 
Barrington et al, 2014; Gustafsson et al, 2014). In short, this work does well to evince place-
embodiment as a phenomenon and encourage further elucidation of relevant 
experiences/exposures, as well as explication of processes through which they become 
embodied.  Yet as with any burgeoning area of inquiry, there are some fundamental challenges 
and limitations that warrant thorough consideration going forward. 

First, as is the case with much place-heath research in general, place-embodiment work 
to date has relied entirely on quantitative approaches to tell the story of place, using exclusively 
survey-based methods with collection of biometrics. Thus, peoples’ bodies have “spoken” 
about them without them—that is, study participants have not been afforded opportunities to 
speak on behalf of their own bodies (e.g. corroborate, extend, counter) beyond responses to 
predetermined survey items. Yet researchers are using their bodies to tell stories about them as 
people—the bounds and plots of which have been preemptively delimited. Highlighting this 
tension is not necessarily to question the strengths of this form and line of survey- and 
biometric-oriented work, or even to challenge the value and potential impact of related 
findings. It is, however, to suggest that the stories of place-embodiment currently being told 
are incomplete, and indeed might be enhanced (i.e. more nuanced, more relevant, more 
actionable) with qualitative approaches that afford people opportunities to speak about their 
place-embodiment themselves—a sort of bifurcation of the place-embodiment narrative with 
both quantitative and qualitative chapters intermixed along the way. Tales of C-reactive protein 
and IL-6 in the third-person are one thing, autobiographic articulations of the spatially-specific 
experiences that might influence such biomarkers are another. Qualitative and mixed-methods 
approaches, particularly those with a community-based participatory research orientation 
(Israel et al, 1998; Minkler, 2000; Minkler and Wallerstein, 2005), can allow for a more nuanced 
and grounded rendition of the place-embodiment landscape by eliciting and organizing 
people’s lived and embodied expertise regarding place-based experiences and exposures. This 
in turn can more readily facilitate knowledge translation and action that is timely and 
responsive to the social and political realities of people’s daily place contexts, thus moving 
place-embodiment research beyond abstract and de-placed associations whose value and 
utility stem primarily from generalizability, not actionability. 
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Second, operational definitions of “place” in this body of work are based almost 
exclusively on administrative boundaries (e.g. census tract)—and only the administrative 
boundary of residence. This of course fails to capture the complete place-embodiment 
experience, ignoring the actual everyday lived reality of peoples’ “spatially polygamous” lives as 
they move to and through spaces and places far beyond the area surrounding their residence 
(Matthews, 2011; Matthews and Yang, 2013). A growing body of literature has made clear that 
efforts to unpack the relationships between place, people, and the people’s health must be 
able to account for their multi-nodal, time-variant, and spatially-specific place experiences 
(MacIntyre et al, 2002; Chaix et al, 2009; Kwan, 2009; Rainham et al, 2010; Cutchin et al, 2011; 
Perchoux et al, 2013; Browing and Soller, 2014; Jones and Pebley, 2014). This means engaging 
“relational” and dynamic notions of place that are defined not by arbitrary (and imaginary) 
administrative lines, but by lived spatially realities and patterns of mobility (Cummins et al, 
2007).  Furthermore, even within the administrative boundary approach, much work to date 
falls short in revealing what it is specifically (e.g. beyond SES) that matters for place-
embodiment processes, and where that “what” is specifically located and experienced spatially.  
In other words, within the current approach to place-embodiment research, “place” is non-
specific and quite literally imaginary, and it is not clear what is being embodied, nor when or 
where. Place-embodiment research will be enhanced greatly through design and 
methodological approaches that prioritize and can accommodate not only more nuanced and 
dynamic operational definitions of “place” (e.g. multiple spatial locations within in activity 
space), but also greater specificity regarding which place-based experiences and exposures are 
most salient and thus most germane to place-embodiment. 

Third, place-embodiment work to date has only sparingly focused on or directly involved 
youth (e.g. Broyles et al, 2012; Theall et al, 2012; Brenner et al, 2013; Brody et al, 2013; 
Rudolph et al, 2014). This means that the current story of place-embodiment is based largely on 
an adult’s perspective (and body), which accordingly limits our ability to appropriately situate, 
gauge, and delineate the role(s) of age, generation, time, and timing in place-embodiment over 
the lifecourse. As with place-health research in general, both objective and subjective (i.e. 
perceived) measures of place matter (Wen et al, 2006; Weden et al, 2008; Schulz et al, 2013; 
Barrington et al, 2014). On the most basic level, adults and youth encounter and experience 
drastically different places and place contexts on a day-to-day basis. Appraisals of and 
responses to these experiences are inextricably linked to age and life-stage—a 50 year-old will 
see, interpret, process, and react to aspects of place context (e.g. community violence, 
segregation) differently than a 15 year-old.  Furthermore, the 50 year-old “version” of an 
individual will perceive and respond to their place-based experiences and exposures differently 
than their 15 year-old self. Ultimately, a lack of progress in this area will inhibit our ability to 
correctly specify mechanisms of place-embodiment over time and, consequently, our ability to 
identify, design, and time appropriate interventions for optimal effect.  Again, given the 
cumulative and dynamic nature of embodiment (Krieger, 2001; Geronimus et al, 2006; Nazmi et 
al, 2010; Peckins et al, 2012; Gustafsson et al, 2014; Jimenez et al, 2015), the dynamic and 
relational nature of place (Cummins et al, 2007; Kemp, 2011; Matthews, 2011; Jones and 
Pebley, 2014), and the age- and life-stage contingency of place-embodiment experiences and 
exposures and perceptions/appraisals thereof (Crimmins et al, 2003; Curtis et al, 2004; 
Goldman-Mellor et al, 2012; Brenner et al, 2013), it is critical that future work explores and 
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accounts for experiential and perceptual differences that may be life-stage and generation-
contingent. Growing the field to encompass more intergenerational and longitudinal 
approaches could prove fruitful here. 

Fourth, and in aggregate, current approaches to place-embodiment research tend to 
decontextualize the embodiment experience, losing sight of and leaving out details related to 
the lived reality of everyday social, political, environmental, and economic conditions that are 
experienced. The goal of conducting place-embodiment research, ostensibly, is to identify a set 
of spatially organized exposures and/or patterns of experiences that exert some form of 
positive or negative health effect through altering the physiologic functioning of those who 
encounter or share such exposures and experiences. The motivation, presumably, is to be able 
to intervene and take action to mitigate the negative and enhance the positive.  But the work 
completed thus far has lacked specificity in regard to what place is (to those embodying it), 
which attributes of place matter, where these attributes are spatially located, when these 
attributes are experienced/encountered, and the underlying structural factors that determine 
the spatial distributions of these attributes in relation to population patterns. Nor has existing 
work engaged study samples as full people—as constituents with political voice, networked 
social power, and agency. As such, current approaches to date, as articulated above, cannot tell 
the full story of embodiment and accordingly offer little direction in regard to intervention and 
action—such de-placed, de-politicized, and ironically disembodied accounts of place-
embodiment are not enough.   

An approach to place-embodiment research that puts people back in their bodies can 
more thoroughly tell the story of embodiment and provide a more complete rendition of the 
place, embodiment, and health picture. Adopting participatory mixed-methods approaches can 
help re-contextualize place (and the embodiment of place) by putting people back into their 
bodies and allowing them, the study samples, to contribute more fully to the knowledge 
creation (and translation) process. In other words, the story of place embodiment needs to be a 
co-authorship between community and academic experts that aims to co-create, co-produce, 
and integrate various forms of knowledge and expertise regarding  place and how it “gets under 
our skin”.  The following sections describe an attempt to do just that. 
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People’s Social Epi Project:  
An Intergenerational Study of Place, Embodiment, and Health 

 

Background 
The People’s Social Epi Project (PSEP) was developed and executed with an orientation 

anchored in A People’s Social Epidemiology framework (Petteway, 2014a; CHAPTER 1), a 
multicomponent and tiered framework to guide social epidemiology research/practice to 
become more inclusive and equitable, improve knowledge translation, and facilitate timely, 
locally relevant action. PSEP integrates social epidemiology and participatory action research 
(PAR) in collaboration with parents and youth residing in public housing to further understand 
where and how place-based exposures that affect health and well-being are encountered, 
perceived, and experienced intergenerationally within 5 broad place-domains: Home, 
Neighborhood, School/Work, Social/Leisure, and Transition routes/spaces. This work sought to: 
1) expand and make novel contributions to research on health in public housing; 2) improve 
conceptual and operational understandings of place through identifying the spatial, temporal, 
and social connections and divisions between the places of residents’ daily activities; and 3) 
elucidate spatial, temporal, social, and perceptual differences between adult and youth place 
experiences. Taking a placescape approach (Petteway, 2014b; CHAPTER 2), the research was 
completed using participatory methods for the systematic documentation and assessment of 
place-based exposures and opportunities with two generations of public housing residents—
one parent and at least one youth from each participating household recruited as parent-child 
dyads. Research process and findings presented here are from the first iteration of PSEP. 
 

Participants and Process 
Adult and youth participants were recruited from a predominantly black public housing 

project in a small Midwestern industrial city. Youth were between ages 13 and 18 and had to be 
enrolled in school. Adults had to be formally employed or have some form of daily non-leisure 
activity (e.g. child care, doing hair, informal side jobs). A total of 8 adults and 10 youth were 
initially recruited. A total of 4 adults and 7 youth completed all project trainings and research 
activities. Prior to commencing the formal research, all participants were trained in public 
health basics and core principles related to social epidemiology and health equity, and trained 
in public health research and CBPR/PAR basics. Trainings included formal presentations 
covering core background material and illustrating key project-related concepts and methods, 
as well as more open-ended and participant driven discussion.  

All research methods were completed by the participants themselves. Youth and adults 
completed the same methods simultaneously but in separate all-youth and all-adult groups. 
Informed consent and assent were obtained after the initial training, followed later by method-
specific informed consent and assent. Participants received a participation stipend on a per-
meeting basis. All project meetings were held at a public recreation center located adjacent to 
the housing project, with the exception of two meetings held at a public library branch located 
about half a mile from the housing community. An informal project advisory board consisted of 
three staff members at the recreation center, one adult public housing community resident, 
and one at-large city council member serving on health and education committees. All project 
activities, including recruitment, were co-coordinated and co-led with an adult project co-lead 
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from the housing community who was trained in human subjects research. PSEP protocols were 
approved by the Institutional Review Board of the University of California, Berkeley (2013-10-
5700). Research methods flowed sequentially and built upon each other, as follows: 
 

1) Photovoice (Wang and Burris, 1997; Wang, 2005; Hergenrather et al, 2009; Catalani and 
Minker, 2010);  

2) Activity Space Mapping (see for example Zenk et al, 2011; Villanueva et al, 2012; Chaix 
et al, 2012)  

3) X-Ray Mapping (see for example Ruglis, 2011);  
4) Participatory GIS (Elwood, 2006; Dunn, 2007). 

 

First, participants used Photovoice (via cellphones) to identify, photo-document, and 
describe their important daily places and specific exposures/opportunities within each place 
they perceive affects their health, positively or negatively (detailed in Petteway, 2015a). They 
then used Activity Space Mapping to geolocate the spatial locations of these photos and place-
based narratives using large printed maps. Participants used this data to create symbolic 
representations of how each of these mapped photo-places affects their bodies/health using a 
cognitive mapping method known as X-Ray Mapping (discussed in detail below). Finally, 
constituting the Participatory GIS process, they integrated and digitally mapped their work via a 
web-based interactive and multimedia-enabled information and communication technology 
(ICT) platform, Local Ground (Van Wart, Tsai, and Parikh, 2010) This platform allows participants 
to easily create, enhance, print, and digitally share their place research maps with each other, 
the broader community, and city officials. 
 

 
The X-Ray Mapping Method: Elucidating Subjective Notions of Place-Embodiment 

 

Background 
X-Ray Mapping is a cognitive mapping method that can elucidate how outside social and 

built environment experiences become physically embodied (Ruglis, 2011). The goal for X-Ray 
Mapping here was to understand how participants perceive that their daily places are affecting 
their health—specifically, how their places “get under their skin” and affect their bodies. 
Through describing which areas of their body are affected by place and how they are affected 
(e.g. positively, negatively), participants are able to tell a story of how their bodies experience 
place. This process qualitatively captures subjective notions of the embodiment of place. To the 
authors’ knowledge, “X-Ray Mapping” as a terminology and a method has not been used in the 
public health or any place-health research to date.  
 
X-Ray Mapping Process and Data Collection 

Prior to commencing the X-Ray Mapping method, all participants attended a two-hour 
training and discussion session. This session included a 20 minute presentation summarizing 
what X-Ray Mapping is and what it would entail for participants. Informed consent and assent 
specific for X-Ray Mapping were obtained after this presentation. Participants were then 
provided with basic training in the notion of “embodiment” and related processes/concepts of 
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stress, allostasis, allostatic load (McEwen, 1998), and “weathering” (Geronimus, 1992; 
Geronimus, 2006). This training included open-ended and participant-led question/discussion 
of the concepts and the sharing of example illustrations of each as they had experienced them 
based on their own interpretations.  

Following the training session, each participant attended 2 or 3 sessions to complete the 
X-Ray Mapping methodology. For this method, participants worked with 8.5”x11” “X-Ray Map” 
worksheets containing a basic body outline with ventral and dorsal representation on the front 
side of the paper (FIGURE 1). They were asked to think about and describe what their 
bodies/minds feel in each place they identified during the Photovoice and Activity Space 
Mapping exercises and complete an X-Ray Map for each place—that is, each photo-
documented and mapped place would have a corresponding X-Ray Map to represent how they 
perceived that particular place affected them physically, psychologically, and/or emotionally. So 
for example, a participant might take a photo of a park during Photovoice, then map that photo 
location during Activity Space Mapping. Then they would complete the X-Ray Mapping 
worksheet specifically for that photo-place, using the worksheet to indicate how they perceive 
that particular park affects their body/health. This was repeated by participants for each of 
their place locations identified via Photovoice and Activity Space Mapping. 
 

FIGURE 1: X-Ray Mapping Worksheet 

 
Participants were instructed to locate their perceived place-embodiment effects on 

their X-Ray Maps using color-coded stickers. Participants expressed a desire to continue the 
color representation scheme used for the Activity Space Mapping method, which used green 
for positive (or healthy/good) places, red for negative (or unhealthy/bad) places, and yellow for 
places they believed had both positive and negative effects. For X-Ray Mapping, green 
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represented a perceived positive body effect, red represented a negative effect, and yellow 
represented a positive/negative effect.  For example, if they say that visiting at a friend’s 
apartment makes them happy, then they would place a green sticker on the head/brain and/or 
heart of their X-Ray map. If they say that crime in their neighborhood makes them feel nervous 
or makes their heart beat faster, then they would place the appropriately colored red sticker on 
the head and/or heart area. Or if they say that a particular park is good for exercising but 
people often smoke there, then they would notate it by placing a yellow sticker on the lungs, 
for example (or alternatively they could use separate red and green stickers). Participants were 
free to use as many stickers as they believed necessary to capture all of their perceived place-
embodiment effects for each place, such that each X-Ray Map could contain multiple positive 
and negative effects (e.g. positive heart, negative brain, and negative back) and each body 
area/part could have multiple stickers of the same or different colors (e.g. two positive and 
three negative brain effects). Participants were instructed to use the back of their X-Ray Map 
worksheets to write a brief description/narrative explaining their place-embodiment 
representations. 
 

PHOTO 1: Participants Completing X-Ray Maps 
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X-Ray Mapping Analysis 
FIGURE 2 shows a completed X-Ray Map example, and TEXT BOX 1 shows an example 

place-embodiment narrative corresponding to a completed X-Ray Map. Each X-Ray Map was 
reviewed to complete simple counts and frequencies of: 1) place-embodiment geographic 
locations (based on the 5 overall PSEP place-domains of Home, Neighborhood, School/Work, 
Leisure/Social, and Transition), 2) place-embodiment physiologic locations (e.g. heart, brain, 
stomach), and 3) type of perceived place-embodiment effect (i.e. positive, negative, both). This 
was done for each individual participant separately. Once individual place-embodiment 
tabulations were completed, results were aggregated for youth and parents separately. 
Aggregate summary tables were produced for overall adult and youth place-embodiment data, 
as well as domain-specific adult and youth place-embodiment data (TABLES 1-3). 
 

FIGURE 2: Example of a Completed X-Ray Map 

 
FIGURE 2: X-Ray Map representing perceptions of place-embodiment related to housing conditions (Adult Participant D) 

 
TEXT BOX 1: X-Ray Map Place-Embodiment Narrative Example 

 
 

Qualitative comparisons were made between aggregate youth and aggregate adult X-
Ray data (e.g. youth neighborhood embodiment X-Ray Map vs. adult neighborhood 
embodiment X-Ray Map). TABLES 1-3 summarize intergenerational perceptual differences of 
place-embodiment by place-domain. Summary infographics were developed to visually 
represent place-embodiment among adult and youth participants (FIGURES 3-6). All X-Ray Map 
data was then mapped on the Local Ground platform to enable geographic visualization and 
qualitative comparison of adult and youth “geographies of embodiment”. 
  

“Market Square people are very stressing, unhealthy, and annoying due to all of 
the nonsense, partying and loud talking at night. Also some of the people make 

my stomach hurt by the things they do and say.” Youth Participant G 
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X-Ray Mapping Findings 
In the end, what participants generated were place-specific representations of 

perceived place-embodiment effects that are physiologically-specific. In other words, they 
created maps of place-embodiment that are simultaneously physiologic and geographic in 
nature—their “geographies of embodiment”.  

TABLE 1 summarizes the overall adult and youth place-embodiment data, as well as 
domain-specific adult and youth place-embodiment data. The table shows a breakdown of the 
total number of body areas identified by participants as being affected by places within each 
place-domain, “Total Body Areas Affected”. For example, adult participants indicated that 5 
different body areas are affected within their Home place-domain (1 positively, and all 5 
negatively). Each body area could be affected in more than one way, thus the total number of 
indicated body effects across body areas is shown as “Total Body Effects” below. Using the 
same example, adults identified 11 total body effects across the 5 body areas they indicated 
were affected by their Home place-domain. Overall, youth indicated that their daily places 
positively and/or negatively affected 20 different body areas across the 5 place-domains, 
compared to 12 body areas for adults. Among all body areas affected, youth reported 85% 
(17/20) being affected positively and 80% (16/20) being affected negatively across the place-
domains, compared to 58% (7/12) and 83% (10/12), respectively, for the adults. Among all 
body-effects identified across the 5 place-domains, youth and parents indicated 39% and 32%, 
respectively, as being positive. The Neighborhood place-domain had the most identified body-
effects for both adults (42) and youth (44), with both groups reporting more negative effects 
than positive effects (74% and 64% negative). Among the 5 place-domains, the Home place-
domain was the most “negative” overall, with adults indicating 91% of identified body-effects 
as negative and youth identifying fully 100% of body-effects as such. The Transition place-
domain was similarly identified as having predominantly negative body-effects (92% and 80% 
for adults and youth, respectively). The Leisure/Social place-domain was the most positive 
overall, with 71% of body-effects indicated as positive for adults and 94% indicated as positive 
for youth.  
 

TABLE 1: Adult vs. Youth Place-Embodiment Summary Comparison 

 
*Although adults identified places of work during this project, they did not complete any X-Ray maps detailing their related 

place-embodiment perceptions. 

 

TABLE 2 and TABLE 3 summarize intergenerational perceptual differences of place-
embodiment body effects by place-domain. Perceived positive body-effects are represented in 
the column headed by “+”, while perceived negative body-effects are represented in the 
column headed “-“. For both adults and youth, the body area most identified as being affected 
by their places was the brain, with 22 effects indicated by adults across the 5 place-domains 

Adult Youth Adult Youth Adult* Youth Adult Youth Adult Youth Adult Youth

 Total Body Areas Affected 5 10 9 16 - 6 7 10 8 9 12 20

Total Body Effects 11 10 42 44 - 11 21 17 13 25 87 107

Positively Affected Body Areas 1 (20%) 0 4 (44%) 11 (69%) - 4 (67%) 7 (100%) 9 (90%) 1 (13%) 5 (56%) 7 (58%) 17 (85%)

Total Positive Effects 1 (9%) 0 11 (26%) 16 (36%) - 5 (45%) 15 (71%) 16 (94%) 1 (8%) 5 (20%) 28 (32%) 42 (39%)

Negatively Affected Body Areas 5 (100%) 10 (100%) 9 (100%) 11 (69%) - 4 (67%) 3 (43%) 1 (10%) 8 (100%) 8 (89%) 10 (83%) 16 (80%)

Total Negative Effects 10 (91%) 10 (100%) 31 (74%) 28 (64%) - 6 (55%) 6 (29%) 1 (6%) 12 (92%) 20 (80%) 59 (68%) 65 (61%)

X-Ray Mapping Summary Results: Place-Embodiment Perceptions by Place-Domain

Summary Indicator
HOME NEIGHBORHOOD SCHOOL/WORK LEISURE/SOCIAL TRANSITION OVERALL
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and 27 effects indicated by youth (35 effects if including “brain/head” and “mind”). For the 
adults, heart, legs, stomach, and eyes round out the top 5 body areas affected by their daily 
places across the 5 place-domains.; for youth, legs, feet, eyes, and stomach complete the top 5 
most affected body areas. Adults identified heart, brain, and legs as the most positively affected 
body areas, and brain, heart, and eyes as the most negatively affected. Youth identified brain, 
legs, and stomach as the most positively affected body areas, and brain, legs, and feet as the 
most negatively affected. 
   

TABLE 2: Youth Place-Embodiment: Positive/Negative Body Effect Perceptions by Place-Domain 

 
 

TABLE 3: Adult Place-Embodiment: Positive/Negative Body Effect Perceptions by Place-Domain 

 

+ - + - + - + - + - + -

Brain 0 1 2 10 2 2 5 0 0 5 9 18

Brain/Head 0 1 1 2 0 0 1 0 1 1 3 4

Mind 0 0 0 1 0 0 0 0 0 0 0 1

Head 0 0 0 1 0 0 0 0 0 0 0 1

Eyes 0 0 0 2 0 0 3 0 0 3 3 5

Ears 0 1 1 0 0 0 0 0 0 0 1 1

Nose 0 1 1 1 0 0 0 0 0 0 1 2

Mouth 0 0 1 0 1 0 0 0 0 0 2 0

Heart 0 1 1 1 0 0 2 0 0 0 3 2

Lungs 0 0 0 0 0 0 0 0 0 0 0 0

Stomach 0 1 3 0 0 1 1 0 0 0 4 2

Back 0 0 0 2 0 0 1 0 0 2 1 4

Arms 0 0 1 0 0 0 1 0 0 0 2 0

Hands 0 0 0 0 1 0 0 0 0 0 1 0

Butt 0 1 0 0 0 0 1 0 0 0 1 1

Legs 0 1 3 4 0 0 1 0 1 4 5 9

Knees 0 0 0 0 0 0 0 1 1 0 1 1

Shins 0 1 1 0 0 1 0 0 1 1 2 3

Feet 0 1 1 2 1 2 0 0 1 3 3 8

Stress 0 0 0 2 0 0 0 0 0 1 0 3

Total 0 10 16 28 5 6 16 1 5 20 42 65

YOUTH X-Ray Mapping: Place-Embodiment Body Effect Perceptions by Place-Domain

Affected Body Area
HOME NEIGHBORHOOD SCHOOL LEISURE/SOCIAL TRANSITION OVERALL

+ - + - + - + - + - + -
Brain 0 4 4 8 0 0 3 1 0 2 7 15

Brain/Head 0 0 0 0 0 0 0 0 0 0 0 0

Mind 0 0 0 0 0 0 0 0 0 0 0 0

Head 0 0 0 0 0 0 0 0 0 0 0 0

Eyes 0 0 0 5 0 0 0 0 0 2 0 7

Ears 0 0 0 0 0 0 0 0 0 0 0 0

Nose 0 0 0 2 0 0 0 0 0 1 0 3

Mouth 0 0 0 0 0 0 0 0 0 0 0 0

Heart 1 2 2 6 0 0 5 2 1 2 9 12

Lungs 0 0 0 2 0 0 1 0 0 1 1 3

Stomach 0 2 2 3 0 0 1 0 0 1 3 6

Back 0 1 0 0 0 0 1 0 0 0 1 1

Arms 0 0 0 0 0 0 1 0 0 0 1 0

Hands 0 0 0 1 0 0 0 0 0 0 0 1

Butt 0 0 0 0 0 0 0 0 0 0 0 0

Legs 0 1 3 1 0 0 3 3 0 1 6 6

Knees 0 0 0 0 0 0 0 0 0 0 0 0

Shins 0 0 0 0 0 0 0 0 0 0 0 0

Feet 0 0 0 3 0 0 0 0 0 2 0 5

Stress 0 0 0 0 0 0 0 0 0 0 0 0

Total 1 10 11 31 0 0 15 6 1 12 28 59

ADULT X-Ray Mapping: Place-Embodiment Body Effect Perceptions by Place-Domain

Affected Body Area
HOME NEIGHBORHOOD WORK LEISURE/SOCIAL TRANSITION OVERALL
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FIGURE 3 and FIGURE 4 graphically represent adult and youth “geographies of 
embodiment”. The 5 place-domains are represented by the color-coded symbols and 
embodiment circles. The size of the circles corresponds to the number of times a specific body 
area was identified as being affected, either positively or negatively, within that particular 
place-domain. Green represents the “Home” place-domain; blue represents the 
“Neighborhood” place-domain; purple represents the “School/Work” place-domain; grey 
represents the “Leisure/Social” place-domain; and orange represents the “Transition” place-
domain. 
 

FIGURE 3: Adult “Geography of Embodiment” Summary 

 
FIGURE 3: Adult Geography of Embodiment. Green represents the “Home” place-domain; Blue represents “Neighborhood”; Purple represents 

“School/Work”; Grey represents “Leisure/Social”; and Orange represents “Transition”. The size of the circle reflects the number of times a 
specific body area was identified as being affected. This figure includes both positive and negative place-embodiment perceptions. 

 

FIGURE 4: Youth “Geography of Embodiment” Summary 

 
FIGURE 4: Youth Geography of Embodiment. Green represents the “Home” place-domain; Blue represents “Neighborhood”; Purple represents 

“School/Work”; Grey represents “Leisure/Social”; and Orange represents “Transition”. The size of the circle reflects the number of times a 
specific body area was identified as being affected. This figure includes both positive and negative place-embodiment perceptions.  
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FIGURE 5 and FIGURE 6 show adult and youth place-embodiment perceptions 
specifically for the Neighborhood place-domain, with representation of positive and negative 
body-effects. Here, indicated positive effects are represented in green, with negative effects 
represented in red. The size of the circle corresponds to the number of times a 
positive/negative effect was indicated for that particular body area. 

 
FIGURE 5: Adult Neighborhood “Geography of Embodiment” 

 
FIGURE 5: Adult “Neighborhood” Geography of Embodiment. Green represents perceived positive/health/good place-embodiment effects; Red 
represents perceived negative/unhealthy/bad place-embodiment effects. The size of the circle reflects the number of times a specific body area 

was identified as being affected. 

 
FIGURE 6: Youth Neighborhood “Geography of Embodiment” 

 
FIGURE 6: Youth “Neighborhood” Geography of Embodiment. Green represents perceived positive/health/good place-embodiment effects; Red 
represents perceived negative/unhealthy/bad place-embodiment effects. The size of the circle reflects the number of times a specific body area 

was identified as being affected. 
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FIGURE 7 and FIGURE 8 show adult and youth “geographies of embodiment” as mapped 
through the web-based community mapping platform, Local Ground. The maps are 
participants’ spatially-specific perceptions of place-embodiment across the 5 place-domains—
maps of embodiment that are simultaneously physiologic and geographic in nature. The black 
polygon is the participants’ residential census tract, while the black marker is the location of 
their housing community. Youth embodiment locations are based on 50 completed X-Ray 
Maps, while adult locations are based on 26 completed X-Ray Maps. Youth had 20 unique 
reports of positive place-embodiment and 31 unique reports of negative place-embodiment 
across the 5 place-domains, with some youth reporting effects for the same location (e.g. their 
housing community). Adults had 13 unique reports of positive place-embodiment and 16 
unique reports of negative place-embodiment across the 5 place-domains. Overall, 25 out of 51 
(49%) youth reports of place-embodiment were for places spatially outside of their residential 
census tract; for adults, 18 out 29 (62%) were spatially outside of their residential census tract. 
Among youth, 15 of 20 (75%) positive place-embodiment locations were outside of their 
residential census tract, while 21 of 31 (66%) negative place-embodiment locations were inside. 
Among adult and youth participants, 22 of 33 (67%) of positive place-embodiment locations 
were spatially located outside of their residential census tract. 
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FIGURE 7: Youth Geography of Embodiment:  
Positive Place-Embodiment (Left) and Negative Place-Embodiment (Right) 

 
FIGURE 7: Youth reported perceptions of place-embodiment for specific locations they encounter. Green Markers represent 
locations youth perceived as having a positive body-effect, while represent Red Markers represent the opposite. The black 
polygon is an outline of the census tract in which the participants’ housing community is located. The Black Marker is their 

housing location. 

 
FIGURE 8: Adult Geography of Embodiment:  

Positive Place-Embodiment (Left) and Negative Place-Embodiment (Right) 

  
FIGURE 8: Adult reported perceptions of place-embodiment for specific locations they encounter. Green Markers represent 
locations adults perceived as having a positive body-effect, while represent Red Markers represent the opposite. The black 
polygon is an outline of the census tract in which the participants’ housing community is located. The Black Marker is their 

housing location. 
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Discussion: “Geographies of Embodiment” and the Real Limits of Imaginary Lines 
 

Adult and youth participants’ “geographies of embodiment” varied widely, as did their 
perceptions of place-embodiment. Within this variation, a few prominent take-away 
observations are particularly worth noting here. First, while there was some expected overlap 
in both positive and negative place-embodiment spatial locations between adults and youth, 
most of this occurred for locations within their residential census tract—namely their housing 
community and the community recreation center. Beyond their census tract, overlap between 
adult and youth place-embodiment locations was limited to a retail shopping plaza just outside 
census tract bounds. Within these overlapping places of embodiment, however, perceptions of 
embodiment in regard to the specific experiences/exposures (i.e. place attributes) identified as 
affecting their bodies and how (i.e. which body areas) were markedly different between adults 
and youth (TABLES 2 and 3). For example within the “Home” place-domain, both adults and 
youth reported place-embodiment effects related to their physical home environment and the 
quality of housing management services. On one hand, adults identified place-embodiment 
effects related to the quality of their tap water (i.e. “brown stuff” in it), holes in their apartment 
unit walls and ceilings, and regularly dysfunctional washers and dryers, for example. Youth on 
the other hand reported place-embodiment perceptions related to distressed building hallways, 
deteriorating community greenspace, and tears in apartment unit carpeting (which 
management “fixes” with duct tape), for example. It should also be noted that only youth 
reported place-embodiment effects related to the social environment of their housing 
community (e.g. TEXT BOX 1), while adult perceptions of place-embodiment were limited 
exclusively to physical attributes. These variations highlight the heterogeneity of “place” as 
experienced by people who jointly encounter the same physical spaces on a regular basis—
what is salient to some might not be so for others. Overall, findings here attest to the 
importance of taking intergenerational approaches when possible, more actively involving both 
youth and adults so as to better elucidate age, generation, life-stage, and timing considerations 
for place-embodiment over the lifecourse.  

Second, 49% of youth place-embodiment reports and 62% of adult place-embodiment 
reports were for places spatially located outside of their residential census tract. Moreover, an 
overwhelming majority of positive place-embodiment effects were reported for locations 
outside of their census tract. This was especially true for youth, with 75% of positive place-
embodiment locations outside their census tract, contrasted with 66% of negative place-
embodiment locations inside. These overall patterns lend further support to increasing calls to 
move away from administratively defined/bound and static notions of place, and towards a 
more dynamic, relational, and activity space oriented approaches (Cummins et al, 2007; 
Rainham et al, 2010; Cutchins et al, 2011; Matthews, 2011; Perchoux et al, 2013; Browning and 
Soller, 2014). As discussed above, current research on place-embodiment has focused 
exclusively on people’s area of residence. The results for this present study, however, clearly 
indicate that traditional approaches to assessing relationships between place and health are 
inadequate—namely, those approaches which arbitrarily delimit notions of “neighborhood” 
using, experientially and viscerally speaking, imaginary administrative lines, and those which fail 
to account for where people actually go beyond those imaginary lines. Anchoring the 
geographies of embodiment concept within a “placescape” approach (Petteway, 2014b; 
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CHAPTER 2) allowed for the discernment of spatially-specific patterns of place experiences and 
exposures, patterns which paid no regard to the imaginary lines bounding participants’ area of 
residence. This approach accordingly enabled examination of participants’ geographies of 
embodiment in relation to their “geographies of census tracts”, highlighting shortcomings of 
the latter in regard to its analytic utility in place-embodiment research. Understanding gained 
from these findings will accordingly enhance future work within this community aimed at 
developing appropriate quantitative metrics to examine place-embodiment both cross-
sectionally and longitudinally.  

A third and related takeaway, as noticeable in their embodiment maps, is that the 
majority of the participants’ residential census tract, spatially and experientially speaking, has 
no bearing on their daily lived and embodied place experiences. Indeed, participants’ place-
embodiment data revealed a distinct pattern of clusters of important day-to-day place 
locations, some of which were spatially distributed within only a small portion of their census 
tract, with others distributed outside of their census tract entirely. These clusters constitute 
what might be considered spatial “nodes”. For example, the notion of “spatial polygamy” 
(Matthews, 2011) draws attention to the importance of our daily mobility patterns and activity 
spaces of in shaping place-health related outcomes, highlighting the multi-nodal nature of 
place—nodes that stretch the bounds of “place” far beyond the imaginary lines of 
administrative polygons. For the work presented here, clear spatial nodes emerged as 
participants mapped their geographies of embodiment—geographies baring little resemblance 
to the geography of their census tract. For the present study, as illustrated in FIGURES 7 and 8, 
operationalizing measures of “place” context based generically on participants’ entire 
residential census tract would be inappropriate in itself. To then focus only on their residential 
census tract would only further distort assessment of their real “place”. Failing to account for 
participants’ multi-nodal “place” (and its actual spatial structure and contexts) would increase 
risk for the misspecification of place-effects, an increasing concern within the field (Diez-Roux, 
2007; Spielman and Yoo, 2008; Kwan, 2012; Jones and Pebley, 2014). Work by Inagami and 
colleagues (2007), for example, found that residents of disadvantaged neighborhoods had 
better self-reported health as they spent more time outside their census tract of residence. 
Within a “placescape” approach (Petteway, 2014b; CHAPTER 2), the geographies of 
embodiment concept can help allay concerns over misspecification and more aptly capture 
people’s experiences of place and place-embodiment. 

Fourth, spatially locating perceptions of embodiment as related to specific physical and 
social environmental factors allowed participants to tell a story of place-embodiment within 
which potential pathways of embodiment can more readily be discerned. Given the spatial and 
physiologic range of embodiment effects, there is clear implication of a broad range of 
local/regional policies, processes, and practices that shape daily living conditions, experiences, 
and exposures that become physically embodied by residents. This is in stark contrast to much 
place-embodiment work to date that has both failed to identify and spatially locate specific 
place attributes implicated in place-embodiment, and foregone attempts to uncover elements 
of the local context (i.e. pertinent to the samples’ place-embodiment prospects) that are on or 
might constitute potential pathways of embodiment. As articulated by Krieger (2001), 
embodiment and pathways of embodiment should be understood in light of and cannot be 
divorced from notions of agency and accountability. By not identifying specific 
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attributes/aspects of place contexts and their relations to embodiment, and by not elucidating 
a more robust spectrum of potential social and political processes and practices that shape 
place-embodiment patterns, we compromise our ability to answer fundamental questions in 
regards to: 1) who and what shapes/determines distributions and patterns of underlying health 
opportunities, exposures, and risks in these locally experienced spaces of embodiment; 2) what 
these distributions and patterns can tell us about agency and accountability at the local and 
regional level; and 3) what is at stake in, and what is the value of, telling geographically situated 
stories of embodiment. The placescape approach taken to the work discussed here allows for 
these questions to be meaningfully engaged within participants’ daily place contexts. 
 Most reported perceptions of place-embodiment, for both adults and youth, were what 
could be categorized as stress-mediated perceptions and response (e.g. “brain”, “mind”) to 
social and environmental conditions, exposures, and experiences (e.g. vacant buildings, bad 
school food). For example, many participants indicated that various aspects of their built and 
social environments “stress” them out (e.g. housing community noise and dysfunction, 
neighborhood blight) or make them “happy” (e.g. church, good restaurant). Participants also 
indicated that some places simultaneously exerted both positive and negative influence, e.g. a 
Rest-In-Peace tagging on a vacant building that elicited both positive and negative emotions 
and memories for a youth participant. This reminds us that “subjective” appraisals of real place 
experiences matter just as much as “objective” measures of place attributes/exposures (e.g. 
vacant building density, food environment indices). Thus efforts to uncover place-embodiment 
processes will need to continue engaging both objective and subjective measures of place, 
especially as biomarkers become increasingly used to examine place-health relationships. Such 
efforts should also keep in mind considerations of lifecourse and life-stage in regard to 
subjective appraisals of place.  

Outside of the psychosocially-mediated perceptions, most remaining effects were 
explicit and direct. For example, some participants noted that walking long distances, up hills, 
or over damaged sidewalks is physically taxing (e.g. makes feet/legs/back hurt). This was 
particularly noted in the context of their daily transition routes, and especially in relation to 
having to traverse “the hill”. The topography of their city serves as natural physical barrier 
between participants’ housing community located downtown “off the hill”, and friends, family, 
and basic amenities (e.g. the nearest grocery store) “on the hill”. Participants noted that there 
was only one public transportation route with very infrequent and inconsistent service near/to 
their community. These perceptions accordingly, for example, might have implications for the 
planning of transportation routes and the upkeep of basic built environmental infrastructure, as 
well as for the future siting of basic social amenities.  
 Though the geographies of embodiment concept helped to uncover and translate the 
body language of place amongst participants in this study, there are a few core limitations 
worth noting here. First, though the participatory nature of this work was indeed a strength, it 
also meant that it was very time-intensive for participants. The small sample for this particular 
research reflects this reality, and the findings accordingly cannot be taken as a complete 
representation for all residents in their housing community. Second, the voluntary and 
participatory nature of this project meant that participants generated and shared only data that 
they personally felt was important and were comfortable sharing. Furthermore, they did so 
during only a limited window of time for the project. As such, the places they identified and the 
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perceived place-embodiment effects they reported for each place represent, at best, only a 
cross-section of their entire geographies of embodiment. Each participant undoubtedly had 
additional places they experienced and encountered that they did not identify through this 
research, whether due to limitations imposed by the research methods and timeframe, or 
because they forgot or didn’t feel that a particular place was worth mentioning. Regardless of 
the reasons, the “geography” aspect of the geographies of embodiment they generated here 
can certainly stand to be improved upon in future work. Relatedly, the “embodiment” aspect of 
their geographies of embodiment was based exclusively on their self-reported perceptions of 
how particular places (or specific place attributes/experience) affect them. Such perceptions of 
course vary between individuals and are accordingly open to a range of interpretations. For 
example, one participant identified a series of vacant and deteriorating buildings as affecting 
their “eyes” (i.e. “an eyesore”), while another participant identified a series of vacant buildings 
as affecting their “brain” (i.e. “stresses me out”). These varying interpretations of place-
embodiment are of course interesting in themselves and are certainly worth exploring in more 
detail. However, continued work in this area will need to keep these interpretive variations in 
mind when attempting to unpack physiological mechanisms and examine place-
embodiment/health associations.  

Finally, some reports of place-embodiment made by participants were in regard to how 
other people might embody place. For example, one adult participant identified a housing 
community playground as having positive body effects for kids, while also noting that it made 
her happy herself that kids had somewhere to play. Clearly it will be important to distinguish 
and disentangle such place-embodiment perceptions going forward so that specific place-
embodiment relationships are correctly specified at the person-level before attempting to 
examine associations at a spatial and population level. 
 

Conclusion and Future Direction 
 

The aim of the work presented here was to highlight potential limitations facing place-
embodiment research, and introduce “geographies of embodiment” as an opportunity to 
enhance research efforts going forward. The geographies of embodiment concept is responsive 
to existing limitations and offers a way to reframe and re-approach our research. Rooted in a 
placescape approach, the geographies of embodiment concept is not only capable of revealing 
general patterns of place-embodiment within a particular population, but can reveal specific 
place attributes within those patterns that directly or indirectly implicate local policies and 
practices that shape daily social and physical environments. 

Accordingly, the geographies of embodiment concept can improve efforts to uncover 
place-embodiment processes and mechanisms, and better inform appropriate and timely 
action, be it programmatic interventions or changes in policy and practice—especially that 
which can be realized within the local contexts where place-embodiment research unfolds. For 
example, applying the geographies of embodiment concept and coupling the X-Ray Mapping 
methodology with biometric place-embodiment work could allow for assessing potential 
compatibility and convergence of objective and subjective place-embodiment patterns. 
Additionally, taking such a dual approach would enable assessment of the political utility, local 
social value, and action potential of various forms and representations of place-embodiment 
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knowledge and data. Moreover, there is increasing movement towards place-based initiatives 
and strategies in public health, city planning, and community development (NCHE, 2015; TCE, 
2013; HUD, 2013a-c; HOPE SF, 2015; FRBSF, 2010; Jutte et al, 2011; Seigel et al, 2015; Pastor 
and Morello-Frosch, 2014; Fukazawa and Karnas, 2015).  The notion of “geographies of 
embodiment” could represent a potentially valuable conceptual and analytical framework to 
inform the design, development, and evaluation of place-based efforts in current and future 
practice, particularly those involving public housing. It might also complement the use of other 
metrics aimed at assessing “geographies of opportunity” (Galster and Killen, 1995; de Souza 
Briggs, 2005), e.g. the Child Opportunity Index (Acevedo-Garcia et al, 2014), as geographies of 
embodiment might reflect and extend this notion as an expression and consequence of local or 
regional policy decisions that spatially sort place-embodiment experiences. 

The X-Ray Mapping methodology, and other participatory intergenerational approaches 
that draw upon people’s situated knowledge of local contexts and their lived and embodied 
experience of “place”, could represent and encourage novel approaches to community 
assessments for public health strategizing and comprehensive city planning. Also, taking 
advantage of the increasing availability and utility of ICTs could further enhance the value and 
extend the reach of methodologies like X-Ray Mapping. The research presented here made use 
of a web-based multimedia-enabled community mapping platform, thus enabling participants’ 
“geographies of embodiment” to be digitally mapped and readily shared and distributed. Such 
ICTs, appropriately designed and deployed (Burrell and Toyama, 2009; Diamond, 2010; 
Avgerou, 2010; Pfister, 2012; Dearden, 2012; D’Ignazio et al, 2014), raise the prospect of 
population-wide assessment of place, embodiment, and health relationships in both research 
and practice, e.g. via crowdsourcing approaches (e.g. Kamel-Boulos et al, 2011). All in all, the 
work presented here suggests a range a possibilities to enhance place-health and place-
embodiment research and practice going forward. 
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CONCLUSION 
 

This dissertation research problematizes the lack of inclusiveness and equity within 
social epidemiology, explicitly challenging current research paradigms that view the people—
research participants and their communities—merely as “N’s” or potential “N’s”. By integrating 
social epidemiology and community-based participatory research (CBPR) at the nexus of public 
health and public housing, and by making use of information and communication technologies 
(ICTs), this dissertation research sought to democratize the research process to improve 
prospects for translation and local social action. The work presented here through the People’s 
Social Epi Project (PSEP) makes conceptual and empirical contributions to social epidemiology 
and place-health research by developing and testing three interrelated research/practice 
paradigms: 1) A People’s Social Epidemiology, 2) the Placescape, and 3) Geographies of 
Embodiment. Each of these paradigms connects notions of power, agency, and accountability in 
the context of place and health, in relation to: 1) social and political processes, policies, and 
practices that make, unmake, and remake place over time; 2) representations of knowledge, 
expertise, and evidence used to study and intervene on place; and 3) principles of equity, 
justice, and beneficence within public health research. 

The People’s Social Epi framework introduced in Chapter 1 was developed to not only 
guide the design and implementation of the PSEP, but to guide the general social epidemiology 
field as well. The PSEP accordingly serves as an illustration of how researchers and practitioners 
in the field can draw from social epidemiology’s rich history, and principles and frameworks 
within CBPR and ICTD, to better align standard research aims and approaches with values of 
inclusion and equity. At the core of this work is a very simple concept: social epidemiology 
should be something of, for, and by the people—not simply about them/us. This framework 
accordingly challenges social epidemiology researchers and practitioners to critically reflect on 
our work, how we do it, with whom, and for whom. We should aspire to create a social 
epidemiology that is inclusive (e.g. extent of community participation, balance of power) and 
equitable (e.g. outputs, benefits), actionable, more just, and quite simply, more social. 
Otherwise, the field risks a legacy as simply a more politically correct expression of colonialist 
research, within which the social inequities that create and incubate health inequities in the 
first place are knowingly reproduced. A People’s Social Epi acknowledges and facilitates the 
agency of the people, respecting the value of their contributions and perspectives as 
constituents and co-researchers, and thereby opening the possibility that public action impact 
will one day no longer be secondary to journal impact ratings. And while it is true that social 
epidemiology science will always require a certain form of trained expertise, the presumption 
that such expertise is possessed by and can only be demonstrated within academia creates 
barriers to productive discourse and meaningful research translation for action. If we want to 
change prospects for equity within the social production of health, perhaps we should begin by 
changing prospects for equity within the social production of our science.  

Chapter 2 introduced the Placescape concept to help improve place-health research 
efforts. Specifically, the Placescape enhances understanding of “place” and how to 
operationalize it within research by making contributions on three levels. First, the Placescape 
embraces and illustrates a view of place that is multinodal and within which health exposures 
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and opportunities are both spatially- and temporally-specific. These spatiotemporal patterns of 
place-based exposures are based on where (and when) people actually go—their lived 
placescapes—and accordingly are not bound by standard conceptions and definitions of place 
which pre-emptively and arbitrarily limit place. Second, the Placescape encourages 
intergenerational approaches to studying place and offers guidance on how to elucidate and 
account for potential intergenerational differences in place (e.g. spatial and temporal 
differences) and place experiences and perceptions. The Placescape accordingly embraces a 
lifecourse understanding of health, and is well-suited to guide work within settings where, 
and/or for which matters of, age and life-stage or generation are important considerations. 
Third, the Placescape is rooted in notions of agency and power as related to how place is made, 
unmade, and remade over time, and also in regard to how place is studied and intervened on. 
The Placescape accordingly encourages critical and explicit examination of the social, economic, 
and political practices, processes, and policies that shape or constitute “placemaking” 
mechanisms. Additionally, it draws attention to value of participatory approaches and methods 
within place-health research, emphasizing the critical import of local knowledge and lived, 
embodied experience of place for improving research (e.g. questions, design, implementation, 
analysis, dissemination), and research translation for local place-health action. As developed 
and “field-tested” through this dissertation work, the placescape approach serves as a model 
for how to “do” A People’s Social Epi in practice, specifically within the context of place-health 
research. As such, the Placescape is intended as an enhancement for dominant paradigms of 
place-health research that are less inclusive of participant knowledge and experience, mask 
participant agency, and that prioritize production of science that is generalizable but not 
necessarily locally practicable or actionable. 

Chapter 3 introduced the notion of “Geographies of Embodiment” to improve 
understanding of how place becomes physiologically embodied to affect health. This concept is 
grounded in the use of a novel cognitive mapping methodology—X-Ray Mapping—to elicit 
subjective notions of place-embodiment within place-health research. Using X-Ray Mapping 
and participatory GIS within a placescape approach, PSEP participants were able to illustrate 
both spatially and physiologically how their daily places affect their health and well-being. The 
intergenerational and participatory nature of the PSEP allowed for examination of spatial, 
physiological, and perceptual differences between adult and youth geographies of 
embodiment. This concept, and the methodology behind it, could prove valuable within 
growing efforts to uncover and understand how place affects health over the lifecourse, as well 
as multigenerational place-effects. Moreover, the geographies of embodiment concept can 
help uncover and elucidate potential “pathways of embodiment” that shape the social and 
spatial distribution of health opportunities and exposures within local contexts. Mapping out 
participant geographies of embodiment can help reveal spatial locations and social and political 
patterns of local built and social environments factors that influence health, and can 
accordingly highlight specific elements that are shaped by local/regional governance decisions, 
policies, practices, and processes. 

*** 
 

Overall, this dissertation research afforded an integrated, multidimensional, and 
intergenerational understanding of place as experienced by a specific community, yielding two 
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new concepts—the Placescape and Geographies of Embodiment—which enhance conceptual 
understanding of place and inform and strengthen place-health theory development. 
Moreover, this dissertation presented a novel qualitative method to examine and geolocate 
subjective notions of place-embodiment within place-health research—X-Ray Mapping. 
Findings from the PSEP will inform the future development of quantitative place metrics that 
are rooted in and derived from experiences specific to the community under study, and that are 
place- and time-specific, thereby improving efforts to measure and quantify place/health 
relationships at socially and politically meaningful levels. The process and methods of the PSEP 
can not only serve as a model for how to critically engage residents of public housing to 
improve health, but also as model for how local public health entities can integrate 
participatory community assessment into standard practice to enhance the “social” in social 
epidemiology.  

Findings from the PSEP are uniquely and indelibly stamped with participant voice, 
expertise, and narrative context—characteristics not typical of most place/health examinations. 
As a result, research products are not only co-created and co-owned, but locally meaningful 
and actionable. The nature of their data affords residents the opportunity to enhance and 
monitor local accountability and responsibility (e.g. the local housing authority and planning 
commission), and presents as an avenue to affirm their agency. Moreover, the 
intergenerational approach utilized in the work presented here could improve 
intergenerational awareness of place/health equity concerns and strengthen calls/support for 
local action. Additionally, because of the emphasis on participatory process in addition to 
participatory methods, the PSEP holds strength in its ability to help increase local capacity to 
identify and respond to place-related concerns. The combination of participatory methods and 
process can help facilitate community critical consciousness to transform a community that 
experiences place into a community that actively changes and improves place—something that 
place/health research to date has generally failed to do. Accordingly, the PSEP illustrates how A 
People’s Social Epi framework, if incorporated within standard public health practice, could 
improve efforts to monitor local social determinants of health and ensure equity of voice in 
local health equity agendas.   

Immediate implications of and applications for project findings relate most directly to 
identified public housing issues that residents can share with local and regional housing 
authorities. Depending on what participants decide, potential action targets might also include 
the city council, the local planning and zoning commission, the local school board, and the 
health department. Project findings also served as a community health assessment for a 
housing community that had never completed one—in a city that has never completed a 
community health assessment and currently does not monitor community health and equity 
indicators. Future considerations for expanding the work of this project include the possible 
development of a formal project report describing related place-health concerns, a community 
research/action guide using the methods employed here as a standard template, and the 
development of community-specific place and health equity action organizing sites (physical 
and web). It is also expected that project findings, with continued participant involvement, will 
be used to inform the development of a quantitative survey to assess health and equity in their 
larger communities, and that participant placescape data will be examined in relation to 
existing objective place data on health and social determinants. 
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At present, the PSEP process and methods are being transformed into a public health 
pipeline program for high school students—the Institute for Health Equity and Action Research 
Training, iHEART—the core of which is a series of health-equity-oriented STEM courses rooted 
in critical pedagogy and project-based learning. Plans are underway to implement iHEART at 
PSEP youth participants’ high school (my former high school) beginning Fall 2016. Discussions 
are also underway with local health and planning departments to incorporate PSEP (and future 
iHEART) process and findings into standard local practice. A goal of this dissertation work was, 
through the PSEP, to examine the utility of participatory social epidemiology as an avenue 
towards participatory urban governance. Thus continuing to build PSEP process/methods into 
local practice beyond iHEART will continue to be important. Fundamental to this work will be 
continued reflection and evaluation of the role and value of ICTs, like Local Ground, in creating 
and sustaining permanent mechanisms for integrating community voices into local 
decisions/processes that make, remake, and shape their places and impact their health. 
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FOR THE PEOPLE OF MARKET SQUARE AND PROJECTS EVERYWHERE 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

BEYOND THE ARC 
Calibrated through Calibri,  
though it seems absurd, 
these words mark the arc  
of a dream preferred 
over, 

chain-link fences 
and project windows,  

wiped like tears from memories, live… 
97, those basketball courts, shots. 

Playgrounds riddled with 
vividness. Witnesses. 

Of the torn and razed,  
born and raised 
and risking freedom. 

We worked our whole lives 
for this, for real… 

From steel, cities, 
but 21 is not made in a mill, 
or sweet 16s; ill. 

Gritty, distilled pretty. 
Grimey ones grind,  

on grounds, outlines. 
The chalk, the paint, the block— 
post up and make the most of, 

Ropes...  
In the tangles of a triple consciousness’ hopes.  
High…   

and the audacity is dope, 
our capacity for growth, stoked. 

Polymers forged from steel  
will.  

Be still. Outlie until  
this arc becomes a period. 
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