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A B S T R A C T

Within the realm of active living in urban neighborhoods in the United States, only a
few studies have addressed the factors that promote or inhibit active living among
residents in public housing. This paper examines the environmental and
interpersonal factors associated with active living and health in public housing.
We specifically examine the environmental predictors of fear of crime, and whether
fear is related to moderate physical activity, and in turn, health and obesity. The
analysis drew upon data from a sample of 328 African-American residents living in
two severely distressed public housing developments in 2007. Structural equation
modeling was used to calculate a path model of direct and indirect effects.
Perceptions of violence were positively associated with fear, and both fear and
physical activity predicted health. However, neither fear nor physical activity was
associated with obesity. We discuss the implications of these findings for improving
the quality of life of disadvantaged residents living in high-crime neighborhoods.
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I N T R O D U C T I O N

Over the last decade, researchers have been examining the relation-
ships among the social and physical environment, active living, and
health outcomes. Studies testing these relationships use a host of
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independent variables, including social capital indicators such as
neighborhood collective efficacy, and environmental variables such
as crime and disorder. Great strides have been made in understanding
the complex dynamics that contribute to active living and better
health in urban neighborhoods. It is now widely recognized that both
environmental and individual determinants of physical activity and
health exist (1).

A growing number of studies includes both social and physical
environmental variables, coupled with individual determinants, and
assesses how these factors are interrelated to explain active living
(2,3) and health (3,4). A few studies explicitly have examined
whether the association between characteristics of the environment
and health are mediated by an individual’s health behaviors, such as
physical activity (3,5,6). However, the findings in this area are
mixed, with some studies finding mediating effects of physical
activity and some not.

The current study examines the environmental and interpersonal
factors associated with active living and health of public housing
residents. We specifically examine the social and environmental
predictors of fear of crime, and whether fear influences moderate
activity, and in turn, health and obesity. We focus on residents living
in two decaying and substandard public housing developments in
Chicago, IL, USA, both of which are part of the US Housing and
Urban Development’s HOPE VI program, a program to remove or
redevelop some of the poorest quality public housing in the country
(7). Public housing developments that are demolished as part of
HOPE VI are usually replaced with ‘‘mixed-income’’ housing
developments – developments composed of housing units with
differing levels of affordability, typically with some market-rate
housing and some housing that is available to low-income occupants
below market rate.

Within the realm of active living and health in urban neighbor-
hoods, only a few studies (8–12) have addressed the factors that
promote or inhibit active living among residents in public housing.
Furthermore, the health of public housing residents, in general, has
received little attention. Public housing households are some of the
poorest in the United States, and the concentration of problems
within housing developments – such as poor health, racial segrega-
tion, crime, disorder, and decay – further degrades the quality of life

R O MA N E T A L . F E A R, P H Y S I CA L A C T IV IT Y, A N D H E A LTH S287



among public housing residents. Research consistently has shown
that minority inner-city residents and low-income individuals are
more overweight, less physically active, and less healthy overall than
the general population (13–15). Communities that are highly
segregated by race – such as the two developments in this study –
have increased exposure to violence (16). The health status of HOPE
VI residents is decidedly worse than for others in federally subsidized
housing and other poor people, despite their similarity in terms of
economic deprivation (17). One recent study found the prevalence of
obesity to be 48% among HOPE VI residents, compared to 39% in a
national sample of black women (18).

The current study provides an opportunity to test a theoretically
driven path model of the perceived environment, fear, activity, and
health within the context of two severely impoverished and crime-
ridden public housing neighborhoods. The bodies of literature on
social capital, fear of crime, and active living guided the selection of
all predictors as well as the causal direction of the hypothesized
models in this study. Given that all residents in our sample live in
either one of two small neighborhoods (i.e., public housing
developments), variation in residents’ built environments in the
same development is virtually nonexistent. Hence, we do not include
neighborhood-level physical environment variables, but instead
focus on understanding how perceptions of the environment and
interpersonal factors are related to fear, activity, and health. Within
contained, high-poverty neighborhood environments, there is a great
need to identify modifiable factors that may affect physical activity
and health. Similarly, research examining the relationship between
a person and his or her environment can shed light on how one’s
social and interpersonal attributes shape the person–environment
interaction.

M E T H O D S

Setting and Sample

The study’s setting was two Chicago Housing Authority public
housing developments in Chicago’s mid-south neighborhoods. One
of the developments – Madden/Wells (hereafter referred to as
‘‘Wells’’) – was built in 1941 exclusively for African Americans. At
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the time data were collected for this study (March–September 2007),
the majority of buildings and units that comprised Wells had been
demolished or boarded up and an estimated 250 families remained as
they awaited relocation. The other development – Dearborn Homes –
consists of 16 six- and nine-story buildings, comprising 800 units,
but housing only 260 families in early 2007. Since the beginning of
the Chicago Housing Authority’s HOPE VI program, Dearborn
Homes has operated as a ‘‘relocation resource,’’ providing capacity
for residents who have moved from other developments undergoing
redevelopment or rehabilitation.

Data for this study were drawn from a 2007 household survey
conducted by the Urban Institute and the Survey Research Lab at the
University of Illinois at Chicago to examine housing and quality of
life indicators for the residents of the two housing developments
(survey available from authors upon request), all of whom were
offered an enhanced family case management demonstration
program. The two housing developments were chosen for the
demonstration, known as the ‘‘Chicago Family Case Management
Demonstration,’’ and for this study because the developments were
known to house families with multiple barriers to relocation out of
public housing – such as unemployment, histories of lease violations,
substance abuse, and contact with the criminal justice system. The
sample was composed of all heads of households living in the two
developments in Chicago, IL, USA as of March 2007, 100% of
whom were African Americans. The completed interview rate was
76.6% (N¼ 360).

Description of Proposed Models

Figure 1 represents the proposed conceptual path models. Similar
path models were developed for two outcome variables: a self-
reported health index and obesity. Individual-level covariates (age,
gender, education) were chosen based on past literature. The physical
and social environmental covariates (collective efficacy, disorder,
violence) were operationalized as perceptions of neighborhood
characteristics, which have been found to be related to fear (19–21),
activity (22), and health (23,24). Past literature also suggests that
fear has a direct relation to physical activity (25,26). Our models
allow for both the direct and indirect (through activity) effects of fear
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of walking outdoors on health and obesity. Our models test the
following hypotheses, using ‘‘influence’’ to refer to significant
associations in statistical models:

(1) Fear of walking negatively and directly influences health and
obesity.

(2) Fear of walking directly influences physical activity and indirectly
influences health and obesity through physical activity as a
mediator.

(3) Physical activity positively and directly influences health and
obesity.

(4) Perceptions of disorder and violence directly and positively
influence fear of walking, and both directly and indirectly
influence physical activity (through fear of walking).

(5) Collective efficacy has a direct negative influence on fear of
walking and a direct positive influence on physical activity.
Collective efficacy also indirectly influences health and obesity
through fear and physical activity.

Age

Education

Female

Time
in Development 

Site

Self Efficacy

Disorder

Violence

Collective
Efficacy

Physical
 Activity 

Fear of 
Walking

Health/
Obesity 

Figure 1
Proposed path model of influences of environment on fear, activity, and health (Model 1) and

obesity (Model 2)
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(6) General self-efficacy has a direct negative influence on fear of
walking and a direct positive influence on physical activity.
Self-efficacy also indirectly influences health and obesity through
fear and physical activity.

The models control for age, gender, education, and time lived in
that particular public housing development. The models also include
a control variable for site, to distinguish between the two public
housing developments: the two developments have different neigh-
borhood characteristics, such as crime rates, physical disorder, and
access to resources, and those variables were not available in this
study.

Measures

Physical health

Following Ross and Mirowsky (24), physical health represents a
composite index based upon physical functioning, self-rated health,
and a lack of chronic conditions. Physical functioning was measured
by asking respondents, on a 5-point scale, their difficulty in (a)
walking a quarter of a mile, (b) walking up 10 steps, (c) standing on
their feet for 2 hours, (d) sitting for 2 hours, (e) bending or kneeling,
and (f) reaching over their head. Response options were: not at all
difficult (coded 5), only a little difficult (coded 4), somewhat difficult
(coded 3), very difficult (coded 2), and can not do at all (coded 1).
Self-rated health was a respondent’s assessment of his or her own
health as excellent (coded 4), very good (coded 3), fair (coded 2), or
poor (coded 1). Lack of chronic conditions was established from two
bivariate variables asking respondents if they had (1) a recurring
health condition that required regular, ongoing care and/or (2)
hypertension. The six physical functioning questions, chronic health
conditions, hypertension, and self-rated health all loaded onto a
single factor at 0.84, 0.81, 0.82, 0.56, 0.67, 0.66, 0.64, 0.48, and
0.57, respectively.

Obesity

Body mass index (BMI) was calculated from self-reported height
(in inches) and weight (in pounds). Respondents with a BMI X30
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were coded as 1 for obese and those with a BMI o30 were coded
as 0 (27).

Physical activity

The variable ‘‘moderate physical activity’’ was created from two
questions. The first asked respondents if, in a typical week, they
engaged in activities that increase heart rate and breathing rate (such
as bicycling or brisk walking) for at least 10 minutes at a time.
Individuals who responded positively were then asked how many
days per week (from 1 to 7) they performed those activities. We
created a 3-point scale (0–2) for moderate physical activity,
indicating whether the respondent never performed those activities
(coded 0), performed between 1 and 4 days a week (coded 1), or
performed more than 4 days a week (coded 2).

Fear of walking

Fear of walking was constructed as a 4-point scale that asked
respondents how often fear of crime kept them from walking
outdoors: never (coded 1), rarely (coded 2), sometimes (coded 3), or
always (coded 4).

Self-efficacy

This construct was measured by using the New General Self Efficacy
Scale (28). Respondents were asked to rate their agreement with a
series of eight questions from 4 (strongly agree) to 1 (strongly
disagree). Examples of questions are as follows: I will be able to
achieve most of the goals that I have set for myself; I believe I can
succeed at most any endeavor to which I set my mind. The eight
questions loaded onto a single factor (a¼ 0.88); scale score was the
mean of the eight items.

Collective efficacy

Collective efficacy was a 10-item construct (29) representing
individual-level perceptions of community cohesion and informal
social control. Respondents were asked to indicate the extent of their
agreement on a 4-point scale ranging from strongly disagree to
strongly agree or very unlikely to very likely. The items included the
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following: This is a close-knit neighborhood; people around here are
willing to help neighbors; people don’t get along with each other;
people do not share the same values; people in this neighborhood can
be trusted; likelihood that neighbors would do something about kids
hanging out; likelihood that neighbors would do something about
kids painting graffiti; likelihood that neighbors would scold a child
showing disrespect; likelihood that neighbors would break up fight
in front of house; and likelihood that neighbors would do something
if the local fire station closed. The mean of the 10 items was used to
form a single scale. Internal reliability was high (a¼ 0.88).

Violence

Violence was measured as a composite of three questions that asked
respondents to what degree they believed the following to be
problems in their community: robberies/attacks, gangs, and shoot-
ing/general violence. Respondents indicated their responses on a
3-point scale (no problem to a big problem). The index was created
by taking the mean of the three scores. Internal reliability was
adequate (a¼ 0.71).

Disorder

The disorder measure consisted of six questions regarding percep-
tions of social disorder and physical disorder in the neighborhood.
Perceived social disorder was measured by four questions that asked
respondents if they found the following to be a problem in their
neighborhoods: loitering, selling drugs, using drugs, and gang
presence. Perceived physical disorder was measured using two
questions about the prevalence of graffiti and trash in the
neighborhood. Participants were asked to rate the degree of the
problem of each form of disorder on a 3-point scale from no problem
(coded 1) to a large problem (coded 3). The disorder index was
calculated by taking the mean of the responses. Reliability was high
(a¼ 0.90).

Individual-level socio-demographics

Individual-level socio-demographic characteristics included self-
reported age (in years), gender (male/female), education (has a high
school diploma or General Educational Development (GED)
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diploma or above vs. having no high school diploma or GED
diploma), and number of years the respondent had been living in the
development.

Site

A binary variable was included to capture the public housing facility
in which each respondent lived (1¼Wells; 0¼Dearborn).

Statistical Analysis Plan

We began with a sample of 360 observations and deleted
observations for which any variable specified in our model was
missing, yielding a sample size of 338. In addition, 10 entries had
implausibly high or low BMIs. We deleted all observations that
indicated a BMI o1 or a BMI >100, for a final sample size of 328.

Path analysis was conducted using version 8.54 of LISREL (30).
Path analysis allows for the simultaneous testing of a system of
equations in which each variable is regressed against those for which
the hypothesized model indicates that a causal relationship exists. It
determines path coefficients for each relationship, which can then be
used to calculate direct and indirect effects, as well as mediating
relationships, to the dependent variable (31). A formal chi-square
test compares the observed correlation among measured variables to
that which is predicted by the hypothesized model, allowing for an
assessment of the ‘‘goodness of fit’’ of the hypothesized model.

In the path analysis, one assumes the data are continuous,
multivariate, and normally distributed. Many of the data collected in
our study were ordinal variables on 4-point scales and many were
non-normally distributed. Given a small sample size (No500) and
moderately sized models (items >8), we were unable to use the
asymptotically distribution-free estimator that makes no assumption
of normality (32). Instead we used the Satorra–Bentler Scales chi-
square and standard errors, which adjust the chi-squared by the level
of kurtosis of the variables (33). The polychoric correlation matrix
and asymptotic covariance matrix were first estimated and
maximum likelihood estimation was used to determine the
Satorra–Bentler chi-square.
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R E S U LT S

Descriptive Statistics

The majority of participants in the study (82%) were female, and
their mean age was 47 years (see Table 1). Most (59%) had at least a
high school diploma or GED diploma. The average respondent had
lived in his or her development for 27 years, although on average
individuals in Wells lived in that development slightly longer. Over
half (55%) of respondents came from Wells. The majority of
individuals reported very high levels of self-efficacy, with a mean
of 3.68 on a scale of 1–4. Perceptions of collective efficacy were
lower, with a mean of 2.33 on the same 1–4 scale. On average,
individuals from Wells reported higher self-efficacy and slightly
lower collective efficacy.

Perceived violence had a mean score of 1.92 on a scale of 1–3,
with the majority of respondents indicating they found robberies,

Table 1: Descriptive statistics for study variables

Full sample
(N=328)

Wells
(n=180)

Dearborn
(n=148)

Variable Mean Min Max Mean s.d. Mean s.d.

Age 47.00 20.00 88.00 47.00 13.89 47.00 11.91
Gender 0.82 0.00 1.00 0.83 0.38 0.80 0.38
Education 0.59 0.00 1.00 0.60 0.49 0.60 0.49
Years lived in

development
27.00 6.00 58.00 27.20 11.65 25.80 11.90

Site 0.55 0.00 1.00 F F F F
Disorder scale 0.00 �2.70 1.01 0.21 0.94 �0.27 1.04
Violence scale 1.92 1.00 3.00 2.08 0.55 1.75 0.63
Collective efficacy

scale
2.33 1.00 4.00 2.28 0.76 2.35 0.77

Self-efficacy scale 3.68 1.00 4.00 3.71 0.39 3.64 0.52
Fear of walking 2.20 1.00 4.00 2.34 1.03 2.04 1.07
Moderate activity 1.03 0.00 2.00 1.07 0.89 0.99 0.89
Physical health 0.02 �1.63 0.94 0.00 0.73 0.04 0.69
Obesity 0.47 0.00 1.00 0.47 0.50 0.49 0.50

s.d., standard deviation.
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gangs, and shootings to be a problem in their neighborhood.
Perceived violence was higher in Wells (2.08) than in Dearborn
(1.75). Fear of walking had a mean score of 2.2 on a 4-point scale,
with a higher average score in Wells compared to Dearborn.
Although the mean activity score was 1.0 (minimal moderate
physical activity), most respondents indicated either no daily
moderate activity (37%) or less than 5 days of moderate physical
activity per week (22%). Although almost half of the respondents
(47%) were obese, roughly 60% of the sample self-reported better
than average health.

The physical health and disorder variables were standardized with
a mean of zero and a standard deviation of one.

Direct Effects

Table 2 presents direct effects of individual and perceived environ-
mental characteristics on the hypothesized mediators, and on obesity
and health. In the models, site predicted self-efficacy (Po0.05),
disorder (Po0.01), and violence (Po0.01), indicating residents of
Wells had higher levels on these measures. Of the environmental
variables, perceptions of violence significantly predicted fear of
walking outdoors (Po0.01). In addition, self-efficacy predicted
physical activity (Po0.01). Fear of walking did not predict physical
activity, suggesting that individuals with higher levels of fear of
walking do not make changes in moderate activity due to that fear.

Neither fear of walking nor physical activity was significant in
predicting our binary indicator of obesity. However, physical activity
was significant (Po0.01) in predicting physical health, indicating
that higher levels of activity were associated with greater self-
reported health. As hypothesized, higher levels of fear were
associated with lower scores on physical health, although the effect
was only marginally significant (Po0.10).

Indirect Effects

Tables 3 and 4 show the results of tests for indirect effects. The site
variable significantly and positively predicted fear of walking
outdoors (Po0.01). Respondents living in Wells were more likely
to fear walking outdoors. In addition, self-efficacy was significantly
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Table 3: Total indirect effects of X (exogenous) on Y (endogenous), Model 1 and
Model 2

Outcome Model 1:
Healtha

(s.e.)

Model 2:
Obesitya

(s.e.)

Age Fear of walking �0.020 �0.020
(0.105) (0.105)

Physical activity �0.047 �0.047
(0.097) (0.097)

Physical health/obesity �0.005 0.004
(0.021) (0.097)

Gender (1=female) Fear of walking �0.058 �0.058
(0.045) (0.045)

Physical activity 0.041 0.041
(0.025) (0.025)

Physical health/obesity 0.011 0.003
(0.007) (0.007)

High school education Fear of walking �0.043 �0.043
(0.043) (0.043)

Physical activity 0.020 0.020
(0.026) (0.026)

Physical health/obesity 0.007 0.003
(0.007) (0.005)

Years spent in development Fear of walking �0.005 �0.005
(0.045) (0.045)

Physical activity o0.001 o0.001
(0.006) (0.006)

Physical health/obesity 0.001 0.001
(0.004) (0.004)

Site (1=Wells) Fear of walking 0.155* 0.155*
(0.038) (0.038)

Physical activity 0.020 0.020
(0.025) (0.025)

Physical health/obesity �0.014 �0.015
(0.010) (0.013)

a Unstandardized regression coefficient.

*Po0.001.

s.e., standard error.
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and positively associated with health through its effects on both fear
of walking and moderate physical activity (Po0.05). It is important
to note that fear of walking was not significantly indirectly related to
overall health through activity, indicating that the only effect of fear
on health was direct. No indirect effects on obesity were found.

Model Fit

The chi-square test statistic for the physical health model was 17.64
(Po0.73) with a root square mean error of approximation of o0.01

Table 4: Total indirect effects of Y on Ya, Model 1 (Physical health) and Model 2
(Obesity)

Outcome Physical
healthb

(s.e.)

Obesityb

(s.e.)

Collective efficacy Physical activity 0.008 0.008
(0.009) (0.009)

Physical health/obesity 0.007 0.007
(0.011) (0.009)

Perceived violence Physical activity �0.039 �0.039
(0.033) (0.033)

Physical health/obesity �0.037 �0.034
(0.027) (0.030)

Physical and social disorder Physical activity �0.009 �0.009
(0.011) (0.011)

Physical health/obesity �0.012 �0.006
(0.015) (0.012)

Self-efficacy Physical activity 0.004 0.004
(0.007) (0.007)

Physical health/obesity 0.035* �0.008
(0.016) (0.018)

Fear of walking Physical health/obesity �0.015 0.006
(0.012) (0.010)

a Correlations between mediator variables (self-efficacy, collective efficacy, perceived violence,

and disorder) are available upon request.
b Unstandardized regression coefficient.

*Po0.05.
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and a comparative fit index¼ 0.83. For the obesity model, the
Satorra–Bentler scaled chi-square was 26.15 (Po0.25) with a root
mean square error of approximation of o0.01 and a comparative fit
index¼ 0.92. These statistics indicated good fit of the models.
Significant direct and indirect effects of the models are summarized
in Figure 2.

D I S C U S S I O N

This study examined the associations of perceptions of the local
social environment and interpersonal characteristics with health,
obesity, fear, and physical activity. Our approach differs from
previous investigations by explicitly considering the direct and
indirect role that fear and physical activity play in explaining
physical health and obesity. We also examined whether fear was
directly associated with physical activity.

Our findings indicated that fear was directly related to reported
health (Hypothesis 1). Although the relation of fear to health was
only marginally significant, the findings nonetheless suggest the need
to explore the mechanisms linking fear to health, perhaps via stress,
within the larger social ecologic framework. That we did not find a
hypothesized relationship between fear of walking outdoors and
physical activity, coupled with the finding that physical activity did
not act as a mediator of fear’s associations with health or obesity
(Hypothesis 2), provides more weight for the argument that some
other mechanism might be at work. The fields of psychology and
physiology have linked traumatic situations to poor health through
high levels of the hormone cortisol (34). It is reasonable to expect
that prolonged exposure to violence in a neighborhood environment
may have a direct impact on the health of residents.

Although the path model had a good fit, neither fear nor physical
activity was significantly related to obesity (Hypotheses 1 and 3).
This is not necessarily surprising, given that the average age of
sample respondents was close to 50 years; hence, lifelong patterns of
health behaviors may have already been established, but not
adequately captured by the available survey items. We did not have
data on physical activity other than self-reported moderate activity,
and the physical activity measure was not validated. We also did not
have historical data on socio-economic or lifestyle factors, such as
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Site Self 
Efficacy

Disorder

Violence

Collective
Efficacy 

Physical
Activity 

Fear of 
Walking

Physical
Health

0.342***

0.312***

0.098*

0.211***

0.378***

0.140**

0.155***

0.035*

Site Self
Efficacy 

Disorder

Violence

Collective
Efficacy 

Physical
Activity 

Fear of
Walking 

Obesity

0.342***

0.312***

0.098*

0.211***

0.378***

0.155***

Age

Education

Female

Time in
Development

Age

Education

aP<0.10, *P<0.05, **P<0.01, ***P<0.001 Direct effects are indicated with a solid line;
indirect effects are indicated with a dotted line.

Female

Time in 
Development

-0.097a

Figure 2
(a) Path model of the influences of environment on fear, activity, and health (Model 1).
(b) Path model of the influences of environment on fear, activity, and obesity (Model 2)
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food consumption. Although the lack of association between
physical activity and obesity could be mainly due to measurement
limitations, if these findings can be replicated among African-
American adults, this could suggest that obesity prevention among
children may be a promising approach.

Perceived violence, but not disorder, was directly related to fear of
walking, with no indirect associations found between violence and
disorder and physical activity, through fear of walking (Hypothesis 4).
With regard to violent environments, it is theoretically sensible that
acts of violence would directly result in fear of walking, as opposed
to less fear-provoking signs of disorder. However, this study’s null
findings on the relation of disorder to activity and health stand in
contrast with recent studies that found perceived disorder related to
activity and/or health (3,5). It is possible that residents of the
developments in this study have become somewhat used to decaying
and disorderly conditions, and were less likely mentally to associate
disorder with fear or the possibility of getting hurt; hence, the
presence of disorder may not be related to health behaviors in this
population.

Collective efficacy also was not associated with lower fear or
higher physical activity in our sample, nor was collective efficacy
positively indirectly related to health or obesity (Hypothesis 5), as
some studies have found (35). It is possible that our individual-level
collective efficacy measure did not tap the neighborhood-level
processes of social capital as defined in the sociological literature
(29). In the majority of the extant English-language literature,
collective efficacy and other social capital constructs were measured
at the neighborhood level as a way to capture positive neighborhood
processes beyond one individual’s perspective. Although we could
have aggregated the responses for the environmental variables to a
unit of analysis (such as the neighborhood or portion of a street
grid), we expected little meaningful variation given that residents
resided in only two neighborhoods.

Another finding worth noting was self-efficacy’s strong direct
association with moderate physical activity and its indirect relation
to physical health through both physical activity and fear (Hypoth-
esis 6). These results indicate the importance of considering social
cognitive factors within social ecologic models of health. Interest-
ingly, our measure of self-efficacy, which did not incorporate efficacy
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items directly referring to physical activity but instead relied on
general self-efficacy items, still found strong associations with
physical activity.

We acknowledge a number of study limitations. First, the cross-
sectional nature of the study renders it impossible to establish
causality. It is possible that study participants have long been obese
or in ill health, and these poorer physical states could affect their
trust in other people, leading to negative community perceptions.
Second, fear of walking and physical activity were measured through
invalidated self-reports; objective measures of walking and moderate
activity were not available, nor was information provided to
differentiate between non-walkers and those who must walk for
transport. We also recognize that the construct validity of the fear
measure might be low as a result of using only one item, therefore
contributing to the non-significant relationship between fear and
physical activity. Another limitation was that the measure for
moderate activity did not expressly examine activity that takes places
outdoors – to which fear would be most relevant. A measure of
personal victimization in the past – found in some studies to be
related to fear – was not available and, therefore, not used as an
individual-level predictor. Finally, generalizability may be limited, as
the study sites consisted of only two public housing developments,
both situated within one urban area. This limitation extends more
generally to studies that focus on specific populations. Although
these studies can lead to targeted solutions for a particular sub-
population, such studies may sacrifice variability across observed
variables, reducing the capacity to make valid inferences about some
underlying relationships.

Despite these limitations, this study provides a step forward in the
search for a better understanding of the correlates of active living in
public housing – and other severely disadvantaged urban neighbor-
hoods. But unlike other poor residents of disadvantaged commu-
nities, public housing residents are more likely to remain in public
housing and endure a range of social problems. Many of these
residents are not likely to qualify for a new mixed-income housing
and may not even qualify for other support options, leaving them
without viable opportunities for improving their quality of life
through relocation. The concentration of residents in a centralized
physical location, such as public housing, provides a unique
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opportunity for policymakers and practitioners to experiment with
options that change physical features and/or support the social
aspects of these communities, in hope of reducing fear and increasing
physical activity. In many jurisdictions in the United States, public
housing program expenditures for comprehensive resident services
do exist, but priorities dictate that case management and supportive
services focus on building residents’ income and assets, as well as
education and tenancy record. Our analyses demonstrate that efforts
spent on increasing physical activity, as well as reducing fear, might
be worthwhile investments in the health of residents and commu-
nities. Given the findings that fear was higher in Wells than
Dearborn, and physical conditions appeared to be decidedly worse
in Wells, if we can make the assumption that these conditions are
related to the lengthy process of demolishing buildings and
relocating residents of Wells (roughly 7 years), future efforts to
replace large multi-building developments should consider having
fewer phases of relocation and/or ensuring a safe environment for
residents who remain among vacant and distressed units for any
period of time.

Research that provides a better understanding of local residents’
perspectives about perceived risk of crime and levels of fear, coupled
with details on physical activity habits and motivation (or lack of
motivation) to walk for transport or exercise, could facilitate a more
thorough understanding of the mechanisms that ultimately influence
health behaviors in high-risk urban settings. As studies of social
capital, crime, and health conducted within a social ecologic
framework continue to multiply, it becomes important to remember
that tremendous variation can exist within one microenvironment.
We recognize the public health literature’s general agreement across
North America that many individual-level determinants, such as
exercise preferences, may be shaped by fundamental social factors
and neighborhood processes (2). However, we suggest that long-
itudinal research, which follows children through adulthood, may be
best suited to answering complex questions about the interactions of
the social and physical environment, interpersonal factors, health
behaviors, and health. Furthermore, the high levels of obesity, low
levels of even moderate exercise, and high perceptions of violence
among this study’s participants points to the importance of
advocating for public health and violence-reduction programs and
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policies that specifically can reach the most vulnerable populations –
including those who may be left behind even in the face of large-scale
policy and program levers.
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