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Abstract without broader structural change. This review contributes to the

Life expectancy in the United States (US) has stagnated and
declined in recent years, with growing evidence of substantial
variation within urban areas. This review synthesizes the literature
on neighborhood-level disparities in life expectancy across U.S.
cities, focusing on their magnitude, structural determinants, and
policy implications. Drawing on peer-reviewed and grey literature
published between 2010 and 2025, the review examines intra-urban
differences in mortality across major and mid-sized cities, including
Chicago, New York City, Louisville, and Baltimore. Findings
indicate that life expectancy gaps of 10-30 years persist within
cities and are strongly associated with socioeconomic inequality,
racial segregation, environmental exposure, and uneven access
to healthcare and community resources. These disparities reflect
cumulative structural disadvantages rather than isolated behavioral
factors. The review further identifies emerging innovations,
including geospatial analytics, precision public health approaches,
and community-based participatory models, which offer promising
strategies for targeted intervention. However, gaps in longitudinal
evidence, inconsistent measurement methodologies, and limited
integration across disciplines constrain progress. Policy analysis
suggests that effective mitigation of disparities requires multi-level
interventions, cross-sector collaboration, and sustained investment
in upstream determinants such as housing, economic opportunity,
and environmental conditions. Healthcare system reforms alone are
unlikely to produce meaningful reductions in life expectancy gaps

literature by integrating findings across diverse urban contexts and
highlighting actionable pathways for advancing health equity in U.S.
cities.

Introduction

Background and Significance

Life expectancy in the United States (US), long considered a
benchmark indicator of population health and socioeconomic
progress, has exhibited troubling stagnation and, in some periods,
decline over the past decade. After decades of steady improvement
throughout the twentieth century, national life expectancy plateaued
beginning in the early 2010s. Subsequently, it declined, driven by a
confluence of factors including rising mortality from drug overdoses,
suicides, and cardiometabolic conditions [1]. More recent analyses
incorporating the effects of the COVID-19 pandemic indicate further
declines, disproportionately affecting marginalized populations and
amplifying preexisting inequities [2].

While national trends are concerning, they obscure a more striking
and consequential phenomenon, the extreme heterogeneity in life
expectancy observed within urban areas. A growing body of literature
demonstrates that intra-urban variation in life expectancy often
exceeds differences observed between countries at different stages
of economic development [3, 4]. This spatial inequality reflects
the geographic clustering of social, economic, environmental,
and structural determinants of health that accumulate over time,
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reinforcing the concept that where people live profoundly influences
health outcomes and life expectancy.

Empirical studies across major U.S. cities consistently document
large disparities in life expectancy across neighborhoods, frequently
aligned along lines of race, income, and historical patterns of
segregation. In Chicago, for example, analyses have identified life
expectancy gaps approaching 30 years between predominantly
affluent, majority-white neighborhoods on the North Side and
economically disadvantaged, predominantly Black neighborhoods
on the South and West Sides [5]. Similar patterns have been observed
in other metropolitan areas, including New York City, Baltimore,
and Washington, D.C., where neighborhood-level differences in life
expectancy routinely exceed 20 years [6, 7].

Mid-sized cities also exhibit pronounced disparities, although
they are less frequently represented in the literature. In Louisville,
Kentucky, life expectancy differences across ZIP codes and census
tracts have been linked to concentrated poverty, environmental
exposure, and long-standing patterns of disinvestment, particularly in
the city's western portion. These disparities reflect broader structural
inequities that are not unique to large metropolitan areas but are
pervasive across diverse urban contexts.

Collectively, this evidence underscores the importance of moving
beyond aggregate national indicators toward a more granular
understanding of population health. Neighborhood-level analyses
reveal that life expectancy is not simply a function of individual
behavior or healthcare access but is deeply embedded within the
social and structural fabric of urban environments.

Problem Statement

Despite the growing recognition of health inequities within cities,
much of the public health discourse continues to rely on national
or state-level averages that mask substantial intra-urban variation.
These aggregated measures can obscure the lived realities of
communities experiencing significantly shorter life expectancies and
may inadvertently contribute to policy approaches that fail to address
localized determinants of health [8]. As a result, interventions
designed at broader geographic levels often lack the specificity
required to target high-risk populations effectively.

Furthermore, while numerous studies have examined life
expectancy disparities within individual cities, the literature
remains fragmented, with limited synthesis across multiple urban
contexts. This lack of comparative analysis constrains the ability to
identify common structural drivers and limits the generalizability
of findings. Differences in methodological approaches, geographic
units of analysis, and data sources further complicate efforts to draw
consistent conclusions across studies [3].

There is also a tendency within the literature to emphasize proximal
risk factors, such as health behaviors or access to clinical care, without
attention to upstream determinants, including housing policy, labor
market conditions, environmental exposures, and structural racism.
This imbalance may lead to an overemphasis on individual-level
interventions while underestimating the role of systemic forces that
shape health outcomes across populations [9].

Given these limitations, there is a clear need for a focused synthesis
that integrates findings across multiple cities, situates life expectancy
disparities within a structural framework, and identifies actionable
policy and system-level interventions.

Purpose and Research Questions

The purpose of this review is to synthesize existing literature on
neighborhood-level life expectancy disparities within urban areas of
the US, with an empbhasis on identifying common patterns, structural
determinants, and policy implications. By integrating findings across
diverse metropolitan contexts, this review seeks to provide a more
comprehensive understanding of how place-based inequities shape
population health outcomes.

Specifically, this review is guided by the following research questions:

1.  What is the magnitude and geographic distribution of intra-
urban life expectancy variation in U.S. cities?

2. What structural determinants, including socioeconomic
conditions, racial segregation, environmental exposures, and
healthcare access, explain these disparities?

3. What policy interventions and health system strategies have
demonstrated effectiveness in reducing neighborhood-level life
expectancy gaps?

By addressing these questions, the review aims to contribute to the
growing body of literature on urban health inequities and to inform
the development of targeted, evidence-based interventions that
address the root causes of disparities rather than their downstream
consequences.

Methods
Study Design

This study employed a narrative review design informed by
an integrative review methodology to synthesize evidence on
neighborhood-level disparities in life expectancy across urban
areas in the US. Integrative reviews are particularly well suited to
complex public health topics that span multiple disciplines, as they
allow diverse study designs, including epidemiological analyses,
policy evaluations, and population health studies [10]. Unlike
systematic reviews that prioritize narrowly defined clinical questions
and randomized controlled trials, the integrative approach enables
a broader examination of structural determinants and contextual
factors shaping health outcomes.

The present review was structured to balance methodological rigor
with the flexibility necessary to capture heterogeneity across urban
settings, data sources, and analytic approaches. Consistent with best
practices in integrative review methodology, the process involved
systematic problem identification, structured literature search, data
evaluation, data analysis, and synthesis of findings into a coherent
conceptual framework [10]. This approach is particularly appropriate
given the interdisciplinary nature of urban health disparities, which
intersect epidemiology, sociology, economics, and urban planning.

Search Strategy

A comprehensive literature search was conducted to identify
relevant studies examining intra-urban disparities in life expectancy.
Three major bibliographic databases were utilized, PubMed, Scopus,
and Web of Science, selected for their extensive coverage of public
health, epidemiological, and interdisciplinary research.

The search strategy combined controlled vocabulary terms
and free-text keywords to maximize sensitivity and specificity.
Core search terms included combinations of the following: “life
expectancy disparities,” “urban health inequalities,” “neighborhood
mortality,” “spatial health inequities,” “place-based health,” and
“social determinants of health.” Boolean operators (AND, OR) and
truncation were applied to capture variations in terminology across
disciplines. For example, search strings included:

*  (“life expectancy” OR “mortality”’) AND (“neighborhood” OR
“census tract” OR “urban”)

*  (“health disparities” OR “health inequities”) AND (“city” OR
“metropolitan”)

*  (“social determinants of health”) AND (“life expectancy” OR
“mortality disparities”)

99 .

The search was limited to studies published between January 2010
and March 2025 to capture contemporary analyses reflecting recent
methodological advances in small-area estimation and geospatial
health analytics. Additional studies were identified through
backward citation tracking of key articles and reports, as well as
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targeted searches of grey literature, including reports from public
health agencies and research institutions.

Inclusion Criteria
Studies were included in the review if they met the following criteria:
1. Geographic Scope

Studies conducted within the US, with a focus on urban or
metropolitan areas.

2. Level of Analysis

Analyses conducted at sub-county geographic levels, including
census tracts, ZIP codes, neighborhoods, or city-defined community
areas. This criterion ensured sufficient granularity to capture intra-
urban variation.

3.  Outcome Measures

Studies reporting life expectancy, mortality rates, or closely related
indicators (e.g., age-adjusted mortality) with clear geographic
differentiation.

4. Time Frame

Publications dated between 2010 and 2025, reflecting contemporary
patterns and analytic methods.

5. Study Type

Empirical studies, including cross-sectional analyses, longitudinal
cohort studies, ecological studies, and population health assessments.
Selected high-quality grey literature, such as government and
institutional reports with robust methodology, was also included to
enhance comprehensiveness.

This inclusion framework was designed to ensure the review
captured both academic and applied public health perspectives while
remaining relevant to current policy and practice contexts.

Exclusion Criteria
Studies were excluded based on the following criteria:
1. Lack of Geographic Granularity

Analyses limited to national or state-level data, without sub-county
or neighborhood-level differentiation, were excluded because they
do not capture intra-urban disparities central to this review.

2. Non-U.S. Context

International studies were excluded unless used for contextual
framing in the introduction or discussion, given the focus on U.S.
urban environments and policy systems.

3. Non-Empirical Publications

Editorials, commentaries, and opinion pieces without empirical
data or analytic linkage to life expectancy outcomes were excluded.

4. Single-Factor Analyses Without Contextualization

Studies examining isolated risk factors (e.g., smoking prevalence)
without linking findings to broader structural or geographic patterns
were excluded to maintain alignment with the review’s focus on
systemic determinants.

5. Methodological Limitations

Studies with unclear data sources, insufficient methodological
transparency, or small sample sizes that limited generalizability were
excluded following critical appraisal.

These exclusion criteria were applied to enhance the validity and
interpretability of the synthesized findings.

Data Extraction and Synthesis Approach

Data extraction was conducted using a structured framework to
ensure consistency across studies and facilitate comparative analysis.
For each included study, the following domains were extracted:

*  Geographic Unit of Analysis
Census tract, ZIP code, neighborhood, or city-defined area.

*  Magnitude of Disparity

Reported differences in life expectancy or mortality rates between
the highest and lowest performing areas within a city.

»  Population Characteristics

Demographic composition, including race, ethnicity, income, and
education where available.
*  Key Determinants

Structural and contextual factors associated with disparities,
including socioeconomic conditions, housing, environmental
exposures, healthcare access, and policy context.

*  Methodological Approach

Study design, data sources (e.g., vital statistics, census data), and
analytic techniques, including small-area estimation or geospatial
modeling.

*  Policy and Practice Implications

Recommendations for interventions, public health strategies, or
system-level changes identified by the authors.

Following extraction, data were synthesized using a thematic
analysis approach. Findings were grouped into recurring domains
of structural determinants, including socioeconomic inequality,
racial segregation, environmental exposure, and healthcare access.
Cross-city comparisons were conducted to identify common patterns
and divergences in the magnitude and drivers of life expectancy
disparities.

Consistent with integrative review methodology, the synthesis
emphasized the development of a conceptual understanding of how
structural factors interact across urban contexts to produce persistent
health inequities [10]. Particular attention was given to identifying
mechanisms that operate across multiple cities, thereby enhancing
the generalizability and policy relevance of the findings.

The literature search identified a diverse body of empirical studies
and high-quality gray literature examining neighborhood-level life
expectancy disparities across U.S. cities. Table 1 summarizes the
principal studies included in this review, highlighting the geographic
setting, study design, analytic approach, and major findings that
informed the thematic synthesis presented in the Results section.

Collectively, these studies represented national analyses, multi-
city comparisons, and city-specific investigations encompassing
large metropolitan areas (e.g., Chicago, New York City, Washington,
D.C., Baltimore, Los Angeles, and San Francisco) as well as mid-
sized cities (e.g., Louisville). Across studies, the most frequently
examined structural determinants included socioeconomic inequality,
racial segregation, housing conditions, environmental exposures,
healthcare access, and neighborhood investment. Together, these
studies provided the evidentiary foundation for the thematic synthesis
presented in the Results section.

Results
Magnitude of Urban Life Expectancy Disparities

A substantial and growing body of public health literature
demonstrates that life expectancy varies dramatically across
neighborhoods within U.S. cities. These disparities often rival or
exceed differences observed between nations with substantially
different levels of economic development [4]. Although the US
spends more on healthcare per capita than any other developed nation,
health outcomes remain unevenly distributed across geographic
space, particularly within urban environments characterized by racial
segregation, concentrated poverty, environmental inequities, and
uneven access to social and healthcare resources.

Recent advances in geospatial epidemiology and small-area
estimation techniques have enabled researchers to examine mortality
and life expectancy at the census tract and ZIP code levels, revealing
hyperlocal inequities that were previously obscured by county-
or state-level analyses [3]. These findings reinforce the growing
consensus that ZIP code and neighborhood conditions are among the
strongest predictors of population health outcomes in the US.
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~

Study Geographic | Study Design | Geographic Primary Structural | Major Findings
Focus Unit Determinants
Murray et al. | United Population County/race- Race, socioeconomic | Demonstrated substantial mortality
[4] States mortality county inequality differences across socially defined
("Eight analysis populations and geographic regions.
Americas")
Chetty et al. United Longitudinal | County Income, Higher income was strongly
[11] States cohort socioeconomic status | associated with longer life
expectancy across the United States.
Dwyer- United Small-area Census tract Poverty, education, | Documented substantial life
Lindgren et States epidemiologic geography expectancy variation within and
al. [3] analysis between metropolitan areas using
small-area estimation methods.
Bailey et al. United Narrative National Structural racism Identified structural racism as a
9] States review fundamental cause of persistent
health inequities across multiple
health outcomes.
Woolf & United Population National Economic inequality, | Described recent stagnation and
Schoomaker States trend analysis chronic disease decline in national life expectancy.
1]
Richardson et | Baltimore Spatial Historically Historical redlining | Demonstrated persistent associations
al. [12] and multiple | analysis redlined between historical redlining and
U.S. cities neighborhoods present-day health outcomes.
Schnake-Mahl | Chicago Ecological Community Segregation, poverty, | Reported neighborhood life
et al. [5] analysis Areas violence expectancy gaps approaching 30
years.
Roberts et al. | Washington, | Urban Neighborhood Segregation, income | Demonstrated large intra-urban
[7] DC and population inequality disparities linked to structural
New health analysis determinants.
Orleans
Lynch et al. Louisville, | Community ZIP codes/ Housing, Documented substantial east-
(2021) Kentucky health Census tracts environmental west life expectancy differences
assessment exposure, economic | associated with historic
opportunity disinvestment.
Arias et al. [2] | United National vital | National COVID-19, racial Reported pandemic-related
States statistics disparities declines in life expectancy with
disproportionate impacts on
marginalized populations.

N

Table 1. Summary of Key Studies Included in the Integrative Review

J

Cross-City Comparisons

Large metropolitan areas across the US consistently exhibit
pronounced neighborhood-level differences in life expectancy. While
the magnitude of disparities varies by city, common patterns emerge,
particularly in communities shaped by historical segregation,
deindustrialization, housing inequities, and persistent socioeconomic
deprivation.

Chicago has become one of the most widely cited examples in
the literature due to the extraordinary disparities observed between
neighborhoods on the city’s North Side and those on the South and
West Sides. Residents of affluent neighborhoods such as Streeterville
and the Loop may experience life expectancies exceeding 85 years,
whereas residents of neighborhoods such as Englewood may
experience life expectancies closer to 60 years, producing gaps
approaching 30 years [5]. These disparities align closely with patterns
of racial segregation, concentrated poverty, violence exposure, and
chronic disease prevalence.

Similarly, Washington, D.C. exhibits one of the most dramatic
intra-urban mortality gradients in the country. Neighborhoods
in Northwest D.C., characterized by higher income levels and
educational attainment, report substantially longer life expectancy
than neighborhoods east of the Anacostia River, where historical

disinvestment and structural inequities have contributed to elevated
rates of cardiovascular disease, diabetes, and premature mortality [7].

In New York City, borough-level and neighborhood-level analyses
demonstrate substantial variability in life expectancy associated
with income inequality, housing quality, and healthcare access [13].
Communities in Manhattan and portions of Queens often report life
expectancies exceeding 85 years, whereas some neighborhoods in
the Bronx experience averages closer to the mid-70s. Similar patterns
have been documented in Baltimore, Philadelphia, Detroit, and New
Orleans, where neighborhood mortality reflects the long-term effects
of industrial decline, disinvestment, environmental exposure, and
social fragmentation.

Importantly, these disparities are not confined to the nation’s
largest metropolitan areas as displayed below in Table 2. Mid-sized
cities, including Louisville, Kentucky, also demonstrate pronounced
neighborhood-level inequities. Public health reports from Louisville
Metro and the University of Louisville Center for Health Equity have
identified substantial differences in life expectancy between [14].
These patterns have been linked to disparities in housing conditions,
transportation infrastructure, environmental exposure, food access,
and economic opportunity.
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-

City Estimated Maximum | Key Structural Drivers Representative
Neighborhood Gap Sources

Chicago ~30 years Segregation, violence, Schnake-Mahl et
poverty, chronic disease al. [5]
burden

Washington, D.C. | ~27 years Income inequality, racial Roberts et al. [7]
segregation, healthcare
access

New York City ~20-25 years Housing inequities, Krieger et al. 2016
poverty concentration

Baltimore ~20 years Redlining legacy, Bailey et al. [9]
environmental hazards

Louisville ~10-20 years West-end disinvestment, Lynch et al. 2021
environmental exposure

Philadelphia ~15-20 years Poverty concentration, Dwyer-Lindgren et
opioid mortality al. [3]

Detroit ~15-20 years Economic decline, Murray et al. [4]
infrastructure deterioration

New Orleans ~20-25 years Disaster vulnerability, Roberts et al. [7]
violence, poverty

San Francisco ~10-15 years Extreme wealth inequality, | Dwyer-Lindgren et
housing affordability al. [3]

Los Angeles ~10-15 years Air pollution, housing Krieger et al. 2016
inequity, healthcare
disparities

k Table 2. Selected U.S. Cities with Documented Neighborhood-Level Life Expectancy Disparities )

Magnitude and Geographic Patterning of Disparities

The magnitude of intra-urban life expectancy variation in the US
is substantial. Across many cities, neighborhood-level differences
frequently range between 10 and 20 years, while some cities report
disparities exceeding 25 years. These differences are often spatially
clustered and geographically persistent, suggesting the influence of
deeply embedded structural and historical determinants rather than
temporary fluctuations.

Neighborhoods with lower life expectancy consistently demonstrate
higher poverty rates, lower educational attainment, greater
unemployment, reduced home ownership, increased environmental
hazards, limited healthcare access, and higher exposure to crime [8,
13, 15]. These factors rarely operate independently. Instead, they
interact synergistically to produce cumulative disadvantage across
the life course [8]. For example, neighborhoods with concentrated
poverty often experience reduced access to healthy foods, diminished
investment in parks and recreational infrastructure, underperforming

schools, and elevated exposure to air pollution and violence.
Collectively, these conditions contribute to higher prevalence of
chronic disease, increased psychosocial stress, and elevated mortality
risk.

Geographic analyses also reveal strong overlap between current life
expectancy patterns and historical redlining maps established during
the 1930s through the Home Owners’ Loan Corporation (HOLC).
Geographic analyses also reveal strong overlap between current life
expectancy patterns and historical redlining maps established during
the 1930s through the Home Owners' Loan Corporation (HOLC).
Neighborhoods historically designated as "hazardous" for investment,
disproportionately communities of color, continue to exhibit lower
life expectancy decades later [12]. This persistence highlights the
enduring impact of structural racism on urban health outcomes. Table
3 summarizes the structural characteristics consistently associated
with neighborhoods exhibiting higher and lower life expectancy
across the reviewed literature.

~

Domain Higher Life Expectancy Lower Life Expectancy
Neighborhoods Neighborhoods
Median Income Higher household income Concentrated poverty

Educational Attainment

Higher college completion rates

Lower educational attainment

Housing Conditions

Stable housing, home ownership

Housing instability, vacancy

Built Environment

Walkability, green space

Infrastructure deterioration

Healthcare Access

Greater provider density

Limited preventive care access

Food Environment

Grocery and fresh food access

Food deserts

Environmental Exposure

Lower pollution burden

Higher PM2.5 and industrial exposure

Crime and Safety

Lower violent crime rates

Elevated violence exposure

Transportation

Public transit access

Transportation barriers

kTable 3. Common Structural Characteristics of Neighborhoods with Higher and Lower Life Expectancy )
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Measurement Approaches and Methodological Considerations

Advances in population health analytics have significantly
improved the ability to measure neighborhood-level life expectancy.
Traditional mortality analyses often relied on county-level data,
which can mask substantial heterogeneity within metropolitan areas.
More recent studies employ census tract-level analyses, geospatial
mapping techniques, and linked mortality databases to estimate life
expectancy at much finer geographic resolution [3].

One of the most influential efforts in this area has been the U.S. Small-
Area Life Expectancy Estimates Project (USALEEP), developed
through collaboration between the Centers for Disease Control and
Prevention and academic researchers. USALEEP provides census
tract-level life expectancy estimates across the US and has become a
foundational resource for urban health equity research.

Despite methodological advancements, several limitations remain.
Variability in geographic units of analysis, differing mortality
estimation techniques, and inconsistent temporal periods complicate
direct comparisons across cities. Additionally, smaller geographic
units may experience statistical instability due to low population
counts or limited mortality events. Researchers must therefore
balance geographic precision with statistical reliability.

Nevertheless, the growing availability of geospatial health data has
substantially strengthened the evidence base surrounding urban life
expectancy disparities. These methodologies increasingly support
targeted public health interventions, precision population health
initiatives, and neighborhood-level policy planning.

Structural Determinants of Disparities

A consistent finding across the urban health literature is that
neighborhood-level life expectancy disparities are not random but
are systematically patterned by structural determinants that shape
exposure to risk and access to protective resources across the life
course [8, 9]. These determinants operate across multiple domains,
including economic conditions, racialized spatial organization,
healthcare access, environmental exposures, and social context
[15]. Importantly, these factors are interdependent and mutually
reinforcing, producing cumulative disadvantage that manifests
in substantial differences in morbidity and mortality across
neighborhoods [8].

Socioeconomic Status and Income Inequality

Socioeconomic status (SES) represents one of the most robust and
consistently observed predictors of life expectancy [8, 11]. A large-
scale analysis of U.S. tax and mortality data by Chetty et al. [11]
demonstrated a steep and continuous gradient between income and life
expectancy, with individuals in the highest income percentiles living,
on average, 10—15 years longer than those in the lowest percentiles.
Importantly, this gradient persists across geographic areas, indicating
that both individual income and area-level socioeconomic context
contribute to health outcomes.

At the neighborhood level, concentrated poverty amplifies
these effects through multiple mechanisms. First, lower-income
communities often experience reduced access to material resources,
including high-quality education, employment opportunities,
nutritious food, and stable housing. Second, chronic exposure to
economic insecurity generates sustained psychosocial stress, which
has been linked to dysregulation of neuroendocrine and cardiovascular
systems, increasing the risk of hypertension, cardiovascular disease,
and premature mortality [16].

Income inequality within cities further exacerbates disparities by
shaping the distribution of public and private investment. Highly
unequal urban environments tend to exhibit spatial polarization, where
affluent neighborhoods accumulate resources and infrastructure,
while disadvantaged areas experience underinvestment. This dynamic

contributes to divergent health trajectories across neighborhoods,
even within the same metropolitan area [17].

Racial Segregation and Structural Racism

Racial segregation and structural racism are central drivers of
urban life expectancy disparities in the US [9]. Historical policies,
particularly those associated with redlining and discriminatory
housing practices, have produced enduring patterns of residential
segregation that continue to shape health outcomes decades later [12].
Areas that were historically graded as “hazardous” for investment by
the Home Owners’ Loan Corporation (HOLC) are disproportionately
inhabited by racial and ethnic minority populations and are associated
with higher rates of chronic disease and lower life expectancy [12].

Segregation operates through multiple pathways. It concentrates
poverty, limits access to high-quality schools and employment
opportunities, and increases exposure to environmental hazards and
neighborhood disorder. Empirical studies have demonstrated strong
correlations between measures of segregation, such as the index of
dissimilarity, and mortality outcomes, particularly among Black
populations [18].

Structural racism also manifests in differential access to healthcare,
criminal justice disparities, and inequitable distribution of public
services. These systemic inequities produce cumulative health
disadvantages across the life course and contribute to persistent racial
gaps in life expectancy that cannot be explained solely by individual-
level behaviors [9].

Healthcare Access and Quality

Access to healthcare services and the quality of care delivered
represent important, though not exclusive, determinants of life
expectancy [19]. Urban areas frequently exhibit spatial mismatches
between healthcare supply and population need, with medically
underserved neighborhoods experiencing shortages of primary care
providers, specialists, and preventive services [19].

Insurance coverage disparities further compound these access
issues [19]. Individuals residing in lower-income neighborhoods are
more likely to be uninsured or underinsured, limiting their ability to
access timely and appropriate care. Even among insured populations,
differences in provider networks, transportation barriers, and
healthcare system navigation challenges can reduce effective access
to care.

Quality of care also varies across healthcare institutions
serving different populations [20]. Safety-net hospitals, which
disproportionately serve low-income and minority populations,
often operate with fewer resources and face greater financial
constraints, potentially affecting care delivery and outcomes [20].
While healthcare access is a critical factor, it is important to note that
medical care accounts for only a portion of health outcomes, with
estimates suggesting that social and environmental determinants play
a substantially larger role [21].

Built Environment and Neighborhood Conditions

The built environment encompasses the physical and social
characteristics of neighborhoods that influence health behaviors and
exposures [15, 22]. Differences in housing quality, infrastructure,
food access, transportation systems, neighborhood safety, and access
to green space contribute significantly to variation in life expectancy
[22]. Housing conditions are particularly important [6]. Substandard
housing, characterized by structural deficiencies, overcrowding, and
exposure to environmental hazards such as lead or mold, is associated
with increased risk of respiratory illness, injury, and chronic disease
[6]. Housing instability and eviction further exacerbate health risks
by disrupting social networks, increasing psychosocial stress, and
reducing continuity of healthcare [23].
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Food environments also vary markedly across neighborhoods. Areas
commonly referred to as “food deserts” lack access to affordable,
nutritious foods, contributing to higher rates of obesity, diabetes,
and cardiovascular disease. Conversely, neighborhoods with access
to grocery stores, farmers’ markets, and healthy food options are
associated with better health outcomes [24, 25].

Walkability and access to green space influence physical activity
levels and mental health. Neighborhoods with safe, well-maintained
sidewalks, parks, and recreational facilities promote active lifestyles,
while areas lacking such infrastructure may discourage physical
activity [26]. Additionally, exposure to crime and violence has
both direct and indirect health effects, including injury, trauma, and
chronic stress, all of which contribute to reduced life expectancy [15].

Environmental Exposures

Environmental factors represent a critical and often underappreciated
determinant of life expectancy disparities [27]. Urban neighborhoods
differ significantly in exposure to air pollution, industrial hazards,
and climate-related risks, with disadvantaged communities
disproportionately affected. Fine particulate matter (PM2.5) exposure
has been strongly linked to increased mortality from cardiovascular
and respiratory diseases. Studies have demonstrated that even small
increases in PM2.5 concentrations are associated with measurable
reductions in life expectancy [27]. Industrial zoning practices and
proximity to highways or manufacturing facilities contribute to
higher pollution levels in low-income and minority neighborhoods.

Urban heat islands, characterized by higher temperatures in densely
built environments with limited green space, also disproportionately
affect disadvantaged communities [22]. Heat exposure increases
the risk of heat-related illness and exacerbates existing chronic
conditions, particularly among older adults and individuals with
limited access to air conditioning [22, 28]. Environmental injustice,
defined as the unequal distribution of environmental risks across
populations, is a key mechanism linking environmental exposures
to health disparities. These exposures interact with other structural
determinants, compounding health risks and contributing to shorter
life expectancy in affected communities.

Behavioral and Psychosocial Factors

Behavioral risk factors, including smoking, dietary patterns, and
physical activity, are often cited as proximal determinants of health
outcomes [29]. However, a growing body of evidence emphasizes
that these behaviors are not solely the result of individual choice but
are shaped by broader social and environmental contexts [29].

For example, smoking prevalence is higher in communities with
elevated stress levels, targeted tobacco marketing, and limited access
to cessation resources. Similarly, dietary behaviors are influenced by
food availability, affordability, and cultural factors, while physical
activity is shaped by neighborhood safety and built environment
characteristics.

Psychosocial stress represents a critical pathway linking structural
determinants to health outcomes. Chronic exposure to stressors such
as financial insecurity, discrimination, and neighborhood violence
can lead to allostatic load, a cumulative physiological burden that
increases the risk of chronic disease and premature mortality [30].

Importantly, these behavioral and psychosocial factors should
be understood as mediators rather than primary causes of life
expectancy disparities. Interventions focused solely on individual
behavior change are unlikely to substantially reduce disparities
without addressing the underlying structural conditions that constrain
health-promoting choices.

Case-Based Synthesis of Selected Cities

To contextualize the structural determinants discussed above, this
section synthesizes evidence from selected U.S. cities that exemplify

the magnitude and mechanisms of neighborhood-level life expectancy
disparities. These cases were selected to reflect geographic diversity,
variation in population size, and differences in historical and policy
contexts. Collectively, they illustrate how structural inequities
manifest in distinct but comparable spatial patterns across urban
environments.
Chicago

Chicago represents one of the most frequently cited and empirically
documented examples of extreme intra-urban life expectancy
disparity in the US. The city exhibits a pronounced north—south
gradient, with affluent neighborhoods on the North Side reporting
life expectancies exceeding 85 years, while predominantly Black
neighborhoods on the South and West Sides report life expectancies
closer to 60—65 years, producing gaps approaching 30 years [5].

These disparities are closely aligned with patterns of racial
residential segregation and concentrated economic disadvantage.
Historical redlining, disinvestment, and industrial restructuring
have contributed to persistent neighborhood-level inequalities in
income, employment, housing quality, and environmental exposure.
Additionally, Chicago’s disparities are compounded by elevated
rates of violence and chronic disease in disadvantaged communities,
reinforcing cumulative health risk across the life course [9].

Louisville

Louisville provides a critical mid-sized city case that demonstrates
the generalizability of urban health disparities beyond large
metropolitan areas. The city exhibits a well-documented east—west
divide, with lower life expectancy concentrated in West Louisville,
a region historically affected by redlining, industrial zoning, and
infrastructural disinvestment.

Neighborhoods in West Louisville experience higher exposure
to environmental hazards, including air pollution from industrial
corridors, as well as limited access to healthcare services, healthy
food options, and economic opportunities. These conditions are
associated with elevated rates of cardiovascular disease, diabetes,
and premature mortality.

Local health equity initiatives, including efforts led by the
University of Louisville Center for Health Equity and Metro Public
Health, have sought to address these disparities through community-
based interventions, environmental remediation, and cross-sector
partnerships. However, persistent structural inequities continue to
shape health outcomes, underscoring the need for sustained policy
intervention.

New York City

New York City exhibits substantial variation in life expectancy
across boroughs and neighborhoods, despite having one of the highest
overall life expectancies in the US. Life expectancy in Manhattan
and parts of Queens exceeds 85 years, while neighborhoods in
the Bronx report averages in the mid-70s, reflecting disparities of
approximately 10-15 years.

These disparities are strongly associated with income inequality,
housing conditions, and access to healthcare services. The Bronx,
for example, has among the highest poverty rates in the city and
experiences elevated rates of chronic disease, including asthma,
diabetes, and cardiovascular conditions. Overcrowded housing,
limited access to green space, and environmental exposures further
contribute to adverse health outcomes.

New York City’s experience highlights the interaction between
urban density, housing policy, and health, demonstrating how even
cities with extensive healthcare infrastructure can exhibit substantial
intra-urban disparities when structural inequities persist.

Baltimore

Baltimore exemplifies the long-term health impacts of structural
racism and historical redlining. Neighborhoods that were historically
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designated as high-risk for investment continue to exhibit lower life
expectancy, higher rates of chronic disease, and increased exposure
to environmental hazards [12].

Life expectancy differences of 15-20 years have been documented
between predominantly Black neighborhoods in West and East
Baltimore and more affluent, predominantly white neighborhoods
in other parts of the city. These disparities are associated with
concentrated poverty, housing vacancy, limited access to healthcare,
and exposure to violence.

Baltimore’s case underscores the persistence of structural inequities
over time and the importance of addressing historical policy decisions
in contemporary public health interventions.

San Francisco

San Francisco presents a paradoxical case in which high overall life
expectancy coexists with significant neighborhood-level disparities.
While the city ranks among the highest in life expectancy nationally,
differences of 1015 years persist between affluent neighborhoods
and lower-income communities, including areas such as Bayview—
Hunters Point.

These disparities are driven by extreme income inequality,
housing affordability challenges, and environmental exposures.
Rapid economic growth associated with the technology sector has
intensified spatial polarization, contributing to displacement and
housing instability among lower-income populations [3].

San Francisco illustrates how high-resource urban environments are
not immune to health inequities and, in some cases, may exacerbate
disparities through uneven economic development.

Washington

Washington, D.C. demonstrates one of the steepest intra-urban
life expectancy gradients in the US, with differences exceeding 25
years between neighborhoods. Residents in affluent Northwest D.C.
experience life expectancies comparable to the highest in the nation,
while residents east of the Anacostia River experience substantially
shorter lifespans [7].

These disparities reflect pronounced income inequality, racial
segregation, and differential access to healthcare, education, and
employment opportunities. The city’s spatial divide is reinforced by
historical disinvestment and ongoing socioeconomic stratification.

New Orleans

New Orleans provides an important case illustrating the interaction
between structural inequality and environmental vulnerability. Life
expectancy disparities of 2025 years have been documented across
neighborhoods, with lower life expectancy concentrated in areas with
higher poverty rates and greater exposure to environmental risk [7].

The legacy of Hurricane Katrina continues to shape health
outcomes, as neighborhoods with limited resources have experienced
slower recovery and persistent infrastructural challenges. High rates
of violence, chronic disease, and limited healthcare access further
contribute to mortality disparities.

Detroit

Detroit exemplifies the health consequences of long-term economic
decline and deindustrialization. The city has experienced substantial
population loss, reduced tax base, and deterioration of infrastructure,
all of which have contributed to neighborhood-level disparities in life
expectancy of approximately 15-20 years [4].

Disparities in Detroit are associated with high unemployment,
housing vacancy, limited healthcare access, and environmental
contamination. These factors interact to produce elevated rates
of chronic disease and premature mortality in disadvantaged
communities.

Philadelphia

Philadelphia exhibits significant life expectancy variation across
neighborhoods, with disparities of 15-20 years linked to poverty
concentration, housing instability, and the opioid epidemic [3]. The
city has experienced high rates of overdose mortality, which has
contributed to declining life expectancy in certain communities.

Spatial patterns of disadvantage align closely with racial segregation
and historical disinvestment, reinforcing structural inequities across
neighborhoods.

Synthesis Across Cases
Across these cities, several consistent patterns emerge:
1. Spatial Clustering of Disadvantage

Low life expectancy neighborhoods are geographically concentrated
and often correspond to historically marginalized communities.

2. Alignment with Structural Determinants

Disparities are consistently associated with socioeconomic inequality,
racial segregation, environmental exposure, and healthcare access.

3. Persistence Over Time

Many disparities reflect long-standing structural conditions rather
than short-term fluctuations.

4. Cross-City Generalizability
Despite differences in geography and population, similar
mechanisms produce comparable outcomes across urban contexts.
These findings reinforce the conclusion that urban life expectancy
disparities are not isolated phenomena but represent a systemic feature
of U.S. cities shaped by structural and policy-driven determinants.

Policy and Intervention Landscape

Reducing neighborhood-level life expectancy disparities requires
coordinated, multi-level interventions that extend beyond the
healthcare sector to address upstream determinants of health. The
evidence consistently demonstrates that isolated clinical interventions
are insufficient to meaningfully reduce disparities without concurrent
investments in social, environmental, and economic conditions
[21]. This section synthesizes key policy and intervention domains,
highlighting approaches that have demonstrated measurable impact
or strong theoretical grounding in the literature.

Public Health Interventions
Community Health Worker Programs

Community health worker (CHW) programs have emerged as
a scalable and cost-effective strategy to address disparities in
underserved urban populations. CHWs serve as culturally competent
intermediaries between healthcare systems and communities,
facilitating access to care, improving health literacy, and supporting
chronic disease management.

Empirical evidence indicates that CHW interventions can
significantly improve outcomes in areas such as diabetes control,
hypertension management, and preventive screening uptake,
particularly among low-income and minority populations [31]. In
urban settings characterized by fragmented healthcare access, CHWs
also play a critical role in addressing social needs, including housing
instability and food insecurity, which are closely linked to health
outcomes.

From a financial perspective, CHW programs have demonstrated
favorable return on investment (ROI). Some studies report cost
savings through reduced emergency department utilization and
hospital admissions, particularly in high-risk populations [32]. These
findings suggest that CHW programs can serve as a bridge between
clinical care and social determinants, improving both population
health and system efficiency.

J Pub Health Issue Pract
Volume 10. 2026. 265

JPHIP, an open access journal
ISSN- 2581-7264



Page 9 of 15

Preventive Care Expansion

Expansion of preventive services represents a foundational
strategy for improving life expectancy, particularly in underserved
urban populations. Preventive care includes primary care access,
vaccination programs, cancer screening, and early detection of
chronic diseases.

Evidence from Medicaid expansion under the Affordable Care
Act (ACA) demonstrates increased access to preventive services,
improved self-reported health, and reductions in mortality among
low-income populations [33]. Preventive interventions are
particularly impactful when targeted to high-risk neighborhoods,
where delayed diagnosis and untreated chronic conditions contribute
to premature mortality.

However, preventive care expansion alone is insufficient without
addressing barriers such as transportation, provider availability, and
trust in healthcare systems. Integrating preventive services with
community-based outreach and culturally tailored interventions
enhances effectiveness and uptake.

Cross-Sector Strategies
Housing Policy Reforms

Housing policy is increasingly recognized as a central lever
for improving population health and reducing life expectancy
disparities. Stable, safe, and affordable housing reduces exposure
to environmental hazards, decreases stress, and improves access to
employment and education.

Interventions such as housing vouchers, supportive housing
programs, and anti-eviction policies have been associated with
improved health outcomes, including reductions in hospitalizations
and mental health burden [23]. Additionally, efforts to remediate
substandard housing conditions, including lead abatement and mold
removal, have demonstrated measurable improvements in respiratory
health and child development outcomes.

From a structural perspective, addressing residential segregation
through inclusionary zoning and equitable housing development
policies may have long-term effects on reducing spatial health
inequities.

Urban Planning Initiatives

Urban planning plays a critical role in shaping the built environment
and, by extension, health behaviors and exposures. Investments
in walkability, public transportation, green space, and mixed-use
development have been associated with increased physical activity,
reduced obesity rates, and improved mental health [26].

Targeted planning interventions in disadvantaged neighborhoods,
such as the development of parks, bike infrastructure, and access
to healthy food retailers, can mitigate some of the environmental
constraints on health-promoting behaviors. Additionally, zoning
policies that limit industrial activity near residential areas can reduce
exposure to environmental hazards.

Urban planning initiatives are most effective when integrated with
community engagement processes, ensuring that interventions reflect
local needs and priorities.

Health System Responses
Anchor Institution Strategies

Healthcare systems, particularly large hospital networks, are
increasingly adopting “anchor institution” strategies to address
social determinants of health within their communities. As major
employers and economic actors, health systems can influence local
economic conditions through hiring practices, procurement policies,
and community investment.

Anchor strategies include local hiring initiatives, support for
minority-owned businesses, and investment in affordable housing

and community infrastructure. These approaches aim to improve
upstream determinants of health by strengthening local economies
and reducing socioeconomic disparities.

For example, health systems in cities such as Cleveland and
Philadelphia have implemented anchor strategies that prioritize
community wealth-building, demonstrating potential for long-term
impact on population health outcomes.

Population Health Management Models

Population health management (PHM) models represent a shift from
volume-based care to value-based care, emphasizing prevention,
care coordination, and management of high-risk populations. PHM
approaches leverage data analytics to identify geographic “hotspots”
ofhigh utilization and poor outcomes, enabling targeted interventions.

Programs such as accountable care organizations (ACOs) and
integrated delivery systems have demonstrated improvements in
care quality and cost containment, particularly when combined with
social needs screening and intervention [34]. Advanced PHM models
increasingly incorporate geospatial analytics to align interventions
with neighborhood-level disparities.

Financially, PHM models align incentives for health systems to
invest in upstream determinants, as reducing hospitalizations and
improving outcomes directly impacts reimbursement under value-
based payment structures.

Federal and State Policy Levers
Medicaid Expansion

Medicaid expansion under the ACA represents one of the most
significant policy interventions affecting access to care in recent
decades. Expansion has been associated with increased insurance
coverage, improved access to primary care, and reductions in
mortality, particularly among low-income populations residing in
urban areas.

States that adopted Medicaid expansion have generally experienced
greater improvements in health outcomes compared to non-expansion
states, highlighting the role of policy context in shaping disparities.
However, variability in implementation and reimbursement levels
continues to influence the effectiveness of expansion across regions.

Place-Based Funding Initiatives

Place-based funding initiatives target resources to specific
geographic areas with high levels of disadvantage. Programs such
as Promise Zones, Opportunity Zones, and community development
block grants aim to stimulate economic development, improve
infrastructure, and enhance access to services in underserved
communities.

Evidence suggests that place-based interventions can produce
localized improvements in health outcomes when investments
are sustained and coordinated across sectors [35]. However, the
effectiveness of these initiatives depends on governance structures,
community engagement, and alignment with local needs.

From a policy perspective, place-based approaches represent a shift
toward recognizing geography as a key determinant of health and
allocating resources accordingly.

Synthesis and Strategic Implications
Across intervention domains, several cross-cutting insights emerge:
1. Upstream Investment Yields Greater Impact

Interventions targeting housing, economic stability, and
environmental conditions often produce larger and more sustained
improvements in life expectancy than clinical interventions alone.

2. Integration Is Essential

The most effective strategies combine healthcare delivery with
social and environmental interventions, reflecting the interconnected
nature of health determinants.
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3. Geographic Targeting Enhances Efficiency

Place-based approaches allow for more precise resource allocation
to high-need communities, improving both effectiveness and return
on investment.

4. Policy Context Matters

Federal and state policies shape the availability of resources and the
feasibility of interventions, influencing outcomes at the local level.

Collectively, these findings suggest that reducing urban life
expectancy disparities requires a coordinated policy framework that
aligns healthcare systems, public health agencies, and cross-sector
partners around shared population health goals.

Emerging Trends and Innovations

Recent advances in data science, public health strategy, and
governance models are reshaping how urban life expectancy
disparities are measured, understood, and addressed. These
innovations reflect a broader shift from reactive, healthcare-centered
approaches toward proactive, data-driven, and community-engaged
models of population health improvement. This section synthesizes
key emerging trends that are likely to influence the next generation of
interventions targeting neighborhood-level disparities.

Data and Analytics
Geospatial Analytics and Big Data Integration

The increasing availability of high-resolution health and
socioeconomic data has enabled the application of advanced
geospatial analytics to urban health disparities. Platforms such as
Health Catalyst and similar analytics ecosystems integrate electronic
health records (EHRs), claims data, public health datasets, and social
determinants of health (SDOH) indicators to identify geographic
patterns of risk and utilization.

Geospatial mapping at the census tract or ZIP code level allows
health systems and public health agencies to identify “hotspots” of
elevated mortality, chronic disease burden, and healthcare utilization.
These tools support targeted interventions by aligning resources with
areas of greatest need, improving both effectiveness and efficiency
[13].

From a financial perspective, data-driven targeting has been
associated with improved return on investment by reducing
unnecessary hospitalizations and focusing interventions on high-risk
populations. Health systems leveraging predictive analytics report
reductions in avoidable utilization ranging from 5 to 15 percent in
targeted populations.

Real-Time Population Health Dashboards

A significant innovation in population health management is
the development of real-time dashboards that integrate clinical,
environmental, and social data streams. These dashboards
enable continuous monitoring of key health indicators, including
hospitalization rates, disease prevalence, and mortality trends at the
neighborhood level.

Public health agencies and integrated delivery systems increasingly
use dashboards to guide rapid-cycle decision-making, enabling
dynamic resource allocation during public health crises such as
COVID-19. Real-time data systems also enhance accountability
by providing transparent metrics for evaluating the impact of
interventions.

The shift toward real-time analytics represents a departure from
traditional retrospective public health reporting. It aligns with the
broader movement toward learning health systems, in which data
continuously inform practice and policy [36].

Precision Public Health

Precision public health extends the principles of precision medicine
to population-level interventions, emphasizing the use of granular

data to tailor strategies to specific communities. Rather than applying
uniform interventions across entire cities, precision approaches
target interventions at the census tract or neighborhood level, where

disparities are most pronounced.

This approach leverages geospatial data, predictive modeling,
and machine learning to identify populations at highest risk and to
design interventions that reflect local context. For example, targeted
vaccination campaigns, chronic disease management programs, and
environmental remediation efforts can be deployed in neighborhoods
with the greatest need.

Evidence suggests that precision targeting improves intervention
efficiency by reducing resource waste and increasing uptake among
high-risk populations [37]. However, it also raises important
considerations related to data privacy, algorithmic bias, and equitable
resource allocation.

Community-Based Participatory Approaches

A growing body of literature emphasizes the importance of
community-based participatory research (CBPR) and governance
models in addressing urban health disparities. These approaches
involve community members as active partners in the design,
implementation, and evaluation of interventions, rather than as
passive recipients of services.

CBPR frameworks have been associated with increased intervention
effectiveness, greater trust in public health institutions, and more
sustainable outcomes [38]. In urban contexts characterized by
historical mistrust and systemic inequities, community engagement
is particularly critical.

Emerging models of community governance include:

*  Community advisory boards integrated into health system
decision-making

»  Participatory budgeting processes for public health funding

* Local health equity coalitions that coordinate cross-sector
interventions

These approaches shift power dynamics and align interventions with
community-defined priorities, which are essential for addressing
complex, deeply rooted structural determinants.

Contrarian Insight: Limits of Healthcare-Centric Models

A critical and increasingly recognized insight in the literature is
that overreliance on healthcare delivery interventions may yield
diminishing returns in addressing life expectancy disparities. While
healthcare access and quality are important, they account for only a
fraction of overall health outcomes. Estimates suggest that clinical
care contributes approximately 10 to 20 percent of health outcomes,
whereas social, economic, and environmental factors account for a
substantially larger share [21].

This has significant implications for policy and resource allocation.
Investments in healthcare infrastructure alone, particularly in already
resource-rich urban areas, may yield only marginal improvements in
population health compared with investments in housing, education,
income support, and environmental remediation.

Emerging evidence supports the cost-effectiveness of upstream
interventions. For example:

*  Housing interventions have been associated with reductions in
healthcare utilization and costs

*  Income support programs correlate with improved mortality
outcomes

*  Environmental improvements yield long-term gains in life
expectancy
This contrarian perspective challenges traditional healthcare-centric
paradigms and supports reallocating resources toward upstream
determinants. It also aligns with the concept of “health in all policies,”
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which integrates health considerations into decision-making across
sectors.

Synthesis and Future Directions

The convergence of data analytics, precision targeting, and
community engagement represents a paradigm shift in addressing
urban health disparities. Key strategic implications include:

1. Data-Driven Targeting Enhances Impact

High-resolution data enables more precise identification of at-risk
populations and more efficient resource allocation.

2. Integration of Technology and Public Health Practice

Real-time analytics and predictive modeling are transforming
population health management into a continuous, adaptive process.

3. Community Engagement Is Foundational

Sustainable interventions require meaningful participation from
affected communities.

4. Upstream Investment Is Critical

Addressing structural determinants offers greater long-term impact
than expanding clinical care alone.

Future research should focus on evaluating the long-term
effectiveness and scalability of these innovations, particularly
in diverse urban contexts. Additionally, integrating ethical
considerations related to data use and community autonomy will be
essential as these approaches continue to evolve.

Discussion

The findings synthesized across the reviewed literature demonstrate
remarkable consistency despite differences in geography, study
design, and analytic methods. Across large metropolitan areas and
mid-sized cities alike, neighborhood-level life expectancy disparities
were consistently associated with structural determinants, including
socioeconomic inequality, residential segregation, environmental
exposures, and differential access to community resources. These
findings reinforce the conclusion that urban health disparities
are systemic rather than isolated phenomena and that meaningful
improvements in life expectancy will require coordinated, multi-
sector strategies addressing upstream determinants of health.

Gaps in the Literature

Despite substantial advances in understanding neighborhood-
level disparities in life expectancy, important limitations remain in
the existing research. These gaps constrain the ability to generate
causal inferences, compare findings across settings, and design
scalable, evidence-based interventions. Addressing these limitations
is essential for advancing both scholarly inquiry and practical policy
solutions.

Limited Longitudinal Evidence on Intervention Impact

A primary limitation in the literature is the relative scarcity of
longitudinal studies evaluating the impact of interventions on life
expectancy disparities over time. Much of the existing research is
cross-sectional or ecological in design, identifying associations
between neighborhood characteristics and mortality outcomes
without establishing causal pathways or temporal dynamics [39].

While cross-sectional analyses provide valuable insight into the
spatial distribution of disparities, they are inherently limited in their
ability to assess whether specific interventions, such as housing
policy reforms, healthcare access expansion, or environmental
remediation, produce sustained improvements in life expectancy.
Longitudinal cohort studies and quasi-experimental designs remain
underutilized, particularly in evaluating place-based interventions.

Moreover, life expectancy itself is a long-term outcome that
evolves over decades, making it difficult to capture intervention
effects within typical study timeframes. As a result, researchers

often rely on intermediate indicators, such as hospitalization rates or
disease prevalence, which may not fully reflect long-term mortality
outcomes. This disconnect highlights the need for sustained data
infrastructure capable of tracking population health changes over
extended periods [40].

Underrepresentation of Mid-Sized Cities

The literature on urban life expectancy disparities is heavily
concentrated on large metropolitan areas such as New York City,
Chicago, and Los Angeles. While these cities provide valuable case
studies, this concentration limits the generalizability of findings to
the broader range of U.S. urban contexts.

Mid-sized cities, including those in the Midwest and South, often
exhibit substantial health disparities but are underrepresented in
empirical research. These cities frequently have distinct economic
histories, governance structures, and demographic profiles, including
higher reliance on manufacturing, smaller tax bases, and different
patterns of segregation and disinvestment.

The relative lack of research on mid-sized cities creates a critical
blind spot in the literature. It also limits the development of tailored
policy solutions, as interventions effective in large, resource-rich
cities may not translate directly to smaller urban environments with
fewer institutional and financial resources.

Expanding research to include a more diverse set of cities would
improve external validity and provide a more comprehensive
understanding of the structural determinants of life expectancy
disparities across the US.

Inconsistent Measurement Methodologies

Another significant challenge in the literature is the lack of
standardized methodologies for measuring life expectancy and
related outcomes at the neighborhood level. Studies vary widely
in their use of geographic units, including census tracts, ZIP codes,
community areas, and counties, each with different implications for
data interpretation and comparability.

In addition, differences in mortality estimation techniques,
population denominators, and data sources contribute to variability
across studies. For example, some analyses rely on small-area
estimation models, while others use direct calculation methods based
on vital statistics. These methodological differences can produce
variation in reported life expectancy estimates, even within the same
geographic area [3].

Temporal inconsistencies further complicate comparisons, as
studies may examine different time periods or fail to account for
population shifts, migration patterns, and demographic changes. The
absence of standardized reporting frameworks limits the ability to
synthesize findings across studies and undermines efforts to establish
benchmarks for policy evaluation.

Developing consensus around measurement approaches, including
standardized geographic units and analytic techniques, would
enhance comparability and strengthen the evidence base for urban
health disparities research.

Limited Integration Across Disciplines

Urban life expectancy disparities are inherently multidisciplinary,
shaped by interactions among social, economic, environmental, and
healthcare systems. However, the literature remains fragmented
across disciplinary silos, including public health, urban planning,
economics, and sociology.

Public health research often emphasizes epidemiological patterns
and health behaviors. At the same time, urban planning studies
focus on the built environment and land use, and economic analyses
examine labor markets and income inequality. Although each
perspective provides valuable insight, the lack of integration across
disciplines limits the development of comprehensive frameworks
that capture the full complexity of urban health disparities [8].
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This fragmentation also affects policy development, as interventions
are frequently designed and implemented within sector-specific
boundaries rather than through coordinated, cross-sector strategies.
For example, housing policy decisions may be made without explicit
consideration of health outcomes, while healthcare interventions may
not address underlying economic or environmental determinants.

Advancing the field will require greater interdisciplinary
collaboration, including the integration of data systems, theoretical
frameworks, and analytic methods. Emerging approaches such as
systems science modeling, urban health ecosystem frameworks, and
“health in all policies” initiatives offer promising pathways to bridge
these disciplinary divides.

Synthesis and Research Agenda

Collectively, these gaps highlight several priorities for future
research:
1. Expansion of Longitudinal and Quasi-Experimental Designs

Greater use of natural experiments, policy evaluations, and cohort
studies to assess causal relationships and long-term impacts.
2. Inclusion of Diverse Urban Contexts

Increased focus on mid-sized and smaller cities to enhance
generalizability and policy relevance.
3. Standardization of Measurement Approaches

Development of consistent geographic units, analytic methods, and
reporting standards for neighborhood-level life expectancy.
4. Interdisciplinary Integration

Collaboration across public health, urban planning, economics, and
related fields to develop comprehensive models of health disparities.

Addressing these gaps will not only strengthen the scientific
foundation of the field but also enhance policymakers' and
practitioners' ability to design effective interventions that reduce life
expectancy disparities across urban populations.

Implications for Practice and Policy

The evidence synthesized in this review demonstrates that
neighborhood-level life expectancy disparities are driven by
structural determinants that extend beyond traditional healthcare
delivery boundaries. Accordingly, meaningful reductions in
disparities require coordinated action across healthcare leadership,
public health systems, and the research community. This section
outlines key implications for each domain, emphasizing strategic
shifts, operational models, and investment priorities for the future.

Implications for Healthcare Leaders
Shift from Clinical Care to Population Health Management

Healthcare leaders must continue the transition from volume-based,
episodic care toward population health management (PHM) models
that emphasize prevention, risk stratification, and longitudinal
outcomes. Traditional care delivery models, which focus on treating
illness after onset, are insufficient to address the upstream drivers of
life expectancy disparities.

Population health management approaches leverage data analytics
to identify high-risk populations and geographic ‘hotspots,”
enabling targeted interventions that address both medical and social
needs. Evidence from accountable care organizations (ACOs) and
integrated delivery systems suggests that PHM models can reduce
hospitalizations, improve chronic disease management, and lower
costs when aligned with value-based payment structures [34].

From a financial perspective, the shift toward PHM is increasingly
supported by reimbursement models that reward outcomes rather than
service volume. Health systems that effectively manage population
health can achieve cost savings through reduced utilization, with
some programs reporting reductions in avoidable admissions of 10—
20 percent.

Integration of Social Determinants into Care Models

Healthcare organizations must incorporate social determinants of
health (SDOH) into clinical workflows, recognizing that factors
such as housing, food security, transportation, and income stability
significantly influence health outcomes. Screening for social needs,
integrating SDOH data into electronic health records, and developing
referral pathways to community resources are critical components of
this integration.

Emerging models include:

*  Co-located social services within healthcare settings

*  Partnerships with community-based organizations

*  Investment in housing and economic development initiatives

These approaches align with the broader movement toward “whole-
person care,” which integrates medical and social services to improve
outcomes. Evidence suggests that addressing social needs can reduce
healthcare utilization and improve patient outcomes, particularly in
high-risk populations [41].

Implications for Public Health Systems
Investment in Upstream Determinants

Public health systems must prioritize investments in upstream
determinants of health, including housing, education, economic
stability, and environmental conditions. While healthcare access
remains important, the literature consistently demonstrates that
social and environmental factors account for a larger share of health
outcomes [21].

Strategic investment areas include:

*  Affordable housing development and stabilization programs
*  Environmental remediation and pollution reduction

*  Food system improvements in underserved neighborhoods

*  Workforce development and economic opportunity initiatives

These investments require long-term commitment and cross-sector
coordination but offer the potential for substantial improvements in
population health and reductions in life expectancy disparities.

Cross-Sector Collaboration
Addressing urban health disparities necessitates collaboration

across sectors, including healthcare, housing, transportation,
education, and economic development. Public health agencies are
uniquely positioned to serve as conveners, aligning stakeholders
around shared goals and coordinating interventions across systems.
Successful cross-sector models often include:
*  Health impact assessments integrated into urban planning
*  Multi-agency task forces focused on health equity
»  Data-sharing agreements across institutions
+  Joint funding mechanisms for place-based interventions

Evidence suggests that collaborative approaches are more effective
than siloed interventions, particularly when addressing complex,
multi-factorial determinants of health [8].
Implications for Researchers
Expansion of Mixed-Methods and Longitudinal Designs

The research community must prioritize methodological approaches
that capture both the complexity and temporal dynamics of life
expectancy disparities. Mixed-methods designs, which integrate
quantitative analysis with qualitative insights, can provide a more
comprehensive understanding of how structural determinants
influence health outcomes.

Longitudinal and quasi-experimental designs are particularly

important for evaluating the impact of interventions over time.
Natural experiments, such as policy changes or large-scale urban
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development initiatives, offer valuable opportunities to assess causal
relationships in real-world settings [40].

Additionally, greater use of systems science approaches, including
agent-based modeling and simulation, can help researchers
understand the interactions among multiple determinants and predict
the potential impact of interventions.

Standardization of Neighborhood-Level Metrics

A critical priority for advancing the field is the development of
standardized metrics for measuring life expectancy and related
outcomes at the neighborhood level. Variability in geographic units,
data sources, and analytic methods currently limits comparability
across studies and hinders the synthesis of evidence.

Key areas for standardization include:

»  Use of consistent geographic units, such as census tracts

*  Harmonization of mortality estimation techniques

* Integration of social determinants indicators into health metrics
*  Development of shared data platforms and reporting frameworks

Standardization would facilitate cross-city comparisons, improve
the reliability of findings, and support the development of evidence-
based policy interventions.

Synthesis and Strategic Direction

Across stakeholder groups, several overarching implications
emerge:

1. Reorientation Toward Prevention and Equity

Both healthcare and public health systems must prioritize
prevention and address structural determinants to achieve meaningful
improvements in life expectancy.

2. Data Integration as a Strategic Asset

High-resolution data and analytics are essential for identifying
disparities, targeting interventions, and evaluating impact.

3. Alignment of Incentives and Policy

Financial and policy frameworks must support investments in
upstream determinants and cross-sector collaboration.

4. Long-Term Commitment

Reducing life expectancy disparities requires sustained investment
and coordinated action over extended time horizons.

These implications underscore the need for a paradigm shift in how
health systems, policymakers, and researchers conceptualize and
address urban health disparities. Moving beyond a healthcare-centric
model toward an integrated, systems-based approach is essential for
achieving equitable improvements in population health.

Conclusion

Neighborhood-level life expectancy disparities in urban areas
of the US represent a persistent and deeply embedded structural
phenomenon. The evidence synthesized in this review demonstrates
thatthese disparities are not primarily the result of individual behaviors
or isolated healthcare deficiencies, but rather reflect the cumulative
impact of historical and contemporary socioeconomic inequities,
including racial segregation, income inequality, environmental
exposure, and uneven access to resources. These structural
determinants interact across the life course to produce substantial
differences in morbidity and mortality across neighborhoods, often
within only a few miles of one another [8, 9].

A central implication of this analysis is that conventional,
healthcare-centric approaches are insufficient to meaningfully reduce
life expectancy disparities. While access to high-quality clinical
care remains essential, it accounts for a relatively small proportion
of overall health outcomes compared to social, economic, and
environmental conditions [21]. Accordingly, interventions that focus

exclusively on healthcare delivery are likely to yield diminishing
returns unless they are integrated within broader strategies that
address upstream determinants.

Effective solutions require multi-level interventions that operate
simultaneously across individual, community, and structural
domains. At the clinical level, population health management
models and integration of social determinants into care delivery can
improve outcomes among high-risk populations. At the community
level, investments in housing, education, environmental quality, and
economic opportunity are critical for altering the conditions that
give rise to disparities. At the policy level, coordinated action across
federal, state, and local governments is necessary to align incentives,
allocate resources equitably, and sustain long-term improvements in
population health.

Equally important is the need for policy alignment across sectors.
Health outcomes are shaped by decisions in housing, transportation,
urban planning, and economic development, yet these domains
often operate independently of public health systems. A “health in
all policies” approach, which integrates health considerations into
decision-making across sectors, offers a promising framework for
addressing the complex and interrelated drivers of life expectancy
disparities [42].

Finally, reducing urban health disparities requires long-term
investment in communities. Structural inequities that have
developed over decades cannot be reversed through short-term
interventions or pilot programs alone. Sustained investment in
disadvantaged neighborhoods, coupled with community engagement
and governance, is essential for achieving durable improvements in
life expectancy. Evidence from place-based initiatives suggests that
meaningful change occurs when interventions are maintained over
extended periods and supported by stable funding and institutional
commitment [35].

Across the literature, one finding emerges consistently regardless of
city size, geographic region, or analytic methodology: neighborhood-
level life expectancy disparities reflect cumulative structural
disadvantage rather than isolated deficiencies in healthcare delivery.
Whether examined in Chicago, Louisville, Baltimore, New York
City, or other urban settings, similar combinations of residential
segregation, economic inequality, environmental exposure, and
uneven investment repeatedly predict markedly different life
expectancies. This consistency across diverse settings suggests that
durable improvements in population health will require coordinated
structural interventions rather than isolated disease-specific
initiatives.

In conclusion, urban life expectancy disparities reflect the broader
social and economic organization of cities. Addressing these
disparities demands a paradigm shift from reactive, healthcare-
focused models to integrated, systems-level strategies that prioritize
equity, prevention, and structural change. Future research and policy
efforts must continue to refine measurement approaches, evaluate
long-term intervention impacts, and develop scalable models that can
be adapted across diverse urban contexts. Only through coordinated,
sustained, and evidence-based action can the US achieve meaningful
progress toward equitable life expectancy outcomes.
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