
                  
 

 

HEALTH EQUITY  
AND  

THE PORTLAND CLEAN ENERGY INITIATIVE 
By Patricia Kullberg, MD, MPH 

in collaboration with Oregon Physicians for Social Responsibility 
 
 
 
  

1 
 



2 
 

INTRODUCTION 
 
Those who have contributed the least to climate change are suffering the most. - Rev. Dr. 
William J. Barber, December, 2017 
 

Drought. Floods. Days of extreme heat. Blankets of smoke from wildfires. Portlanders 

are already experiencing the effects of climate change and the science tells us that we can expect 

even more to come. But the impacts of these events will not fall equally on everyone. Some 

populations and neighborhoods of our city are at risk to suffer more than their fair share of 

adverse outcomes.  

Centuries of inequities built into our social, political and economic institutions have 

created persistent populations of the under-resourced. As Rev. William J. Barber of the revived 

Poor People’s Campaign points out, these are primarily working families who have done little to 

contribute to climate change, yet are repeatedly forced to sacrifice their quality of life to service 

the needs of unsustainable economic growth, which in turn pushes all of us closer to climate 

change disaster. The Portland Clean Energy Initiative proposes a 1% business license surcharge 

on billion-dollar retailers to create a fund specifically designed to prevent, prepare for, and 

mitigate the impact of climate change on underserved communities while promoting a local 

transition to clean energy.  

This report draws on more than a decade of research and investigation into climate 

change in Portland and the underserved communities of the city to illuminate how local 

strategies could mitigate the ill effects of climate change while providing immediate health 

benefits. Drawing the connections between climate change and social inequities also draws the 

curtain aside on the root causes of both. Without this fundamental understanding,  strategies of 

resistance are likely to fall short.  
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SUMMARY 

 

The City of Portland can expect to experience warmer, wetter winters with more flooding 

and intense rain events and hotter, drier summers with more drought and days of extreme heat. 

Key impacts on environmental and human systems include worsening air pollution from wildfire 

smoke, ozone and diesel particulate matter; damage to transportation, water and sewer systems; 

increases in food and energy costs; and increased demand on emergency response, public safety 

and health care systems.  

The communities in Portland that are most susceptible to these adverse effects include 

communities of color, immigrants, low income persons, and the houseless. These communities 

already bear a disproportionate burden of sickness and premature death (health outcome 

disparities) related to a long history of systematic socioeconomic deprivation. They bear the 

additional burden of living in unhealthy environments that are poorly prepared to withstand 

adverse climate events. The most important drivers of these health outcome disparities are the 

social determinants of health. These include factors such as poor education, unemployment, lack 

of access to health care, exposure to industrial pollutants and toxins, substandard housing, 

racism, poor social cohesion, and political disenfranchisement.  

Key adverse health outcomes in Portland from climate change include illness and death 

due to extreme heat; exacerbation of respiratory and cardiovascular disorders from worsening air 

quality; hunger and malnutrition due to drought related food insecurity; and outbreaks of 

infectious disease from storm related water contamination and weather related changes in 

populations of vectors (ticks, mosquitos, fleas). Stress from these impacts will increase anxiety, 
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depression, suicide, and interpersonal violence. All of these untoward effects will be visited more 

severely on underserved populations. 

The Portland Clean Energy Initiative seeks to reduce Portland’s contribution to climate 

change and promote economic development in underserved communities through renewable 

energy investment, clean energy job training, regenerative agriculture, and green infrastructure. 

Strategies that mitigate climate change impact and increase climate change resiliency have 

immediate and positive effects on the physical and mental health of those communities. 

Improving the social and economic conditions in neighborhoods likewise improves their climate 

change resiliency, while increasing their capacity to become active players in their own destiny.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 



5 
 

CLIMATE CHANGE: PROJECTED IMPACTS IN PORTLAND 

Climate change is the greatest environmental challenge of the 21st century. It poses a serious 
threat not just to Oregon’s natural treasures — forests, mountain snows and rivers — but also to 
our jobs and our health. – Climate Action Plan, Multnomah County and the City of Portland, 
20151 

 
The Oregon Climate Change Research Institute in 2009,2 the Resource Innovation 

Group’s Climate Leadership Initiative in 20113 and the Oregon Public Health Division in 20144 

examined the most current scientific resources and modeling systems to assess the expected 

impacts of global warming on local weather systems. They came to the same conclusions:  

● An overall warming trend; how much warming will depend on the degree to 
which carbon emissions are contained 

● Changes in precipitation patterns; more rain than snow, more precipitation falling 
in a shorter period of time 

● Significant loss of snowpack in the Cascade Mountains  
● Higher stream runoff in winter and spring and decreased flows in summer with 

increased risk of flooding  
● Higher intensity and increased distribution of fires 

For Portland this means winters will be warmer and wetter, summers will be hotter and 

drier, drought conditions will be more common, the area will suffer more flooding, extreme heat 

days and more air pollution from wildfires. Key potential impacts in Portland to infrastructure, 

the economy, and public services include2: 

● Damage to water and sewer infrastructure due to intense rain events 
● Flood and storm damage to air and rail systems, bridges and roads 
● Flood and fire damage to buildings 
● Increased power disruptions 
● Increased energy demands and costs 
● Changes in agricultural production with increase in food prices and food 

insecurity 
● Increased demands on emergency response, public safety, and health care systems 

 
The health effects of these changes are numerous and complex and will be visited most 

severely on the most vulnerable populations (see section on health impacts below). 
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UNDERSERVED POPULATIONS 

“All populations are at risk from climate change in some way, but some communities are more 
vulnerable than others. This climate gap is one in which the poor and people of color will 
be hit the worst.” – Oregon Climate Change Research Institute2 

 

The populations and communities which are most susceptible to the impacts of climate 

change (for reasons discussed in detail below) include: low income persons, communities of 

color, immigrant communities, and the houseless.  

2016 American Community Survey5 data reveals a city that is majority white alone and 

native born. (Note: these numbers likely represent a systematic undercount of people of color in 

the region. See the article “Politics of Data”6 for further discussion.) 

Table 1 
Portland Population by Race, Ethnicity and Origin 

 
White Alone 77.7% 

African American 5.7% 

Native American 0.7% 

Asian 7.6% 

Hawaiian/Pacific 
Islander 

0.6% 

Two or more races 5.2% 

Latinx 9.7% 

Foreign born 13.7% 

 

Approximately 18% of Portland’s population speaks a language other than English at 

home.7 About 40% of those are Spanish speakers. According to the American Community 

Survey (US Census Bureau) figures 12.2% of Portlanders lived below the federal poverty line in 

2015, down from 15% in 2011 but still above the pre-recession rate of 11.1% in 2007.8  
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The Regional Equity Atlas9 includes maps of demographic data (race/ethnicity, income, 

age, household composition, and immigrant status) from the 2010 census in Portland. This series 

of census tract maps shows that communities of color, immigrants, and low income persons are 

dispersed throughout the city with concentrations in parts of downtown, the Pearl, northwest 

Portland, north Portland, inner northeast Portland, outer east Portland, the Cully neighborhood, 

and along a strip immediately west of I-205. Maps of low income communities are similar to 

maps of communities of color, suggesting considerable overlap between these two communities. 

Immigrant communities are concentrated in both high and low income census tracts. In other 

words, people of color are more likely to live in impoverished neighborhoods than white people, 

while the residential patterns of immigrant communities are more complex. Likely this reflects 

the diversity of the immigrant population which includes both white people and people of color, 

those who are documented and those who are not and, therefore, people who enjoy relative 

degrees of privilege. 

The houseless population of Portland is historically fluid and undercounted. The most 

recent data on this population can be found in the 2017 Point in Time Count of Homelessness.10  

Between 2013 and 2017 the total population has ranged between 4200 and 4500 persons. 

Houseless persons are disproportionately adult native born males, Native American and African 

American. Houseless encampments are scattered all over the city, excepting some of the high 

income census tracts. 
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HEALTH DISPARITIES AND THE SOCIAL DETERMINANTS OF HEALTH 

In every system we looked at, there are significant disparities. The breadth and depth of these 
disparities is deeply unsettling. Our best understanding of this is that institutional, ideological, 
behavioral and historic racism intersect to create these harrowing results. – Communities of 
Color Coalition, Portland, 201411 

 
Socioeconomic status (defined by income and education) is a potent predictor of health 

outcomes. Nationwide studies demonstrate that as income rises, the likelihood of death from 

cancer and heart disease drops and life expectancy rises.12 The State Health Profile13 compiled 

by the Oregon Public Health Division in 2012 reveals that persons with low socioeconomic 

status in Oregon suffer a disproportionate burden of ill health. Table 2 (adapted from the report) 

summarizes some of those findings.  

Table 2 
Prevalence of Selected Chronic Conditions Among Adults by Economic Status, Oregon, 

2009 
 

Chronic Conditions Economically 
Disadvantaged 

Economically 
Advantaged 

Self-report of good or excellent 
health 

69% 90% 

Asthma 18% 9% 

History of Heart Attack 9% 3% 

History of Stroke 7% 2% 

Diabetes 15% 6% 

Hypertension 29% 24% 

 

“The State of Equity Report”14 issued in 2013 by the Oregon Health Authority and 

Department of Human Services documented similar ethnic disparities. Table 3 summarizes key 

findings.   
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Table 3 
Racial and Ethnic Disparities by Selected Measures* 

 

Indicator African-
American 

Asian/Pacific 
Islander 

Native 
American 

Latinx 

Years of Potential Life Lost 
before age 75, per 100,000 
population 
 

    

Late stage Breast cancer at 
diagnosis, age >50 

    

Hypertension prevalence 
among adults 

    

Low birth weight     

New HIV/AIDS diagnosis      

Homicide rate      

*Adapted from State of Equity Report 2013 

Key 

No statistically 
significant disparity 

Statistically 
significant disparity 

 

In 2014 Multnomah County Health Department issued a “Report Card on Racial and 

Ethnic Disparities.”15  The report compiled results from myriad data resources to paint a 

devastating picture of the health status of minority communities in Multnomah County, 

particularly African-Americans. Table 4 summarizes their findings for measures of morbidity 

and mortality. 
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Table 4 
Health Outcome Disparities by Race/Ethnicity: Morbidity and Mortality* 

 

Morbidity Indicator African-
American 

Asian/Pacific 
Islander 

Native 
American 

Latinx 

Adults reporting fair or poor health     

Human Immunodeficiency Virus 
(HIV) incidence per 100,000  
 

    

 
Live births with low birth weight 
(<2500 grams)  

 
 

    

Years of Potential Life Lost (YPLL) 
before age 65, rate per 100,000 
population 

 

    

Infant mortality rate per 1,000 births  

 
    

Coronary heart disease mortality rate 
per 100,000 population 

 

    

Stroke mortality rate per 100,000 
population  

 

    

Mortality Indicator African-
American 

Asian/Pacific 
Islander 

Native 
American 

Latinx 

Diabetes mortality rate per 100,000 
population 

 

    

All cancer mortality rate per 100,000 
population 

 

    

Lung cancer mortality rate per 
100,000 population  

 

    

Colorectal cancer mortality rate per 
100,000 population  

 

    

Prostate cancer mortality rate per 
100,000 population 

    

Homicide rate per 100,000 
population 

    

*Adapted from 2104 Report Card on Racial Disparities 

Key: 

No statistically 
significant disparity 

1.1-1.9 times more 
likely 

2.0 or more times 
more likely 
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These analyses reveal that the African-American population and to a lesser degree the 

Native American population in Portland suffer a significantly higher burden of early death and 

disease. Years of Potential Life Lost is a particularly important indicator of the impact of 

premature death. The death of a father of three from a heart attack at age 45, for example, has a 

far larger impact on family and community than the death of a grandfather from a heart attack at 

age 80. Both African-American and Native American communities fair poorly on this measure.  

Health outcomes are determined by a complex interplay between individual and social 

factors. The most widely accepted model is represented in figure 1, which is adapted from the 

1991 paper for the World Health Organization on the social determinants of health by Dahlgren 

and Whitehead.16 

 

Figure 1: social determinants of health, Dahlgren and Whitehead. 

Key to understanding, and remedying, disparities in health outcomes is that social factors 

account for more than two-thirds of health outcomes,17 and that health outcome disparities are 
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the result of disparities in social determinants. Some researchers estimate that social, political 

and environmental conditions have a greater impact on well-being and longevity than either 

clinical care or individual behavior.18  

If disparities in social determinants were eliminated, disparities in health outcomes would 

be wiped out as well. In other words, the differences in health cannot be explained away by 

differences in biological factors (age, gender or genetics) between those who are white alone, 

formally educated, financially secure, living in healthy environments and those who are not.  

Individual lifestyle factors include poor diet, lack of exercise, substance use, teen birth, 

and violence. All of these factors tend to be more common among low-income and people of 

color. But to think of these as a matter of “lifestyle” overlooks the influence of social 

environments. Certainly individuals should be held accountable for the choices they make, but to 

understand behavior as a simple matter of individual choice not only ignores the psychological 

complexity of human motivation, but also serves a long discredited blame-the-victim paradigm 

which absolves the larger community from any responsibility to remedy the conditions that 

invite and sometimes even demand poor choices. For example, the complex associations between 

living in poverty and interpersonal violence are well documented (See “Connecting the Dots: An 

Overview of the Links Among Multiple Forms of Violence”19) and exposure to violence is itself 

a risk factor for substance use. As another example, the marketing of tobacco products or sugary 

beverages as cool and sexy, even associated with youth and vitality, has promoted use and abuse 

of these products beginning early in life.   

Social and community networks refers to the nature of relationships between people in a 

given community. For example, in communities where people do not know their neighbors, 

social isolation of vulnerable individuals is more common. Social isolation is a risk factor for 
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poor health. Social cohesion within a community, on the other hand, through churches, schools, 

or neighborhood associations, can mitigate or even prevent problems like substance use and 

violence.  

Living and working conditions includes housing, air and water quality, employment, 

access to schools, parks, health care, healthy food outlets, transportation and a host of other 

factors. As examples, air pollution exacerbates asthma and other respiratory disorders and 

exposure to industrial pollutants increases cancer risk. Aged and poorly maintained housing 

stock increases risk for childhood lead exposure. Lack of employment and low wages reduce 

many families to poverty, which worsens all health outcomes. Lack of access to health care is 

associated with worse health outcomes. No safe outdoor places to play means kids do not get 

exercise. Lack of healthy food outlets in the neighborhood discourages healthy eating. Poor 

access to public transportation increases commute times for low income workers and increases 

stress which itself has a negative impact on health outcomes. 

General socio-economic, cultural, and environmental conditions refer to factors such as 

racism, opportunities for political participation, poverty and income inequality, cultural attitudes, 

weather, and geography. The belief within some communities that a fat baby is a healthy baby, 

for example, is associated with childhood obesity and diabetes. Low-income families in cold, wet 

climates may face the choice between paying for heat or buying food, with obvious effects on 

health and well-being. The un-democratic imposition by the state of un-elected city management 

onto Flint, Michigan, lead directly to a crisis of water quality and poisoning of the community’s 

children. The contamination of Flint’s water supply would likely not have happened had a truly 

representative city government been in place. And evidence is mounting that experiencing 

racism has profound impacts on health independent of genetics, behavior, socioeconomic status, 
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or environmental conditions and accounts for a greater share of documented health outcome 

disparities than previously recognized.20 

Social determinants of health are both interrelated and cumulative. Some factors have a 

direct impact on health. Accumulation of mold in substandard housing, for example, can 

exacerbate respiratory disorders. Other adverse effects are more complicated. Limited transit 

service and active transportation infrastructure, for example, may result in hours-long commutes 

to work, which reduces the time parents have to spend with children, which in turn may 

negatively impact school performance, which itself is related to worse health outcomes. Some 

factors are mediated through stress, which has untoward effects on both physical and mental 

health. Loss of a job may precipitate episodes of domestic violence, for example, creating 

depression and anxiety, which can increase the frequency and severity of asthma attacks. In 

addition, social determinants are not distributed equally across groups. The same kids who attend 

under-resourced schools often live in vermin-infested homes. Their parents are less likely to be 

employed. They grow up to face discrimination in the workplace and more exposure to 

workplace toxins.  

“Weathering”21 is a term coined by Arline Geronimus, a researcher and professor at the 

University of Michigan’s Population Research Center. Weathering refers to a process of 

premature aging due to the effects of constant stress from the more quotidian effects of racism, 

the repeated experience of being dismissed, disrespected, diminished, and overlooked. A 

weathering process may similarly affect all those who are marginalized, stripped of their dignity 

and independence, disenfranchised from the political process or denied basic needs for food and 

shelter. 
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In Portland, low income communities and communities of color fare poorly on nearly all 

measures of social determinants of health. These social, economic, and political factors are often 

the same factors that increase vulnerability to the effects of adverse climate events and their 

capacity to recover from such events.  

Disparities in unhealthy behaviors are summarized in Table 5, disparities in social and 

economic factors in Table 6.  

 
Table 5 

Health Behavior Disparities* 
 

Behavioral 
Disparity 

Low-income African-
American 

Asian/Pacific 
Islander 

Native 
American 

Latinx 

Tobacco use      

Tobacco use 
during 
pregnancy 

     

Unhealthy 
diet 

     

Lack of 
exercise 

     

Obesity      

Teen Birth      

Homicide      

         * Adapted from reports 11-15 

Key 

No statistically 
significant 
disparity 

Statistically 
significant 
disparity 

 



16 
 

Table 6 
Social and Economic Disparities by Race and Ethnicity* 

 
 African-

American 
Asian/Pacific 

Islander 
Native 

American 
Latinx 

Social or Economic Indicator 

Children under age 18 in poverty     

Children who live in single parent 
households 
 

    

 
Students not meeting 3rd grade 
reading level standards 

 
 

    

Ninth grade cohort who did not 
graduate high school in four years  
 

    

Adults age 25+ with high school 
education or less 

 

    

Population age 16+ unemployed and 
seeking work 

 

    

Adapted from 2104 Report Card on Racial Disparities15 

Key: 

No statistically 
significant disparity 

1.1-1.9 times more 
likely 

2.0 or more times more 
likely 

 

The 2010 report Communities of Color in Multnomah County: An Unsettling Profile11 

documents similar disadvantages among immigrant communities and people of color in 

Multnomah County across all measures of social and political well-being. These residents are 

more likely to be low income. They are more likely to be unemployed, incarcerated, and without 

a formal education. Even at the same level and type of education as white people, they earn less 

money. They are less likely to own their own homes and to have health insurance. They are less 

likely to be registered to vote and less likely to vote. The unemployment rate nationally for 

African Americans has improved substantially since the 2008 recession but,  in Oregon, African 
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American unemployment in 2016, the latest year for which statistics are available, was 13.1% 

compared to a statewide average of 5.7% for all workers.22  

Multnomah County Health Department ranked seven Portland neighborhoods based on 

twenty-six measures of access to healthy food, exercise, and transportation.23 North Portland, 

central northeast, and east Portland, where communities of color, low-income, and most 

immigrant communities are concentrated, ranked at the bottom.  

The City of Portland Bureau of Planning and Sustainability also mapped out Portland 

neighborhoods based on combined measures of access to bike trails, food outlets, transit, 

recreation, elementary schools, sidewalks, and commercial services. The map of Urban 

Resilience: Vulnerable Populations and Complete Communities24 reveals identical geographic 

patterns.  
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Figure 2: Urban Resilience: Vulnerable Populations and Complete Communities 

Census tracts within Portland with high concentrations of people of color also suffer 

some of the worst air quality, as measured by levels of diesel particulate matter, in the city.15 

Heat islands—areas that suffer the greatest average temperature rise during extreme heat 

events—are scattered across the city but tend to cluster along both rivers, major freeway and 

highway corridors and the north Portland industrial area. Heat islands variably affect low income 

communities, but exert the most harmful effects on the houseless.25, 26 

Persons living in substandard housing report more neighborhood vandalism, trash, streets 

in poor repair, and crime, all of which are associated with social isolation and poor social 

cohesion.27 People living in north Portland and in outer northeast and southeast neighborhoods, 
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which have higher concentrations of low-income, immigrant and minority communities, are also 

less likely to report that they live in a good neighborhood, that their neighbors are willing to 

help, and that they enjoy a sense of community. They are more likely to report that people move 

in and out a lot.27 

All of these factors decrease community capacity to prepare for, mitigate the effects of, 

and recover from adverse climate events.  
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CLIMATE CHANGE AND SUSCEPTIBLE POPULATIONS 

Overlooked	  with	  regularity	  is	  the	  fact	  that	  Climate	  Action	  Plans	  are	  put	  into	  practice	  in	  the	  context	  of	  
urban	  environments	  where	  inequity	  and	  injustice	  –	  especially	  in	  terms	  of	  race	  and	  class	  –	  is	  pervasive.	  
-‐Greg	  Schrock,	  Climate	  Action	  Plan	  Equity	  Scan	  Consultant	  for	  the	  2013	  Portland/Multnomah	  
County	  Climate	  Action	  Plan	  Update28	  
	  

In the Oregon Climate and Health Profile Report4  and the city/county Climate Change 

Preparation Strategy26  the populations at highest risk for adverse outcomes from climate change 

events are identified as follows:  

● Persons in substandard housing without weatherization or air conditioning 
● Non-English speaking persons with limited capacity to receive or understand 

climate-related information or advisories 
● Houseless persons  
● Persons with chronic health and/or mental health conditions and disabilities 
● Persons living in areas with pre-existing poor air quality 
● Persons living in urban heat islands 
● The very young and the very old 
● Those living in care facilities 
● People who work outdoors  

 
The Oregon Climate and Health Profile Report4  details the expected health effects of 

climate change and the populations most susceptible to those effects. Table 7 is adapted from the 

report to summarize key effects on populations in Portland. 
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Table 7 
Climate Change Health Effects and Susceptible Populations 

 
 Outcomes Susceptible Populations 

Heat related illness Heat rash, heat cramps, heat 
exhaustion, heat stroke 

Very young and very old, pregnant 
women, people with chronic disease, 
socially isolated, houseless, outdoor 
workers 

Heat related death Heart attack, stroke, renal failure, 
heat stroke, respiratory failure  

Very young and very old, people 
with chronic disease, socially 
isolated, houseless, outdoor workers 

Heat related violence Homicide and intentional injury Children and young adults especially 
in communities with pre-existing 
higher rates of interpersonal violence 

Heat related air 
pollution and ozone 
formation 

Chest pain, coughing, throat 
irritation, exacerbation of 
emphysema, bronchitis and 
asthma, cancer and 
cardiopulmonary death 

Children, those living in areas with 
pre-existing air pollution, persons 
with pre-existing respiratory 
conditions 

Drought related food 
insecurity 

Hunger and malnutrition  Low income, communities of color, 
pregnant women, children 

Smoke pollution 
from wildfires 

Asthma, bronchitis, pneumonia, 
cardiopulmonary disease and 
death, motor vehicle crash 

Very young and very old, those with 
pre-existing respiratory and cardiac 
disease 

Heavy rains Accidental injury and death Those who live, work or attend 
school near or on unstable slopes, 
including houseless 

Flooding Accidental injury and death, 
water borne disease, exposure to 
toxins 

Those who live, work or attend 
school in low lying areas, including 
houseless 

Weather related 
increase in mold, 
pollens and other 
allergens 

Exacerbation of asthma and 
allergic rhinitis 

Those with pre-existing allergic 
disorders 

Infectious disease Vector borne disease, food and 
water borne disease, fungal 
disease 

Low income, those with pre-existing 
chronic disease, very young and very 
old, immune-compromised 

Stress related to 
extreme weather 
events 

Anxiety, depression, suicide, 
substance abuse, violence 

Those with pre-existing mental 
health disorders and pre-existing 
socioeconomic stressors 
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HEALTHY COMMUNITIES AND CLIMATE CHANGE RESISTANCE 

The Portland Clean Energy Initiative is a story about us creating our own clean energy future, 
where new renewable energy and energy efficiency investments improve our homes, improve our 
city’s environment, train our workers, and support our businesses. – Portland Clean Energy 
Initiative29 

 
The goals of the proposed Portland Clean Energy Initiative are to “lower Portland’s 

contributions to climate-altering pollution, build up locally owned renewable energy and invest 

in economic development for low-income communities and communities of color.”30  

The Portland Clean Energy Initiative would channel resources into three key areas31:  

1. Renewable energy and energy efficiency programs 
2. Clean energy job training and contractor support 
3. Regenerative agriculture and green infrastructure 

 
Potential projects include: 

● Weatherization 
● Air conditioning 
● Improved recycling systems 
● Demolition salvage 
● Solar energy systems 
● Increased green space, tree canopy, eco-roofs 
● Community gardens and roof gardens 

 
Projects would be designed with community input and would generate clean energy jobs 

that would primarily benefit low income and immigrant communities and communities of color. 

Building climate resilience makes for healthier neighborhoods. Conversely, improving 

neighborhood conditions mitigates the effects of climate change and enhances the capacity to 

prepare for and recover from climate-related events. Climate resilience and neighborhood health 

are inextricably linked.  

Neighborhoods can be characterized by their physical and social conditions and access to 

services. In a healthy neighborhood, housing units are in good repair, free of mold, vermin, lead 
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paint and other toxics, and are adequately heated and cooled. Litter, graffiti, and vandalism are 

absent. The neighborhood includes common spaces, green spaces and an ample tree canopy. 

Bikeways, walkways and parks are safe and easy to access. The air and water is clean. Health 

clinics, schools, healthy food outlets and public transportation are all nearby. The neighbors 

know each other, trust each other and are willing to help out. Residents tend to remain in the 

neighborhood over a span of years. Crime rates are low and civic engagement is high. People are 

more likely to volunteer and more likely to vote. 

A growing body of literature supports the hypothesis that living in a healthy 

neighborhood promotes mental and physical health and longevity and that poor conditions 

increase morbidity and premature mortality. (See Multnomah County’s review of the social 

determinants of health and  neighborhood health.27) Improving neighborhood conditions has 

salutary effects on both mental and physical health.32 

To improve the health of Portland’s most distressed communities, Multnomah County 

Health Department, the Urban League, and the Coalition of Communities of Color recommend a 

number of social and economic policies and programs aimed at economic development and job 

creation, improvements in the built environment like walkways, bike paths and green space, 

improved access to healthy food and public transportation, development of community 

leadership and self-organization of communities. These same approaches are also part of the 

Climate Action Plan for Multnomah County and the City of Portland,1 the Climate Leadership 

Initiative report3 and climate recommendations from the Oregon Health Authority.4 It is a 

remarkable convergence of thinking on what needs to be done to solve two of our most pressing 

problems: climate change and social inequities.  
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Marginalized communities in Portland already enjoy considerable social assets. All of 

these communities have churches, school associations, community benefit organizations, 

political organizations, social service agencies, and other social networks that are deeply engaged 

with improving the social and political conditions of their lives. All of them have histories of 

resistance to the forces of repression and discrimination.  

As just one example, the Urban League of Portland, Multnomah County Health 

Department and North by Northeast Community Health Center teamed up to adapt a curriculum 

for community health workers (CHW) specific to the African American community.33 Their 

program, We Are Health, has trained two cohorts of CHWs, whose outreach brings culturally 

informed care to community members to increase capacity for self-care and independence, 

improve access to clinical care and reduce costs, all of which help reduce health outcome 

disparities.  

In the transition to clean energy, it is strategies like these which are most likely to 

succeed, because they build on pre-existing knowledge, experience and skills in underserved 

communities and leverage pre-existing social networks. They engage a community in its own 

uplift. They allow communities to develop themselves through a fundamentally democratic 

process, in ways that fit their own social and cultural needs as they themselves define them. 
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CONCLUSION 

A transition to clean energy is essential to avert climate disaster. But the transition will 

not be led by the fossil fuel industry and its allies. The past two decades have amply 

demonstrated that the most effective challenge to the planet-killing extraction of fossil fuels is 

vigorous local resistance. (For more on the nature of resistance to the fossil fuel industry, see 

Naomi Klein, This Changes Everything.34)  Resistance happens when communities share a vision 

for a different future and feel empowered to seize it. Healthy communities have more capacity to 

resist. Healthy communities are engaged communities. Turning underserved communities into 

healthy communities does not happen in the absence of economic justice. Averting climate 

disaster, economic justice and healthy communities are all inextricably linked. (See This 

Changes Everything34 for more on the links between economic justice and climate change.) The 

Portland Clean Energy Initiative is a strategy to give communities the tools and resources and 

vision to create their own clean energy future and build a healthier city for all of us.  
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