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. . . the unequal distribution of power, in all its forms, is the major source of 

inequity, and that community empowerment can have a sustained impact of this 

distribution of power. ‘Empowerment’ refers to the process by which communities 

re-negotiate power in order to gain control over the factors that shape their lives, 

including access to information and opportunity, decision-makers, and policy 

making. 

 

--Jandu, M. B., Bourcier, E., Choi, T., & Yen, S. G. (n.d.). Equity Metrics for Health 
Impact Assessment Practice, Version I. Society of Practitioners Health Impact 
Assessment 
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Hope Community has applied strategic and innovative 

strategies for over 40 years to foster connections that 

strengthen the power of community members and 

communities. Located in Phillips Community, Hope worked 

with residents to create a long-term vision for their 

community. Acting on that vision, Hope’s housing and 

place-based development work is transforming a formerly 

abandoned intersection of two major corridors in 

Minneapolis. Beyond physical development, Hope has a 

long history of community building and organizing for 

equity. More than 600 youth and adults are involved with 

Hope each year to learn, connect, and grow while building 

community assets, community leadership, and community 

change. 

Isuroon is a grassroots nonprofit organization that 

promotes the well- being and empowerment of Somali 

women in Minnesota and beyond. Led by the very women 

they serve, the group has earned a trusted place in the 

community because of their cultural insight and 

collaborative approach. Isuroon envisions a world where 

Somali women and girls are healthy, connected and 

empowered and their families are thriving in Minnesota 

and globally. The organization is dedicated to building 

Somali women and girls social connectedness and  self-

sufficiency so that  they can lead healthier, more 

productive lives in Minnesota and globally.

STRONG WOMEN, STRONG COMMUNITIES 

ISUROON 
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Waite House Waite House programs integrate civic 

engagement with human services to bring about positive 

change within our core focus areas of Employment and 

Training, Health and Nutrition, Youth Development, and Basic 

Needs. Waite House was established in 1958 in Minneapolis’ 

Phillips Community and in 2012 moved into a larger space in 

a former park district building on 11th Avenue and 23rd 

Street. Each year, more than 4,500 Phillips Community 

members build social and economic capital via programs 

administered by 17 diverse staff and 120 volunteers, including 

4 AmeriCorps members and students from six local colleges. 

 

Land Stewardship Project is a private, nonprofit organization 

founded in 1982 to foster an ethic of stewardship for 

farmland, to promote sustainable agriculture and to develop 

sustainable communities. LSP is dedicated to creating 

transformational change in our food and farming system. 

LSP’s work has a broad and deep impact, from new farmer 

training and local organizing, to federal policy and 

community based food systems development. At the core of 

all our work are the values of stewardship, justice and 

democracy. 
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Nexus Community Partners is an innovative community-

building intermediary whose mission is to “build more 

engaged and powerful communities of color by supporting 

community building initiatives that expand community wealth 

and foster social and human capital.” The key to building 

more engaged and powerful communities of color lies in the 

interconnectedness between authorship, leadership and 

ownership. Nexus work to ensure that all community 

members, especially those who have been marginalized, have 

access to wealth creation and ownership, meaningful 

leadership opportunities, and the power to drive changes 

which affect their lives. Nexus is committed to social justice, 

maintains an unwavering focus on equity, and has an ability 

to work with multiple stakeholders, connecting their work to 

become part of long-term fundamental change. 

Center for Earth, Energy and Democracy (CEED) creates 

sustainable and just communities by providing research, 

policy and educational tools that strengthen the advocacy 

impact of frontline communities facing environmental 

injustice. Its work is focused on ensuring that justice is a 

fundamental principle guiding strategies for addressing 

climate change, environmental degradation and long-term 

sustainability.  CEED’s programs are guided by the principle 

that all members of society have the right to effectively 

participate in energy and environmental decisions that affect 

their health and livelihoods, and their community. CEED 

works to ensure that the voice of Indigenous peoples, 

communities of color, and those with moderate and low 

incomes are included in energy and environmental solutions. 
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Preface	

In 2014, the Minnesota Department of Health (MDH) released the legislatively mandated 

report Advancing Health Equity in Minnesota. The report was initiated because “disparities in 

health status outcomes for certain populations are continuing unabated, including disparities 

based on race or ethnicity” (16). The existence of health disparities across race, ethnicity and 

socio-economic conditions has been well documented over the last several decades. Yet, the 

challenge to reduce these disparities continues. As noted by the National Conference of State 

Legislatures, “(d)espite ongoing efforts to reduce health disparities in the United States, racial 

and ethnic disparities in both health and health care persist. Even when income, health 

insurance, and access to care are accounted for, disparities remain” (17). 

The problem of health disparities is complex. The field of public health has engaged in a 

range of efforts to understand its complexity and develop actions (policies and programs) to 

promote greater equity in health conditions.  Yet, a problematic piece of the health 

disparities puzzle is that people’s health is a function of the social and environmental 

conditions where they live and work. Moreover, these conditions are mostly beyond their 

control. Neighborhoods and local communities are an intricate system of social networks 

(family, friendship, kinship and acquaintance networks); economic organizations (businesses 

and industry); physical infrastructure (housing; transportation systems and roadways); and 

community-building institutions (community centers, churches, parks, and schools) assets 

(18). 

It was not until the early 2000s that the social determinants of health (SDOH) became an 

acknowledged and important framework for addressing health conditions. In 1988, the 

Institute of Medicine, in its report the Future of Public Health, concluded that public health is 

“neither clearly defined, adequately supported, nor fully understood” and that  the mission of 

public  health should be to fulfill “society’s interest in assuring  conditions in which people 

can be healthy” (19). In 2008, the World Health Organization’s Commission on Social 

Determinants of Health called for worldwide action to address the social, economic and 
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environmental conditions that impact health, stating, “social injustice is killing people on a 

grand scale” (20). 

In the U.S., health outcomes are also linked to race and income. The impact of discriminatory 

practices by health care providers and disparities in medical care provision on public health 

has been widely documented (21). The social determinants of health framework highlights 

that the responsibility for the underlying social and economic conditions have been regarded 

as outside the health sector, instead residing in other sectors such as housing, community an 

economic development, pollution regulation, and transportation. 

Herein lies the challenge: if health disparities are to be reduced, then the health sector must 

develop ways to work with other sectors. But, equally as important, public health has to do a 

better job of understanding and working with communities that have been subjected to 

historic and contemporary inequality.  As American Public Health Association President 

Georges C. Benjamin stated (2015): 

If we travel upstream to uncover the roots of disease and disability–and by that 
same token, to uncover the roots of today’s persistent health disparities–the roles 
of racism, discrimination and bias in perpetuating generational cycles of poor 
health and risky health behaviors are easier to see. It is easy to see how the blatantly 
discriminatory policies of our nation’s past made it impossible for certain groups of 
Americans to attain optimal health. What is much harder–and oftentimes 
uncomfortable—is to realize that the legacy of our history did not disappear with 
the signing of new laws. It is uncomfortable, but we must continue to confront and 
acknowledge that history if we truly want to eliminate health disparities and create 
a nation in which every person has the opportunity to live a long and healthy life 
(22). 

This Health Impact Assessment (HIA) is instructive and unique from other HIAs for several 

reasons. First, it was initiated due to a state legislation mandate to specifically address health 

equity, which led to adoption of the HIA as an assessment tool. Second, the HIA was 

originally a joint agency project between the Minnesota Department of Health and the 

Minnesota Pollution Control Agency in order to model interagency collaboration to address 

environmental and health equity concerns. Third, the policy or program to be addressed by 

the HIA was not pre-determined. In fact, the policy was identified by the HIA Community 
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Steering Team after the geographic area was selected for the HIA. Lastly, given all of the 

above, the role and responsibility of the two state agencies and the purpose of the HIA in 

public decision-making at the state or local level provided a learning opportunity for 

community engagement at the state level. 

In late 2016, it came to the Community Steering Team’s (CST) attention that the MDH HIA 

staff had not moved forward on the HIA in any substantial manner. A new MDH 

representative assumed the agency’s HIA staff position and began to meet with the CST. 

Unfortunately, the information and guidance provided over the course of the previous year 

by the CST to MDH did not transfer to the new MDH staff person. A draft HIA was compiled 

by MDH and sent to the MPCA but was not ultimately released due to cited concerns from 

the HIA’s CST. (23). From the CSTs perspective, this was due to a number of reasons, 

including: 1) the impending deadline for MDH to submit the HIA as a deliverable required a 

fast-tracked report due to the lack of progress in 2015; 2) the CST trust level with MDH had 

eroded and the later time sensitive requests from MDH were challenging for the community 

organizations given the extensive time already invested with the previous staff member; 3) 

the data and indicators which the CST requested were not included in the draft report, likely 

because of the staff transition. 

Additionally, the significant work conducted by the CST (surveys, data collection, listening 

sessions, and focus groups) was not acknowledged in the MDH report.  The CST’s place-

based health equity framework and discussion around the CST’s concern that healthy 

sustainability initiatives by the city have a strong anti-gentrification lens were also limited. 

The CST decided that continuing the HIA with MDH was not in the best interest of the 

community.  The CST informed MDH that the HIA would continue development, and 

requested that the Center for Earth, Energy and Democracy (CEED) create the report in 

consultation with the CST. Given the limited resources available to conduct the HIA, and the 

limited timeframe required for completion, the HIA design was re-evaluated. Rather than a 

comprehensive HIA, the CST determined that a scaled down HIA was most appropriate.  The 
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HIA document here reflects the health equity framework and perspective of the HIA CST on 

Green Zones in the Phillips Community. 

 

Signed, 

Phillips Health Impact Assessment - Community Steering Team Organizations 
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Phillips	Community	HIA:	Screening	Process	

The screening phase in a conventional HIA establishes the value of conducting an HIA That is, 

screening determines whether an HIA is needed and if it is likely to be useful (24).  In this 

case, the decision to conduct an HIA was made because of ongoing state concerns about 

health equity in Minnesota. In 2014, the Minnesota Department of Health released its 

Advancing Health Equity in Minnesota Legislative Report, which reported on health inequities 

in the state. In a departure from the standard behavioral orientation (diet, exercise, etc.), the 

report focused on structural factors that produce and re-produce health disparities across 

Minnesota populations asserting that “(t)hese health disparities persist and are neither 

random nor unpredictable. The groups that experience the greatest disparities in health 

outcomes also have experienced the greatest inequities in the social and economic 

conditions that are such strong predictors of health” (25). One of its recommendations was to 

utilize Health Impact Assessments to develop inclusive and equitable policies, plans and 

program (26). 

Enhancement of current analytic capacity and use of data includes expanded use of health 

impact assessments as a tool to inform MDH programs and policy. Health Impact Assessment 

(HIA) is a tool or process to assess the potential impacts of proposed policies, plans or 

programs on the health of populations. Two of the five core values of HIA are democracy and 

equity.  Practitioners support democracy by ensuring that everyone has a voice in decisions, 

and especially those that are impacted by the decision. Also, it is the responsibility of HIA 

practitioners to advance equity. 

Further, the report  identified utilization of HIAs as a tool for addressing equity  and  

democracy in the following ways: “1) by selecting policies, programs or projects that improve 

the health of the most vulnerable or disadvantaged populations; 2) by engaging community 

members in decisions that affect their health and well-being; 3) by increasing the 

transparency of the evidence and the decision-making process; and 4) by creating 
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recommendations that advance health equity and eliminate disparities. HIAs are an important 

tool to promote health equity in policies, plans and programs” (27). 

In the same year that Advancing Health Equity in Minnesota was released, the Minnesota 

Legislature provided funding to the Minnesota Department of Health (MDH) and the 

Minnesota Pollution Control Agency (MPCA) to assess the scope and impacts of air pollution 

on urban environments in Minnesota. The legislation provided over $1.8 million to continue 

PFC biomonitoring and for addressing “other environmental risks.” The legislation: authorized 

$913,000 the first year and $913,000 the second year from the environmental fund to 

continue perfluorochemical biomonitoring in eastern metropolitan communities, as 

recommended by the Environmental Health Tracking and Biomonitoring Advisory Panel, and 

address other environmental health risks, including air quality. Of this amount, $812,000 the 

first year and $812,000 the second year are for transfer to the Department of Health (28). 

Under the legislation, the two agencies were given discretion to decide the type of project 

that would be undertaken to address environmental risks and air quality.29   Following the 

appropriation, MPCA and MDH developed the Urban Air Quality and Respiratory Health 

Initiative.  This Initiative involved a joint agency project team consisting of staff from MPCA’s 

Air Assessment Section (Environmental Analysis and Outcomes Division); MDH’s 

Environmental Surveillance & Assessment Section (Environmental Health Division); and the 

Minnesota Environmental Public Health Tracking Program. According to MDH, the goal of the 

Urban Air Quality and Respiratory Health Initiative was to use data to inform communities 

regarding air quality issues in the Twin Cities urban area; promote coordination between 

state government agencies; and demonstrate the use of HIAs as a tool to inform public 

health decisions. The Initiative also was intended to increase the understanding of health and 

environmental disparities that impact Minnesotans (30). 

The joint agency project team identified three deliverables for the Initiative: a scientific 

summary  of air quality trends and impacts which resulted in the technical report Life and 

Breath: How Air Pollution Affects the Twin Cities; (31) a community-friendly information 
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repository for air quality information which resulted in the Be Air Aware website;32 and a 

“Health Impact Assessment (HIA) of urban community health concerns” (33). The technical 

report and Be Air Aware website were completed in 2015. In addition to the use of data to 

inform Twin Cities communities about urban air quality, other goals of the Initiative were 

promotion of interagency coordination and use of the HIA as a tool to inform public health 

decisions (34). 

The joint agency project team determined that the HIA should address the issue of air quality 

with a focus on a vulnerable community in the Twin Cities region. Preliminarily, vulnerability 

at this stage was defined as a community with higher rates of asthma-related hospitalizations 

or relatively higher levels of exposure to air pollution due to proximity to emissions sources 

such as major highways. The HIA project received $220,000,35 and the Climate and Health 

Program in the Environmental Health Division in MDH was designated as the lead principal 

for the project. 

According to MDH staff, in light of the Advancing Health Equity in Minnesota report, (36) it 

was decided that the HIA would adopt a “community-centered strategy.” The agency 

contracted with Nexus Community Partners; a Twin Cities organization recommended by the 

Blue Cross Blue Shield Foundation (a major funder of HIAs in Minnesota) to coordinate the 

community engagement process. Under contract with MDH, Nexus Community Partners was 

responsible for community recruitment and served as the coordinator of the Community 

Steering Team, which also included designated MDH HIA staff. In addition, Nexus made 

recommendations for funding support to ensure equity and capacity building of community 

organizations participating in the HIA project.  From the two year legislative appropriation 

(FY14-15), $70,000 was allocated by MDH to Nexus Community Partners for community 

engagement, and $150,000 was estimated by MDH to have been spent on staff support for 

the HIA and related activities over the two years.37  The intent of the funding to community 

organizations was to provide resources and support for their active engagement and 

participation, which would thereby support greater inclusion of community voices, skills, and 

knowledge in the HIA process (38). 
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Identification	of	the	Phillips	Community	as	the	Spatial	Community	for	the	
HIA	

Prior to the Community Steering Team (CST) involvement, the screening process undertaken 

by MDH and MPCA focused on the criteria for determining the vulnerable community in the 

Twin Cities region that would be the subject of the HIA.  Based on existing data and using a 

Geographic Information System (GIS) analysis, the following indicators were used to screen 

for potential communities for the project: 

• Rates of asthma hospitalization (See Figure 1) 

• Proximity to major roadways and major air permitting facilities (See Figure 2) 

• Low-income residents (See Figure 3) 

• Population people of color (See Figure 4) 
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Each of the indicators were assigned a score of 0, 1, or 2 based on relative magnitude. MDH 

then developed a composite score (0 – 10), equally weighting the five factors.  The results are 

shown in Figure 5.  The higher scored areas were considered by MDH to have the probability 

of higher health risks and were included in the cohort of potential geographical areas for the 

HIA (39). 

 

 

 

 

 

 

 

   

 

Fig. 1: Asthma Hospitalizations by Zip Code 

 

 

 

 

 

 

 

 

 

Fig. 2: Air Pollution Sources 
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Figure 3: Low Income Population 

 

 

 

 

 

 

 

 

 

 

 

 

Fig. 4: People of Color Population 
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Fig. 5: Composite Map of Screening Criteria 

From this analysis, MDH identified the following potential spatial communities for the HIA: 

• North Minneapolis along I-94 
• Central area of St. Paul 
• Brooklyn Center 
• Northwest area of Burnsville 
• Central area of Minneapolis 

The final determination of the “central area  of Minneapolis” (and specifically the Phillips 

Community) as the HIA study area was made by MDH and Nexus Community Partners based 

on an assessment of local organizational capacity to participate in the HIA process, existing 

community relationships, and ongoing community planning and participation in various 

efforts to improve the health of the community.40  Selection of the policy or program to be 

addressed by the HIA was delegated to Nexus Community Partners and the community 

organizations participating in the HIA. 
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Community	Steering	Team	

A set of five community organizations recruited by Nexus Community Partners committed to 

participate on the HIA Community Steering Team (CST): 

• Waite House 

• Hope Community 

• Isuroon 

• Land Stewardship Project 

• Center for Earth, Energy and Democracy 

• Nexus Community Partners 

The primary condition for participation in the CST was that the community organization must 

be located in, or serving, residents in the Phillips Community (Waite House, Hope 

Community, Isuroon, Land Stewardship Project). In addition, the Center for Earth, Energy and 

Democracy (CEED), an environmental justice research and policy education organization 

based in Minneapolis, served as a community-based technical assistance partner. While not 
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physically located in Phillips, CEED had extensive experience working with community groups 

and organizations located in, and serving community residents in the neighborhood. 

The CST formally met monthly, and often twice monthly throughout the MDH sponsored 

portion of the project.  In addition to these meetings, CST members also met with MDH staff 

routinely to advise and consult on the HIA environmental justice framework, data collection, 

and indicator development.  CEED facilitated two screening sessions for the steering team; 

assisted with the development of a survey for Phillips residents; linked the steering team to 

the Minneapolis Health Department and MPCA research activities; assisted with utilization of 

the Twin Cities Environmental Justice Mapping Tool to identify additional sites in the 

neighborhood for the Minneapolis Air Quality study sites; and provided technical feedback 

on questions per the steering team’s request. 

A community survey was also developed by CEED with input from the CST and was translated 

into Spanish and Somali. MDH was responsible for compiling the survey data. 

Phillips	Community	HIA:	Scoping	Process	

The scoping process in the HIA focuses on two objectives. The first is to identify the 

population that is likely to be affected by policies or programs. This can include specific 

communities, geographic regions; populations based on certain demographic, economic, 

racial and ethnic criteria; or vulnerable populations (41). The HIA literature recommends that 

scoping should include identification of alternatives to the proposed policy or action.  For this 

HIA, the process for identifying the proposed policy/program was designated to the CST. The 

CST therefore, did not address alternative actions. 

The second objective of the HIA involves identifying the health effects to be evaluated, 

populations affected, sources of data, and methods for assessment.42 This HIA, as noted in 

the previous section, focused on the geographic area of the Phillips Community. The Phillips 

community is one of four areas in the Twin Cities with a high composite indicator score
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based on the following data: asthma hospitalizations; point and non-point emissions; low- 

income population; population people of color. In aggregate, these criteria were used by 

MDH to classify the Phillips as a vulnerable community. Once the urban Phillips community 

was selected and the CST was formed, the next phase was to select  the policy to be 

examined by the HIA. In the first set of meetings, the CST deliberated about theissues 

affecting the community and its socioeconomic historical context. 

Socio-spatial	History	of	the	Community:	Why	is	this	important?	

The Phillips Community, like most urban communities, has undergone demographic, 

economic and infrastructure changes over the years. These changes are not isolated from 

regional socio-economic and demographic shifts, national urban and economic development 

patterns, and increasingly over the last few decades, global economic factors. In a 2011 

report, Choice Place and Opportunity:  An Equity Assessment of the Twin Cities Region, the 

Metropolitan Council identified several Racially Concentrated Areas of Poverty (RCAPs) in the 

metropolitan area. The study defined RCAPs as census tracts where 50% or more  of the 

residents are people of color and 40% or more of the residents have family incomes less than 

185% of the federal poverty threshold (43). 

Data from the report also highlights a trend of increasing concentration of RCAPs since the 

1990s. For example, in 1990, 86 census tracts in the Twin Cities region were considered areas 

of concentrated poverty, decreasing to 74 census tracts in 2000, but increasing to 106 census 

tracts according to 2007-2011 data. Incorporating race and poverty, or Racially Concentrated 

Areas of Poverty shows a similar trend.  In 1990, 31 census tracts were identified RCAPs 

(representing 3% of the region’s residents). By 2000, this had increased to 53 census tracts 

and 6% of the region’s total population.  In 2007-2011, 80 census tracts with 9% of the 

region’s residents lived in an RCAP. The racial concentration of poverty increased even as the 

Metropolitan Council notes, “the growing economy of the 1990s reduced poverty at the 

regional level and reduced the number of census tracts that qualified as areas of 

concentrated poverty” (44). Although more census tracts are designated as concentrated 
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areas of poverty, a greater percentage of the population live in racially concentrated areas of 

poverty.  This data illustrates the continuing and growing problem of income-based, but even 

more importantly, the problem of race-based segregation in the Twin Cities region. South 

Minneapolis (where the Phillips community is located) is one of the seven RCAPs in the Twin 

Cities, (45) and was identified as the fastest growing among the region’s RCAPs. As seen in 

Figure 6, all of Phillips Community census tracts meet RCAP criteria, and partial areas of eight 

other Minneapolis neighborhoods are part of the Metropolitan Council designated South 

Minneapolis RCAP (46). 

 

 

Fig. 6: Racially Concentrated Areas of Poverty Tracts in South Minneapolis, 2007-2011 (147) 

Although its white population decreased by 30 percent in the 1990s, this area’s overall 

population grew by 17 percent due to an increase in Latino and Somali immigrants (48). A 

number of noted effects of this demographic shift is the growth of Latino and Somali serving 
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small businesses supported by organizations such as the Latino Economic Development 

Corporation, and an expanding set of social service agencies for these populations. Although 

once a neighborhood that was home to one of the largest urban American Indian 

communities, Phillips has experienced a decrease in this population. However, the 

neighborhood remains a hub for Native-serving organizations including the first urban 

American Indian community center,  and  urban  offices for several  tribal governments.  It 

has also been designated as the city’s American Indian Cultural Corridor (49). 

These demographic shifts in the Phillips Community mirror trends in the Twin Cities region.  

While in aggregate, Minneapolis shows an increase in its diversity of population, this diversity 

is accompanied by a spatial racial and income segregation not unlike other major cities in the 

U.S. The following demographic assessment utilized data from the American Communities 

Survey (ACS) 2010-2014 and MNCompass, a Minnesota demography project.50  MNCompass 

provides neighborhood level demographic profiles for neighborhoods in Minneapolis using 

ACS 2010-2014 data. Demographics on age, race, ethnicity, and Income are provided in the 

following sections. 

Race	and	Ethnicity	in	Phillips	

Phillips is a highly diverse community.  Blacks comprise 38% percent of Phillips’ total 

population, and represent the largest racial/ethnic group; Latinos make  up 26% percent; and  

non-Hispanic Whites make  up 20% percent of Phillips residents. American Indians are 7% 

percent of the population in the Phillips Community, which is one of the largest American 

Indian populations among Minneapolis neighborhoods. Approximately 5% percent of 

community residents identify as Asian or Pacific Islander.  Residents who identify with two or 

more races  account for 4% percent of residents. 

People of color constitute almost four-fifths of the population in the Phillips Community, 

which is significantly higher than the City’s overall demographic distribution. In comparison, 

Non-Hispanic Whites comprise 61%, or three- fifths of the city’s residents; Blacks, comprise 
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18%; Latinos are 10% and Asian or Pacific Islanders make up 6% of the city’s population. 

Residents who identify as two or more races account for 4% percent; American Indians 

represent 1% percent.  It is important to note that a proportion of the population in these 

racial categories are immigrant or New Americans (identified as foreign-born in the U.S 

Census). 

 

Chart 1: Population by Racial and Ethnicity – Phillips Community 

 

Chart 2: Population by Racial and Ethnicity – City of Minneapolis 
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. Fig 7: City of Minneapolis People of Color 

Map created by Center for Earth. Energy and democracy using U.S. Census 2010 data from MNCompass and 
shapefiles from Open Data Minneapolis 
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Fig. 8: City of Minneapolis White Non Hispanic Population- Census 2010 
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Income	in	Phillips	Community	

The household income distribution in the Phillips Community shows more striking concerns. 

Sixty-three per- cent of households have an income of less than $35,000; and only 5 percent 

have household incomes of $100,000 or more. In contrast, approximately one-third of 

Minneapolis households have incomes less than $35,000 dollars in household income, and 23 

percent of households have incomes of $100,000 dollars or more.  The CST identified use of 

household income versus family income because of its common use in public programs.  

However, it is also important to note that household income includes the total income of 

people who occupy a housing unit regardless of relationship. A household may consist of a 

person living alone or multiple unrelated individuals or families living together.  In contrast, a 

family consists of two or more people (one of whom is the householder) related by birth, 

marriage, or adoption residing in the same housing unit (51). 

 

Phillips Community                                                City of Minneapolis 

 

Chart 3. Income in Phillips Community and City of Minneapolis 

	

Age	of	Residents	in	Phillips	

According to the American Communities Survey 2010-2014, the Phillips community is 

comprised of 21,015 residents. Children under the age of 18 make up 32 percent of residents 
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in Phillips. Senior citizens age 65 and older make up 7 percent of the population. Combined, 

children under 18 years of age and senior citizens over age 65 are 39 percent of Phillips total 

population. As a result, over a third of Phillips residents are most vulnerable to environmental 

exposures - as children and senior citizens are considered most at risk to harmful effects of 

toxic pollution. In comparison, children under 18 are 20% percent of the total population in 

Minneapolis, and 9% percent of the total population is comprised of senior citizens age 65 

and over. The largest difference in age demographics between Phillips community and City of 

Minneapolis is children under the age of 18 as Phillips has 12% percent more youth in 

comparison to the aggregate city population. 

 

Figure 9. Senior Citizens and Children Under 14, Minneapolis 2010 
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Foreign	Born	

A significant population in the Phillips community are new immigrants. In the U.S. Census, 

nativity refers to whether a person is native- or foreign born. Native-born population refers 

to an individual who is a U.S. citizen or U.S. national at birth. Foreign-born population 

includes anyone who was not a U.S. citizen or U.S. national at birth. Respondents who are not 

U.S. citizens as well as those who have become U.S. citizens through naturalization are 

considered foreign born.  According to 2010 census data retrieved from Minnesota Compass, 

foreign-born residents constitutes 33.9 percent of Phillips residents (combining East Phillips, 

Phillips West, and Midtown Phillips) (52). For this HIA report we did not disaggregate this 

data by race and ethnicity. As a result, the proportion of each racial category that is foreign 

born is not addressed here, but it is clearly an important issue for addressing the 

neighborhood’s assets and needs. CST members identified this as essential for understanding 

the racial community dynamics, and for identifying the components of sustainability that 

ought to be a part of developing a place-based strategy for sustainable development. 

At a national level, the U.S. Census reports that the pattern of races reported by the foreign 

born is notably different from the native category. While most native and foreign-born 

populations reported only one race, the distribution of races reported differed. Those that are 

foreign born were more likely to identify as Asian and Some Other Race, but were less likely 

to report White, Black, and Two or More Races. Most native-born identified as White (78 

percent), followed by Black (13 percent). By comparison, 46 percent of foreign-born 

individuals identified as White (46 percent), Asian (23 percent), and Some Other Race (21 

percent). With respect to ethnicity, approximately 15 percent of the total U.S. population 

identified as being of Hispanic origin with 10 percent being native-born (53). 

Summary	

These demographics are important for addressing health disparities in Minneapolis, and in 

the Phillips Community. There is substantial research that documents the link between the 

physical, social and economic conditions of a neighborhood and an individual’s health. The 
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concentration of race and poverty in the Twin Cities is not, unfortunately, a unique 

occurrence. Braveman et al., reveal that in the United States, people of color are more likely 

to live in poor neighborhoods, and that this uneven pattern is not fully explained solely by 

income (54).   In other words, race continues to be a major factor in determining where one 

lives; and further, where one lives has an impact on one’s health (55).   MDH concurred in its 

Advancing Health Equity report, concluding that where you live matters, and neighborhoods 

with different socio-economic characteristics but only 3 miles geographically apart could 

“equal up to 13 years difference in life span difference” (56). Braveman et al., note that 

although the issue is complex, “the overwhelming weight of evidence indicates that both 

features of neighborhoods and characteristics of individual resident’s influence health. Both 

places and people matter” (57). 

The factors that contribute to these conditions are complex and include a set of  cross-sector 

issues such as access to retail food markets with quality, affordable nutritious food; housing 

conditions (affordable housing; quality of housing; neighborhood housing stock); 

environmental conditions (indoor and outdoor air quality; number and type of polluting 

industries; existence of brownfields and  other legacy  toxic contamination); education (school 

infrastructure; funding; teacher experience); safety (police relations; crime; quality of physical 

infrastructure); green space and other amenities; transportation (access, cost, and quality of 

service of public transit); economic conditions (access to safe and livable wage jobs) wages, 

small business support -- to name a few. As a National Academies of Sciences report stated, 

“[h]ealth can no longer be seen solely as the result of personal choice and behavior . . .” 

The root causes that have been identified indicate that many policies or programs 
thought to be unrelated to health may have important health consequences. 
Indeed, it has been argued that major health problems, such as the obesity epidemic 
and its associated health and monetary costs are essentially unintended 
consequences of various social and policy factors related, for example to the mass 
production and distribution of energy-dense foods and the engineering of physical 
activity out of daily life through changes in how transportation is organized and 
how neighborhoods are designed and built (58). 
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Green	Zones	Policy:	Environmental	Justice	

Recognition that environmental pollution, not unlike other social issues in the United States, 

has a racial and income dimension gave rise to a field of environmental research and 

advocacy known as environmental justice. A substantial body of research exists to study the 

phenomenon of racial and income disparities with respect to environment and health. These 

studies range investigate the ethical and legal issues of environmental disparities with respect 

to public health. Results from these studies are varied, but one thing is certain –a pattern of 

disproportionately higher environmental risks in minority and poor communities exists in the 

U.S. (59, 60, 61). Even when viewed more granularly, community by community, and block by 

block, the trend of concentrating environmental hazards in minority neighborhoods persists. 

This unequal spatial distribution of environmental risks on the basis of race and income is the 

central focus of environmental justice concerns in the United States. This includes issues such 

as: 
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MULTIPLE CONTAMINATION SITES. In any given community, there are multiple facilities 

ranging from very small businesses to large-scale industrial emitters.  Permitting is based 

on individual facility emissions and does not integrate the problem of multiple emitting 

facilities in the process. 

MULTIPLE POLLUTANT EXPOSURE. Concentration of emitting facilities in communities can 

result in multiple toxic pollutants.   However, risk assessments are based on single 

pollutant exposures. 

CUMULATIVE HEALTH IMPACTS. Information on the cumulative or interactive impact of 

multiple substances on human health is not addressed within the current regulatory 

framework. 

CHRONIC LONG-TERM EFFECTS. The health impacts of toxic substance exposure can be long 

term. Negative health impacts due to unequal exposures to populations may not be 

detected. 

SENSITIVE POPULATIONS. The research has shown that exposure and health impacts on 

children and older adults can be more severe and extensive, because of their development 

stages, and behaviors (e.g., hand to mouth contact of young children). However, other 

socio-economic factors that can exacerbate the health effects of environmental pollution 

has also been identified, although this research is relatively immature. 

A review of research by the California Environmental Protection Agency and the Office of 

Health Hazard Assessment identifies  that inequality exists when “disparities in exposure, 

where some  people are exposed to more harmful pollutants than others, especially in 

minority and low-SES communities” (62). The report also states that evidence “suggests that 

cumulative exposures from multiple sources of environmental pollution may be more harmful 

than single exposures (63, 64). 

The California EPA report highlights two concerns related to health and environmental 

disparities concerns: 1) exposure disparities which includes facility proximity to residents, 

frequency and severity of toxic releases; types of modeled and monitored air pollutants; and 

other factors related to disproportionate exposure; and 2) the disparities in environmental 
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conditions and sensitivity based on intrinsic factors (age, pre-existing conditions, gender); 

sensitivity based on non-intrinsic factors; health disparities, socio-economic factors, and their 

relationship to pollutant related diseases (mortality disparities, infant mortality disparities, 

perinatal outcome disparities, cancer disparities, cardiovascular disparities) (65). 

A third inequity problem concerns disparities in the quality of public infrastructure across 

communities. This inequality results in differential capacities of communities to withstand 

pollution burdens or other environmental hazards. Although disasters such as Hurricane 

Katrina and Superstorm Sandy catalyzed much public discussion about the effects of 

weather-related disasters on poor rural and urban communities, much remains to be done to 

integrate the issues associated with this problem in the public health research and practice 

agenda. The concern for not only mitigating existing harmful pollution emissions, other 

environmental effects such as the increasing negative impacts from climate change, as 

Hurricane Katrina and Superstorm Sandy demonstrate, make it increasingly important to both 

reduce pollution and build adaptive and resiliency capacities at the community level. As Ebi et 

al., state that it is “the unprecedented nature of climate change also may bring unanticipated 

consequences for public health” (66). 

The challenge to equitable health outcomes, particularly with respect to environmental 

health, is that the regulatory framework for protecting public health is inadequate for 

addressing the legacy of racial and income environmental inequalities. In urban and rural 

communities. For example, scientific and regulatory protocols (as noted) are based on single 

pollutant toxicity; permitting is based on individual facility emissions; and air quality 

compliance is required at the state level, which does not address issues of concentrated “hot 

spots.” 

In an environmental justice study on transportation, Genges articulates a fundamental 

methodological problem (67): 

Finally, the state of practice in equity analysis suffers from a substantial conceptual 
flaw that has the unfortunate effect of preserving the status quo. Equity analyses 



36 
 

typically use as the basis of comparison a criterion of proportionality when assessing 
the fairness of a proposed project or a plan, and thereby fail to account for any pre-
existing disadvantage . . . If, for example, an ‘EJ population’ is found to experience 
benefits and burdens from a proposed project that are approximately the same as the 
“control population,” the project is deemed to have no disproportionate effect, and it 
can proceed without violating environmental justice provisions. 

 
Another barrier to 

addressing 

environmental disparities 

is a perception that 

Indigenous, communities 

of color and low-income 

communities are less 

concerned about 

environmental issues 

than their white middle-

class counterparts. 

Historically, this 

perception was characterized as the “jobs vs. environment” dichotomy. Contrary to popular 

perceptions that communities of color and low-income communities are more concerned 

about job opportunities than environmental health issues, these communities have been in 

the forefront of addressing environmental pollution and public health. 

Public health must overcome the inequities present in conventional approaches to assessing 

environmental risks.  These approaches to analyzing the effect of human exposure to an 

individual pollutant does not address the cumulative environmental risks that impact many 

environmental justice communities. Thus, these approaches produce skewed data that 

distorts the reality of long-term human exposure to multiple pollutants and other social, 

economic, and environmental hazards. Rather than reinforcing a status quo of racial and 
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economic disparities in environmental protection, environmental and health policy should 

compel solutions that prevent such disparities.68 

In the field of environmental justice, there has been a consistent call for addressing these 

methodological shortcomings.  The 2004 report Ensuring Risk Reduction in Communities with 

Multiple Stressors: Environmental Justice and Cumulative Risks/Impacts sponsored by the 

National Environmental Justice Advisory Council emphasized the need to address the 

inequity of public health research through the development and implementation of 

cumulative risk assessment. According to the NEJAC report, this methodological approach 

would provide an evaluation of the combined effects of multiple environmental stressors 

rather than the conventional focus on individual pollutants.  The NEJAC also called for an 

emphasis on place-based assessments and the inclusion of the effects of psychosocial, 

physical, and other environmental stressors that may compound health risks in a community. 

Both before and after this report, developing effective methodologies for addressing 

cumulative impacts has been a major concern (69). 

Health disparities identified by the environmental justice literature, and the methodological 

challenges to addressing them, are parallel to the Social Determinants of Health (SDOH) 

framework. Jandu et al., summarize SDOH research findings: “Research over the past  two 

decades repeatedly demonstrates the relationship between poor health outcomes and socio 

economic factors such as inadequate and unsafe housing, work environments, and 

neighborhoods, low educational attainment, social exclusion, poverty, racism and other 

structural inequities” (70). 

Spatial analysis has the potential to contribute to environmental justice community 

knowledge and empowerment. It has been noted that “environmental equity is an inherently 

geographic problem” (71). A geographical (spatial) assessment of environmental risk by 

community or neighborhood is one aspect of evaluating environmental and health equity.  

Another includes assessment of health impacts (epidemiology and toxicology) of pollutants 

on community residents. And lastly, but just as critical, is the level of community participation 
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in the development and implementation of environmental regulation and remediation.  

Community participation is the cornerstone of democratic self-governance, and should be an 

essential component of environmental policy and planning. Effective and meaningful 

participation is dependent upon a number of factors including access to information, and 

opportunities for engagement in all phases of decision-making processes. 

The methodological and regulatory problems listed above are well documented and illustrate 

the complexities of conducting an environmental justice community-level analysis.   Scientific 

methodologies require very specific controlled conditions and are incommensurate with 

realities at the community level. Moreover, increasingly knowledge and decision-making 

about environmental issues has become the domain of the ‘expert’.  Bonhanm and Nathan 

state, “without investing time working with the community, some researchers’ perceptions of 

reality may be very different from the community’s perceptions and expectations” (72). Yet 

even environmental health researchers concerned about bridging research with community 

needs tend to place primacy 

on the research over 

community understanding, 

regardless of its 

methodological deficiencies 

in explaining community 

impact.  Despite its 

challenges, Bonham and 

Nathan conclude that, 

“community-based 

environmental health 

research cannot be 

conducted in isolation of the 

people within the 

community” (73). 
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This HIA, both in terms of process and content, demonstrates the challenges of the expert-

community tension. The CST, concerned with the implications of the draft HIA developed by 

MDH, made the decision to develop an alternative assessment. In doing so, the CST 

developed its own community-based process. As, Jandu et al. note “(c)ommunity 

empowerment addresses these social, political, economic, and environmental determinants 

that underpin health and health inequities. Empowerment implies more than the participation 

of communities, but rather community ownership of processes, planning, and actions that 

seek to change the determinants of health” (74). 

The CST adopted an Environmental Justice-Social Determinants of Health framework to 

identify the policy/program for the HIA. An important consideration was the fact that the 

Phillips Community has been the site of ongoing environmental concerns. The 

neighborhood’s rejection of a waste transfer station provided the impetus for public funding 

for one of the city’s first “green” projects – the Greenway and the Green Institute (75).  In 

addition, the location of an arsenic-based pesticide plant that left legacy pollution led to its 

listing on the National Priority List of Superfund Sites. Its selection by MDH as a candidate in 

the pool of geographic areas for the HIA due to air emissions data validates that the 

neighborhood continues to experience environmental concerns that affect public health. 
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Green	Zones	

The Green Zones initiative was first introduced to the City of Minneapolis in the Climate 

Action Plan by the Environmental Justice Working Group as a cross-cutting strategy for 

meeting the City’s climate mitigation goals. The Environmental Justice Working Group’s 

(EJWG) recommendation was as follows (76):  

The Green Zones Initiative will create a city designation for neighborhoods or 
clusters of neighborhoods that face the cumulative impacts of environmental, 
social, political and economic vulnerability.  Communities with Green Zone 
designation would then be able to access benefits offered by the city (as well as 
state and federal agencies), ranging from targeted pollution reduction to increased 
funding opportunities for energy-efficiency, onsite renewable energy, and other 
low-emission infrastructure. Green Zone designation would ensure that 
communities most highly impacted by environmental hazards and economic 
stressors receive much-needed resources and support. 

 

The EJWG investigated a number of initiatives (e.g., EcoDistricts, Smart Growth strategies) 

across various cities and states to determine the most promising model for equitably 

addressing both legacy pollution and prioritizing new environmental sustainability 
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investments in Minneapolis. Green Zones was identified because of its origins as an 

environmental justice-oriented strategy to address pollution burdens and was developed 

with substantial and meaningful environmental justice community participation.  As a result 

of effective university-community partnerships, a body of research resulted in one of the 

most comprehensive environmental justice screening tools in the nation, which was then 

modified by the State of California and is utilized in the form of the CalEnviro Screen.  From 

this work, some key California environmental justice organizations continued to work to 

develop a policy/program initiative that would address community concerns. Green Zones is 

the result of this effort.  Using the California example was important to local efforts in 

Minneapolis because of the centrality of environmental justice and equity in the development 

and implementation of Green Zones in California. Since then, Los Angeles unanimously 

passed (three members in absentia) a city ordinance that establishes “clean up, green up” 

(CUGU) districts in April 2016.77   The purpose of CUGU Districts “is to reduce cumulative 

health impacts resulting from land uses including, but not limited to, concentrated industrial 

land use, on-road vehicle travel, and heavily freight-dominated  transportation corridors, 

which are incompatible with the sensitive uses to which they are in close proximity, such as 

homes, schools and other sensitive uses” (78). 

Additionally, in their Advancing Climate Equity in California Climate Policy report, Zabin et al., 

identify Green Zones as a mechanism for targeting greenhouse gas reducing public projects 

to reach “disadvantaged communities” for “comprehensive GHG reduction and community 

resilience investments . . . devised through a multi-stakeholder, community engagement 

process that includes both environmental justice and labor organizations” (79). In concert 

with other existing policies and programs, Green Zones “shift focus from ‘access to benefits’ 

from a variety of programs to comprehensive and coordinated green infrastructure 

investments. For example, a Green Zone could entail a community-led plan and community 

benefit agreements for co-siting community solar programs, transit-oriented development, 

and affordable housing developments” (80). 
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Members of the EJWG of the Minneapolis Climate Action Plan engaged with community 

organizations working on the California initiative.  As a result, the EJWG included in their 

recommendations language that would support targeting the City’s most environmentally 

vulnerable neighborhoods: “The Green Zone Initiative will create a city designation for 

neighborhoods or clusters of neighborhoods that face the cumulative impacts of 

environmental, social, political and economic vulnerability” (81).   

Develop a Green Zone Initiative. The Green Zone Initiative will create a city 
designation for neighborhoods or clusters of neighborhoods that face the 
cumulative impacts of environmental, social, political and economic vulnerability. 
A Green Zone is an environmental and economic development tool that targets new 
green infrastructure and retrofits to an area in a comprehensive manner. Green 
Zones could correspond with targeted housing and commercial retrofit campaigns, 
to increase energy efficiency or boost renewable energy installation. Areas with 
Green Zone designation may better be positioned to access benefits offered by the 
city as well as state and federal agencies, ranging from targeted pollution reduction 
to increased funding opportunities” (82). 

Using the SDOH and EJ frameworks, the CST determined that health in the Phillips 

Community is based on cross-sectoral issues, and as such the Green Zones was an 

appropriate policy for a comprehensive assessment of health impacts. In addition to reducing 

environmental harms and risks that negatively impact health, the CST also noted that inequity 

can also result from lack of access to green and sustainable resources and investments. For 

example, significant attention has developed with respect to making communities more 

climate resilient in the face of impending risks posed by climate change. In addition, a 

national and global agenda of creating more environmentally sustainable communities has 

led to an increasing focus on ‘green’ investment in technology and development resources. 

Initiatives at the federal level including the Environmental Protection Agency’s EJ Plan2020, 

Housing and Urban Development’s Sustainable Communities, and Department of Energy’s 

Building Better Initiative illustrate the increasing understanding for a cross-sector, cross-

agency, cross-departmental framework that “cultivates strong partnerships to improve on-

the-ground results, and charts a path forward for achieving better environmental outcomes 

and reducing disparities in the nation’s most overburdened communities” (84). According to 
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EJ Plan 2020, “achieving this vision will help to make our vulnerable, environmentally 

burdened, and economically disadvantaged communities healthier, cleaner and more 

sustainable places in which to live, work, play and learn” (85). 

 

 

The CST’s approach to the HIA closely aligned with other studies focusing on equity and 

community engagement in planning. As Genges notes in his study, accessibility is defined as 

“the potential of opportunities for interaction” (86). He further elaborates: 

The importance of this concept stems from the fact that the very purpose of cities is 
the access they provide to help people prosper by offering a wide range of jobs, a 
variety of goods to meet needs, an assortment of amenities and services to satisfy 
diverse taste, and  to fulfill social desires for interacting with other people. Accessibility 
is a measure of how effectively people can reach the goods, services, and opportunities 
they need to achieve well-being and to participate fully in society. Where people live 
has a power effect on their capacity to achieve a high quality of life in part through 
the accessibility that a place provides (87). 

The CST acknowledged that a full and comprehensive HIA was beyond present resource 

availability. However, the team also placed a high priority on a comprehensive framework. 

Therefore, the first several months were devoted to developing a list of sector-based issues 

of concern to Phillips Community residents. These are shown in Figure 10. Not surprisingly, 

the CST identified the major sectors that are considered essential to viable and sustainable 

community development. 
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The CST provided MDH staff with several sets of indicators that were deemed appropriate for 

assessing the condition of the Phillips Community. These indicators were identified through a 

process of reviewing the research literature corresponding to the priority sectors, as well as 

reviewing indicators developed by other HIA efforts. As noted, because of the staff transition, 

MDH was unable to provide the CST with data collection and analysis. The CST also began to 

develop an initial matrix of the identified sectors; the sustainability goals; and 

existing/potential policies and programs that contributed to the sector goals (Figure 11). 

As the CST continued its HIA efforts, the City of Minneapolis established an informal city 

appointed Working Group to make recommendations to the City on Green Zone designation.  

The HIA CST made the decision to continue its independence from local and state 
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governmental efforts in order to maintain its integrity as a community- based body. Given 

the resources and timeframe for completion of the HIA, the CST determined that that a full 

HIA was not possible. The Committee on Health Impact Assessment describes HIA variations 

(88). 

• Rapid HIA is one that is completed in a short time (weeks to months) and is focused 

on smaller and less complex proposals. Rapid HIAs generally involve primarily 

literature review and descriptive or qualitative analysis. 

• Desktop HIA refers to a rapid HIA that entails little or no public engagement. Another 

version called a rapid- appraisal HIA includes explicit public engagement through an 

initial half-day workshop for stakeholders (89 90). 

• Intermediate HIA is one that requires more time and resources and involves more 

complex pathways, more stakeholder engagement, and a more detailed analysis but 

includes little collection of new data. 

• Comprehensive HIA’s are most commonly differentiated from rapid and intermediate 

HIAs by the scope of potential impacts and the need for collection of new primary 

data. They can take longer than a year to complete. 

The CST determined that a combination of a Rapid HIA and an Intermediate HIA would be 

most appropriate, which would include a literature review and descriptive or qualitative 

analysis with relatively little primary data collection.  However, because the HIA had extensive 

community involvement and direction it embodies components of the Intermediate HIA.  

Primary data collection efforts were made by the CST during 2015. This included survey 

development, translation and dissemination; additional monitoring site requests in the 

Minneapolis Air Quality study; and five qualitative community focus groups in Philips with 10-

25 participants each.   MDH staff was appointed to process this data, but the work was not 

transferred to the new MDH staff or the CST. 

A sub-set of issue areas for this initial assessment at this stage were identified by the CST 

given the time frame, resources available, and CEED’s areas of work: air quality and energy in 
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housing. Second tier issue areas were identified as food, housing quality and affordability, 

and  economic development/employment.  This HIA focuses on air quality and energy. 

Air	Quality	

Regulatory	Context	

Air pollution emissions include point sources (permitted stationary industrial facilities (such as 

industrial facilities, power plants, etc.); nonpoint sources (land runoff, precipitation, 

atmospheric deposition, drainage, seepage, etc.); and mobile sources (on-road automobiles, 

trucks and off-road construction and agricultural vehicles). Under the Clean Air Act (CAA), the 

U.S. Environmental Protection Agency (EPA) is authorized to regulate air pollution.  The EPA 

sets ambient air quality standards for six criteria air pollutants (91): 

• Particulate matter 

• Ground-level Ozone 

• Carbon monoxide (CO) 

• Sulfur dioxide (SO2) 

• Nitrogen dioxide (NO2) 

• Lead (Pb) 

In addition, to these criteria air pollutants, there are a set of 187 hazardous air pollutants 

(HAPs) which are known to cause cancer and other serious health impacts. The federal CAA 

requires the EPA to regulate these toxic air pollutants by setting standards for emissions from 

facilities in an industry group (or “source category”). Within eight years of setting the 

technology standards, the Clean Air Act directs the EPA to assess the remaining health risks 

from each source category to determine whether the standards protect public health with an 

ample margin of safety, and protect against adverse environmental effects. 
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Minnesota	

The Minnesota Pollution Control Agency defines air toxics as more inclusive then HAPs and 

conducts risk assessments and an Air Emissions Risk Analysis (AERA) on additional toxics. 

These AERA analyses are mandatory for any project that undergoes Environmental Review 

and increases air emissions of a single criteria pollutant by 250 tons per year or more, after 

the use of control equipment. All mandatory AERAs require a cumulative effects analysis. The 

cumulative air emissions process involved with this includes the emissions at the specific 

facility in question, along with nearby facilities and background air pollutant concentrations. 

An AERA also includes information about the demographics of the neighborhood around a 

facility for any air toxics with an inhalation health benchmark (92 93). 

Outside of mandatory AERAs, MPCA also has the authority to request a discretionary AERA. 

AERA’s are essentially a screening tool to assess air toxics – the agency advises communities 

to engage the agency early in a permitting action. Among the reasons the MPCA can conduct 

a discretionary AERA include situations applicable to environmental justice communities, are 

in cases where: 

• “an existing air emission source is the subject of significant public interest,” and 

• “the  specifics  of a new facility or existing  facility expansion indicate a need for 

further analysis prior to public notice, the location of the facility is of concern, there 

are uniquely sensitive receptors near the facility, the type  of facility and/or change is 

of concern, the amount and  types  of emissions from the facility are of concern.” (95) 

(emphasis added). 

According to the MPCA, it has authority to gather information that is relevant to pollution or 

to MPCA rules or statutes. Representatives of the MPCA may also examine records of all 

kinds and may have access to property to obtain information or conduct surveys or 

investigations (Minn. Stat. § 116.091). The MPCA also has authority to craft permit conditions 

to prevent pollution and to protect human health and the environment, even though the 

requirements do not specifically exist in rule (Minn. Stat.§  116.07, subd. 4a and Minn. R. 
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7007.0800, subp. 2). The general permitting rule also authorizes the MPCA to craft permit 

conditions that protect human health and the environment (Minn. R. 7001.0150, subp. 2). A 

permit applicant is required to provide all information required by the rules and must 

supplement the application if all relevant facts have not been supplied. Minn. R.  7007.1000, 

subp.2 also provides the MPCA the authority to deny a permit if there is a potential for 

adverse effects to human health or the environment (96). The voluntary AERA and the above 

cited authority of MPCA provide some important levers for environmental justice 

communities like Phillips. 

South	Minneapolis	Cumulative	Effects	Legislation	

For South Minneapolis specifically, statute 116.07.4a which became law in 2008, requires 

additional cumulative impact screening in a certain area for any facility seeking a new or 

modified permit.  When implemented, this was the first statute of its kind in the nation. 

Accordingly, MPCA must analyze and consider “cumulative levels and effects of past and 

current pollution” before a permit may be issued for a facility located in the area described by 

the statute, which states (97).  

The language states that this is strictly tied to a certain area of South Minneapolis (Figure 12). 

It applies to both new facilities in the area needing an air permit, as well as modifications to 

existing air permits (expansion, change in equipment operations, ownership). The passage of 

this nationally recognized legislation has resulted in the development of a methodology for 

analyzing and considering cumulative levels and effects as part of MPCA’s air permitting 

process. This allows for an institutional training and know-how of MPCA staff and analytic 

processes that can be expanded. 
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Fig 12:  South Minneapolis Area - Cumulative Levels and Effects Analysis for Air Permits (98) 

Health	Considerations	

The impact of air quality on public health is multi-dimensional and complex.  For example, 

the health impact of air pollution is modified by weather patterns, and physical surroundings 

(i.e. buildings, tree canopy, etc.). High temperatures can increase air pollutants like the 

respiratory irritant ozone. The increased frequency and length of heat waves can make 

seasonal increases in ozone even higher. 

The effects of air pollution on human health has been well researched and includes problems 

ranging from acute minor irritations to chronic respiratory and heart disease. Those most 

vulnerable to increased risk of morbidity and mortality from exposure to air pollution are 

children, the elderly, and those with existing conditions such as heart failure, coronary heart 

disease, and chronic lung disease (99).  Worldwide, the U.S. ranks third with an estimated 
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41,200 premature deaths per year due to outdoor air quality conditions, following China 

(275,600) and India (120,600) (100). 

From an environmental justice framework, the problem is that environmental hazards, 

including but not limited to emissions that impair air quality, are disproportionately located 

in communities of color and low-income communities. Numerous studies have found higher 

emissions in low-income and disadvantaged areas (101,102,103). The most polluted locations 

have significantly higher-than-average percentages of blacks,  Latinos, and  Asian-American 

residents (104). 

The concentration of “polluting facilities and unwanted land uses has almost certainly played 

an important role in the disproportionate exposure to air pollution experienced by residents 

of various EJ communities” (105).  Research indicates that climate change directly affects local 

air quality conditions by altering chemical reaction rates, as well as affecting the 

development, transport, dispersion, and deposition of air pollutants. These direct effects of 

climate change increase the burden of illness and mortality across different communities and 

regions (106). For example, studies estimate that air pollution-related deaths will increase in 

over 17 states due to changes in climate. It is projected that PM2.5 will affect premature 

mortality rates in the Great Lakes area, while the southern states are expected to experience 

greater incidence of ozone related deaths (107). States most vulnerable to climate change 

related increases of SO2 are those that already have elevated emissions (eastern states) and 

the Midwest region may be more vulnerable to climate change increases of NOX emissions 

(108). Some projections also suggest that air pollution in the summer will worsen in the 

Northeastern and Midwestern regions. 

In some cases, the Urban Heat Island effect, in combination with increased CO2 levels can 

result in longer growing seasons for ragweed and other urban aeroallergens (109). Ozone is 

the primary constituent in urban smog, and is formed from the interaction of heat, sunlight, 

NOx, and VOCs. Both VOCs and NOx originate from anthropogenic sources, but wind 

patterns ultimately determine where they are transmitted and deposited (110). Increased 
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ozone can exacerbate asthma and allergic conditions while also reducing lung function.  

Although this is a concern for the population as a whole, asthma continues to 

disproportionately affect minority children, particularly in large urban areas (111). A 2015 

study using Minnesota data, found that “populations on the lower end of the socio-economic 

spectrum and minorities are  disproportionately exposed to traffic and air pollution and  at 

higher  risk for adverse health  outcomes” and that a major source of these disparities is the 

transportation infrastructure (112). 

In the Life and Breath study by MDH and MPCA, it was recognized that “numerous studies 

have shown that PM2.5 and ozone are not only harmful in themselves, but that they coexist 

with other harmful pollutants influenced by the same sources and weather patterns” (113).  

The study also found that “(w)hile air quality in Minnesota currently meets federal standards, 

even low and moderate levels of air pollution can contribute to serious illnesses and early 

death. About 6 to13 percent of all residents who died, and about 2 to 5 percent of all 

residents who visited the hospital or emergency room for heart and lung problems, did so 

partly because of fine particles in the air or ground-level ozone. This roughly translates to 

approximately 2,000 deaths, 400 hospitalizations, and 600 emergency room visits” *113).  It 

also concluded that while everyone is impacted by air pollution, the sick, elderly and children 

with uncontrolled asthma were disproportionately affected: 

“… ZIP codes with larger populations of people of color and American Indians and 
residents living in poverty are more vulnerable to air pollution…[and] the impacts 
of air pollution fall disproportionately on the elderly (65 and older), who have higher 
rates of heart and lung conditions, and children under 18, who have higher rates of 
asthma. The elderly experience much higher rates of hospitalization for heart and 
lung problems and death due to air pollution. Children experience much higher rates 
of emergency department visits for asthma due to air pollution than adults” (114). 

There is a significant body of research that has focused on the unequal geographic 

distribution of air pollution with respect to the racial and income composition of 

communities. Some of these studies have found that the location and emission of point 

source industrial facilities are disproportionately sited in, and therefore, can 

disproportionately impact low income and/or communities of color. In a recently published 
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national level study, Ard (2015) examines inequality in air pollution from 1995 to 2004 (116). 

This study suggested that two major factors have contributed to an aggregate decrease in air 

emissions. The first is the national economic shift over the last several decades that led to 

deindustrialization. The second is reductions due to effective federal regulations. However, 

Ard also found that despite overall decreases, point source air pollution is increasingly 

concentrated around low income communities of color. 

 

Air	Quality	Data	and	Information	

There are a number of air quality databases that exist at the local, state and federal level. This 

section provides an overview for community organizations of some of the key air data 

available. Also provided are brief descriptions with evaluation of strengths and shortcomings 

for assessing air quality in the Phillips Community. 

National	Level	Data	

NATIONAL AIR EMISSIONS INVENTORY: The National Emissions Inventory (NEI) is a national 

database with comprehensive estimates of criteria pollutants, criteria precursors, and 

hazardous air pollutants from air emissions sources. The NEI includes point source emissions; 

nonpoint sources; on-road sources; and non-road sources. It is released every three years and 
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based on data provided by state, local, and tribal air agencies for sources in their jurisdictions, 

which is then supplemented by data developed by the US EPA (117). 

AIR QUALITY INDEX (AQI):  The AQI is a numerical index used by government agencies to 

communicate to the public how polluted the air is currently and forecasted. It focuses on 

health effects that may be “experienced within a few hours or days after breathing polluted 

air” and for which the EPA has established national standards to protect public health (118).  

Raw measurements from air monitoring stations from across the country are collected and 

converted into a separate AQI value for five of the major air pollutants regulated by the Clean 

Air Act (ground-level ozone, particle pollution, carbon monoxide, nitrogen dioxide, and sulfur 

dioxide) using standards developed by EPA. The EPA considers ground-level ozone and 

airborne particles as two pollutants that pose the greatest threat to human health in the U.S. 

A higher AQI value means a higher level of air pollution and the greater the health concern. 

According to EPA, an AQI value of 50 represents good air quality and an AQI value over 300 

represents hazardous air quality. An AQI value of 100 generally corresponds to the national 

air quality standard for the pollutant, which is the level EPA has set to protect public health. 

AQI values below 100 are considered satisfactory. When AQI values are above 100, air quality 

is considered unhealthy-at first for certain sensitive groups of people, then for everyone as 

AQI values get higher. AQI values are then converted to categories which inform the public 

about the potential health risks associated with each category: Good, Moderate, Unhealthy 

for Sensitive Groups, Unhealthy, Very Unhealthy, and Hazardous (119). 

The EPA AQI is the most cited source for air quality indicators. The EPA AQI is also used and 

promoted by the U.S. Centers for Disease Control and Prevention (CDC). Although the five 

pollutants for AQI are good indicators of daily air quality, the index has limitations. The AQI’s 

five criteria pollutants are not the only pollutants that pose health risks. Other air toxics such 

as lead and mercury are health hazards. In addition, the AQI does not include temperature or 

pollen levels, which can exacerbate sensitivity to air pollutants. 
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AIRNOW:  AirNow is an EPA online program that provides public access to national air quality 

information (121). AirNow uses the EPA’s Air Quality Index (AQI) to offer daily forecasts and 

real-time AQI conditions for over 300 cities across the United States. AirNow makes available 

links to more detailed state and local air quality web sites. However, one of its limitations is 

that it cannot disaggregate between mobile and stationary sources. AirNow is an indicator of 

overall air quality, not specific to industrial emissions. 

State	and	Local	Level	Air	Data	

The Minnesota Pollution Control Agency (MPCA) collects, analyzes and tracks numerous data 

sets to determine emissions of air pollutants.  A public portal of some of their data sets are 

found at: https://www.pca.state. mn.us/air/emissions-data, with a summary of a few of the 

most important and relevant datasets below. 

MPCA AQI: The MPCA uses EPA’s AQI to report daily air quality conditions. Minnesota’s AQI 

is determined by hourly measurements of the five criteria pollutants: particulate matter, 

ozone, sulfur dioxide, nitrogen dioxide, and carbon monoxide (122).  In this index, the 

pollutant with the highest AQI value determines the overall AI for that hour. Data available 

runs multiple years; with an online data portal allowing for singular criteria pollutant data 

viewing at a time.  With monitors located across the state, and used to monitor compliance 

with federal and state air quality standards and benchmarks. The MPCA submits this air 

pollution monitoring data to the U.S. Environmental Protection Agency. A public portal on 

Criteria Air Pollutant data can be found at https://www.pca.state.mn.us/air/criteria-pollutant-

data-explorer. According to this MPCA data portal, there are currently 8 state air quality 

monitors active in Minneapolis, and 4 in St. Paul (Figure 13) (123).  The monitors do not 

measure all or the same  air pollutants (i.e. fine particulates, those considered a higher health 

risk, are measured only at some sites in the city). 
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Fig. 13: State Air Monitoring Sites, 2017: Minneapolis and St. Paul (124) 

 

 

MPCA POINT SOURCE AIR EMISSIONS DATA: The MPCA estimates emissions from large 

permitted facilities annually in order to fulfill state and federal mandates. Point Sources are 

large stationary sources that typically have an air permit; for example, power plants, industrial 

plants, and refineries. According to the MPCA, there are over 2,000 point sources in 

Minnesota.  Even though point sources of air pollution represent a smaller percentage of 

emissions over mobile (transportation) sources overall, they still can constitute nearly 22% of 

the air pollution (125).   MPCA describes the pollutants included in this database as follows 

(126): 

• Criteria air pollutants - include six major pollutants for which there are federal 

standards. These pollutants are particulate matter (PM2.5 and PM10), sulfur dioxide 
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(SO2), nitrogen oxides (NOX), ozone (O3), carbon monoxide (CO) and Lead (Pb). 

Ozone is not directly emitted so a group of ozone precursors called volatile organic 

compounds (VOCs) is included instead. Criteria air pollutants are estimated annually. 

Data for criteria air pollutants are available for all years. 

• Air toxics – Many other pollutants are released in smaller amounts than most of the 

criteria pollutants but are still toxic. The Environmental Protection Agency (EPA) refers 

to chemicals that can cause serious health and environmental hazards as air toxics. Air 

toxics include chemicals such as benzene and formaldehyde. Air toxics are estimated 

every three years. Data for air toxics are only currently available for 2008 and 2011. Air 

toxics data for 2014 will be available soon. 

• Greenhouse gases – The MPCA tracks and reports emissions for six greenhouse 

gases: carbon dioxide (CO2), nitrous oxide  (N₂O),  methane (CH₂), sulfur hexafluoride 

(SF₂), and  two classes  of compounds known collectively  as hydrofluorocarbons 

(HFCs) and  perfluorocarbons (PFCs). Greenhouse gas emissions are estimated 

annually and reported in CO2-equivalents (CO2-e). Data for greenhouse gas 

emissions are available for all years starting in 2012. 

The MPCA provides point source (facility specific) air emissions data via its air emissions data  

portal (127). The data portal (available at: https://www.pca.state.mn.us/air/point-source-air-

emissions-data) also provides interactive mapping. A 2015 snapshot of the Phillips 

Community from the MPCA point source data portal shows five major facilities as emitters in 

the community (Figure 14, Table 2). Collectively, these five facilities in the Phillips area are 

emitting nearly 54 million pounds of greenhouse gases, along with notable amounts of 

particulate matter, nitrogen dioxide and VOCs (precursors to ground level ozone formation).  

In an environmental justice community like Phillips, where all sources matter and reductions 

across sectors (or source categories) should be considered, it is important to assess their 

contribution. 
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Fig.14: Point Sources within Phillips Neighborhood Boundary in 2015 (128) 

 

 

Table 2: List of Point Sources and Emissions (LB) in Phillips Neighborhood in 2015 (129) 

Facility CO CO2 e PM25 PM10 PM NOX SO2 Ammonia Lead VOC 

Abbott 
Northwestern 
Hospital 

31,711 46,700,000 567 634 764 41,033 353 297 - 2,187 

Bituminous 
Roadways Inc 
Minneapolis 

41,903 2,157 2,759 2,621 5,215 2,605 479 - - 2,530 

Metro Transit 
Light Rail Facility 

1,196 1,676,127 17 17 17 1,424 9 46 - 6,128 

Smith Foundry 1,190 1,741,593 36,997 39,619 54,242 1,445 11 46 57 145 

Wells Fargo 
Home Mortgage 

2,504 3,754,159 89 85 99 3,617 524 28 - 193 

Total Emissions 78,504 53,874,036 40,429 42,976 60,337 50,124 1,376 417 57 11,183 
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MINNESOTA RISK SCREENING TOOL (MNRISKS): The Minnesota Risk Screening tool at the 

MPCA, known as MNRiskS, uses emissions inventory data to model potential risk to adult and 

child health on a cumulative basis from point, mobile and area sources. It has been in 

development since 2003 with it becoming an important and unique state effort for assessing 

cumulative air pollution health risks. Though statewide, the spatial resolution is also resolved 

down to the neighborhood level (130).  It can be viewed in a tabular format or in mapped GIS 

versions. 

MNRiskS is an important tool and upon request, MPCA can generate source or pollution 

profiles for an area (i.e. neighborhood). There is also an effort to have a pubic portal for this 

information. A run of the MNRiskS 2008 model showed elevated cancer risk for Phillips 

residents and clear areas of concern (Figure 16) (131). If we use a threshold of 10E-5,132 

there is an increased inhalation risk of cancer causing pollutants for adults in Minneapolis as 

a whole and in Phillip specifically. It is important to note that this is assessed for the adult 

population, and not children, which constitute a significant proportion of Phillips residents.  

Fig. 15: Resident Cancer Risk – metro core  – all sources MNRiskS modeling tool (data 2008) 
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MINNESOTA AIR TOXICS DATA. The term air toxics refers to a group of over 100 air pollutants 

that may cause cancer or other serious health effects. Since there are no state guidelines or 

air toxics, MPCA uses health benchmarks to assess health risk from both short and long-term 

exposure. By seeing if a measured value of a toxic pollutant is above or below this defined 

health benchmark, they assess whether it will cause adverse health effects. This is largely 

done toxic by toxic and governmental bodies can use them to inform regulatory and 

environmental decision making. Minnesota works to manage air toxics by requiring pollution 

control equipment, setting limits on emissions, and monitoring outdoor air pollution levels 

(133). 

The MPCA monitors three types of air toxics: VOCs (55), carbonyls (7), and metals (13).. Data 

is available between 2002- 2016, with samples collected at 6 of the state’s Twin Cities sites. 

The data is updated each May with results from the previous calendar year. Samples are 

collected once every six days, over a 24-hour period (the resulting concentration is a 24-hour 

average). At the online portal, a singular toxic pollutant can be searched, though no 

cumulative or additive assessment is shown: https://www.pca. state.mn.us/air/air-toxics-data-

explorer. 

COMMUNITY AIR MONITORING PROJECT: The MPCA administered a community air monitoring 

project in 2013 through financial support from the Minnesota Legislature (134). The two-year 

study examined concerns for environmental justice by monitoring air quality in seven  low 

income communities and/or communities of color that  may be disproportionately affected 

by pollution from industry, air and highway traffic. Monitoring focused on fine particles 

(PM2.5) and air toxics such as carbonyls, metals, and volatile organic compounds. These 

communities were monitored for three months at a time.  The first community monitoring 

was on October 1, 2013. 

The Phillips Community Little Earth Residential Complex (2438 18th Avenue Street) and a 

Greenway site (cross street 28th Street) were included as monitoring sites. Air monitoring 
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occurred at Little Earth between October- December 2013 and at the Greenway site between 

July-October 2014. While the MPCA came to the general conclusion that individual pollutant 

levels monitored were below health benchmarks, the limited timeframe of the study (3 

months) did not allow for a valid assessment of chronic health benchmarks, which would 

have required at least a year of data.  This is due to the fact that emissions of some pollutants 

vary by season. However, some preliminary findings did indicate issues of concern. For 

example, formaldehyde show elevated levels at the Greenway site, and at other sites around 

the Twin Cities (135, 136). 

POLYCYCLIC AROMATIC HYDROCARBONS (PAH) STUDY: MPCA completed a 2-year study on 

PAHs in 2015. The study focused on 16 locations in Phillips, and one site in Mille Lacs (Figure 

17). PAHs are a class of chemical products from combustion and evaporation of petroleum 

products that can result in serious health effects including respiratory problems and lung 

cancer. Sources include tobacco, wood smoke, vehicles, and other fuels (137). 

This study allowed PCA to measure PAHs on site over 72-hour periods every twelve days. The 

methodological approach ensured data points for each day of the week, with approximately 

30 total measurements for each location per year. The study is the first such project in 

Minnesota to collect direct PAH measurements and use a cancer risk assessment estimate on 

PAH air pollution (138). High exposures to PAHs over long periods of time are. associated 

with elevated lung cancer incidence (139). 
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Fig. 16. PAH Monitoring Locations 

Measurements for PAHs occurred between June 2013 to June 2015. As part of the study, the 

potential human health effects (mainly cancer risk) were assessed. The MPCA PAH study 

found on-road vehicles  such as heavily trafficked roadways and bus stops yield higher levels 

of potential exposures of PAHs (140). In an MPCA cumulative risk assessment of all air toxics 

(including PAHs, VOCs, metals, etc.) at two of the sites, HC Andersen School and Near 

Roadway, the estimated lifetime risks from inhalation of air toxics was estimated to be 8 to 9 

additional cases of cancer in a population of one hundred thousand (141). The MPCA PAH 

study also found high exposures over short time periods were significantly elevated at both 

Andersen School and Mille Lacs (Figure 18) (142). 
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Figure 17: MPCA PAH Community Study Results - Anderson School, Near Roadway, Mille Lacs 

(143) 

 

 

MINNEAPOLIS AIR QUALITY STUDY: From November 2013 to August 2015, the City of 

Minneapolis Health Department conducted an air quality study. The two-year study collected 

data eight times quarterly, on residential, commercial Park Board and City property (Figure 

18) and analyzed 62 volatile organic compounds (VOCs) to assess whether VOCs were over 

the health risk value (HRV). A Health Risk Value is defined as “the concentration of a chemical 

(or defined mixture of chemicals) that  is likely to pose little or no risk to human  health” 

(144). 

Through utilization of the Twin Cities Environmental Justice Mapping Tool developed by 

CEED, the CST advocated for five additional canisters on key community sites in the Phillips 

Community in collaboration with the Minneapolis Health Department’s 2-year Air Quality 

Study.   According to Nexus Community partners, the five sites were: 
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• 740 East 16th Street 

• American Indian OIC, 1845 East Franklin Avenue 

• Little Earth of United Tribes, 2495 18th Avenue South 

• Cristo Rey High School, 2924 South 4th Avenue 

• Bloomington and 29th 

Due to limited funding by the city, the CST allocated its own budgeted resources toward two 

extra “sponsored” canisters for inclusion into the study.  

The city’s health department has mapped out initial raw data results for each of the sites by 

individual pollutant and are available online (145).  A cumulative assessment of all 62 VOCs is 

currently unavailable. An example of the Minneapolis results for just one of the 62 pollutants 

studies, tetrachloroethene (a chemical widely used in degreasing and dry-cleaning 

operations, with severe health impacts), is in Figure 18.: 

 

 

Fig. 18: Minneapolis Air Quality 

Monitoring (VOCs) Sampling Locations 
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Fig. 19: Minneapolis Air Quality Study - Map of Tetrachloroethene 

The City of Minneapolis is working with Virginia Tech to develop a land-use regression model 

(LUR) in order to estimate concentrations at locations where measurements were not taken 

or available. Additional focused sampling is also under consideration, which could be 

targeted to Phillips and other areas of concern in the city. 

MINNEAPOLIS TREE CANOPY STUDY: Tree canopy, also known as tree cover, can provide 

improvements in air quality (146). Land tree cover is a common air quality indicator that can 

assess environmental assets in a given area. The University of Minnesota’s Remote Sensing 

and Geospatial Analysis Lab classified and mapped land tree cover in Minneapolis-St. Paul 

using Quickbird satellite imagery (147). This resource provides maps of Minneapolis with land 

cover classifications to observe the distribution of tree cover across geographic areas in the 

city. An assessment of the city found that Minneapolis has 31.5% percent land tree cover and 

St. Paul 32.5% percent respectively (Figures 20) (148).  Analysis of this data could show the 

variability of tree canopy across neighborhoods and assist with targeting public and private 

incentive programs for planting 
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New research 

methodologies, such as 

the U.S. Forest Survey’s 

study of tree moss in 

Portland, are also being 

utilized by government 

agencies to easily assess, 

at low cost, levels of 

localized pollution of 

toxins (150).  Since moss 

lack roots, they tend to 

absorb water and 

nutrients from the 

atmosphere – thus taking 

up and storing the 

compounds that are in its surrounding air.  The Portland study was the first to use moss to 

generate a comprehensive and detailed map of air pollution in a U.S. city. Such cost-effective 

studies can be assessed to see if they can be replicated in Minneapolis in order to get more 

direct, localized data in air pollution hotspots. 

Energy	in	Housing	

Compromised access to affordable and sustainable energy services can have both acute and 

chronic impacts on individual and family health.  In this HIA, the impact of energy on health is 

addressed through the concept of energy insecurity (151).  When a household is energy 

secure, its members “are able to obtain the energy needed to heat/cool their home and 

operate lighting, refrigeration, and appliances while maintaining expenditures for other 

necessities (e.g., rent, food, clothing, transportation, child care, medical care)” (152). A 

household is energy insecure when it “lacks consistent access to the amount or the kind of 

energy needed for a healthy and safe life for its members” (153). Hernandez, et al., describe 
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this condition as the “inability to adequately meet basic household heating, cooling, and 

energy needs . . . and is a pervasive and often-overlooked problem for low-income families 

with children” (154). The problem is that low- and moderate-income households have 

differentiating access to energy services (i.e., on-site renewable energy or energy efficiency) 

and may pay a higher percentage of their income for energy.   

The economic pressure placed on family incomes by energy costs, also affects access to 

quality and affordable housing. Substandard housing presents a higher likelihood of hazards 

such as rodent infestation water leaks, mold, the presence of lead paint, and a host of other 

issues (155). In 2006, a study examining children’s health of low-income children 3 years old 

or younger in five cities (including the City of Minneapolis) discovered an association 

between access to affordable energy and children’s health. Based on data of children from 

primary care clinics and emergency departments, the study found that children of low-

income families who were not receiving energy assistance were 30% more likely to be 

admitted to the hospital and 20% more likely to be at nutritional risk for growth and 

developmental problems (156). This supports other research that suggests that energy 

insecurity is associated with “poor health status, life-time hospitalizations, and . . . 

developmental concerns among infants and toddlers” (157). 

A 2011 survey of low-income households by the National Energy Assistance Directors 

Association (NEADA) found that in the Midwest, energy costs induce family coping 

mechanisms that have significant impacts on health and well-being. For example, in their 

study they found (158): 

• 29% of households used the kitchen stove or oven to heat their homes. 

• 21% went without food for at least one day 

• 29% said they did not make full rent or mortgage payment 

• 33% went without medical or dental care 

• 33% did not fill a prescription or took less than the full dose. 

• 16% had someone become sick because their home was too cold 
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A summary of the health effects of energy costs and access on children’s’ health was 

compiled by the Child Health Impact Working Group and is shown in Table 4. 

 

Table 4: Unhealthy Consequences of Energy Costs on Children’s Health (159) 

High energy costs force 
budget tradeoffs that 
jeopardizes child health 

Families spend less on food, 
medications, housing in order to pay 
high energy costs 

Heat or eat  – food  insecurity  
and other nutritional risk due to 
trade- offs between energy and 
food expenditures 

Seasonal food insecurity 

Poor Growth 

Malnutrition – infection cycle leading to 
increased illness 

Cognitive development deficits of malnutrition 
affecting school performance 

High energy costs force the use of 
risky alternatives of heat 

Families use ovens, stoves, space 
heaters, or fireplaces to augment 
primary heating sources 

Increased risk of contact burns 

Increased risk of carbon 
monoxide poisonings 

Increased risk of house fires 

Possible long-term consequences of burns or 
carbon monoxide exposure 

Economic impact of preventable 
hospitalizations 

High energy costs combined with 
unaffordable housing force families to 
endure unhealthy housing conditions. 

Rodent and cockroach infestation. 

Water leaks and mold 

Peeling paint and ledad paint 

Increased incidence of severity 
of asthma. 

Increased incidence of lead 
poisoning 

Preventable injuries from fires, 
burns, falls 

Increased rates of infectious 
diseases such as diarrhea and 
respiratory conditions 

Increased health care utilization, including 
emergency visits and hospitalizations. 

Missed school due to illness. 

Cognitive and development deficits due  to 
lead poisoning 

High energy costs result in unpaid 
bills, emergencies and utility 
disconnection. 

Families make partial rent or 
mortgage payments or miss entire 
payments because of unaffordable 
energy bills 

Potential cold exposure. 

Increased use of alternative 
heating sources 

Possible loss of utilities required 
for basic health and safety: light, 
refrigeration, cooking, water, 
heating 

Increased risk of housing 
instability due to utility 
disconnection 

Adverse physical health impacts, including lack 
of primary care, untreated or undertreated 
medical conditions, growth delay 

Adverse mental health impacts including 
anxiety, depression, behavioral disorders 

Adverse behavioral, development, and 
educational impacts, including developmental 
delay, grade repetition 
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Climate	Impacts	on	Energy	and	Health	

Energy security is also a function of weather and climatic conditions, which in turn, can 

influence a household’s ability to maintain safe and healthy conditions.  The Center for 

Disease Control (CDC) found that between 2006 and 2010, 10,649 deaths were due to 

weather-related causes. Excessive natural heat was either the underlying cause or a 

contributing cause for 3,332 (31%) of these deaths; exposure to excessive natural cold or 

hypothermia accounted for 6,660 (63%) of deaths; and the remaining 6% were attributed to 

floods, storms, or lightning.  How much of a contributing factor was the lack of energy 

affordability or access was not a part of the report. It is clear however, that while a great deal 

of attention is paid to disaster-related climate change impacts on communities, exposure to 

heat and cold is an equally if not more important health problem. It is also clear that cold 

temperatures have a significant impact on vulnerable populations. In a review of the research 

by Reames, numerous studies confirmed that hypothermia experienced by elderly patients 

were both more severe and more likely where the exposure was indoors versus outdoors.  In 

fact, half of hypothermia-related deaths were related to indoor exposures, and a racial 

disparity was found with a higher morbidity among elderly Blacks. Yet, as the study points 

out, most public health agencies often focus on preventative measures for outdoor related 

hypothermia emergencies. 

In instances of severe weather and power outages, research also indicates that the use of 

alternative heating sources leads to increased incidences of health hazards. For example, the 

use of space heaters, fireplaces, ovens and stoves as alternative heat sources can result in an 

increased risk of contact burns, carbon monoxide exposure, and deadly house fires. 

Nationally, home heating equipment is one of the leading cause of fires in U.S. homes. 

According to a recent report released by the National Fire Protection Association (Figure 20): 

• Heating equipment fires accounted for 16% of all reported home fires in 2009-2013 

and 19% of home fire deaths 
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• Space heaters are the type of heating equipment most  often  involved  in home 

heating fires, figuring in two of every five of these fires and  accounting for 84% of 

associated civilian deaths, 75% of civilian injuries, and 52% of direct property damage. 

 

Fig. 20: Home Structure Fires by Type of Equipment, 2009 - 2013 (annual average) 

 

The U.S. Fire Administration reports that 37% of residential fire injuries and 46% of residential 

fatalities occur in the winter months. Moreover, 11% of these are children under the age of 

ten.  In Minnesota, cooking equipment and heating related equipment were the leading 

causes of residential fires. There were 10 civilian fire-related deaths in 2014, and 33 reported 

injuries. “Respiratory distress” was the chief complaint for Minneapolis Fire Department 

emergency medical services. Energy security, therefore, is a critical issue for health both in 

terms of added risks associated with heating appliances in times of cold weather, but also 

contributes to a range of indoor health conditions that directly affects family well-being. 
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Energy Accessibility Profile  

A major barrier for communities to address health related energy impacts is that energy 

consumption and expenditure data at the household level is not publicly accessible. The 

Energy Information Agency’s (EIA) Residential Energy Consumption Survey (RECS) is the best 

available public data that provides detailed household-level energy consumption information 

for a representative sample of occupied, primary residences in the US. The RECS survey is 

based on five-year 

intervals, and the latest 

available comprehensive 

data is for 2009, with 

2015 data expected in 

2018. Unfortunately, the 

data is aggregated at a 

Census regional and 

divisional scale, and 

therefore is not available 

at the state or local level. 

Nonetheless, RECS data 

provides useful 

information about energy 

use and expenditures, 

which can serve as a 

starting point for more 

localized assessments of 

household energy use and costs. 

According to RECS survey data, space heating accounts for over half (51%) of total household 

energy consumption in the Midwest, for a total of 1.487 quadrillion British Thermal Units 

(Btus) (160 ). This should be distinguished from the national trend, which shows a steady 
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decrease in space heating as a share of household energy use. The reason for this is likely the 

Midwestern climate, which has a high number of heating degree days (days below 65 

degrees F). 

It is important to note that the RECS energy consumption data provides quantified 

information about consumption patterns. In this section, consumption by income level is of 

particular concern. However, the consumption data does not provide us with the character of 

such consumption. For example, some equity-oriented energy research distinguishes 

between basic needs energy consumption and luxury energy consumption.  Lower income 

households may have higher consumption levels because of the lack of access to newer, 

efficient appliances, leaving these households more dependent on costly inefficient 

technologies for heating, cooling, cooking, and refrigeration. Higher income households may 

have sufficient disposable income to purchase the latest efficient technologies, thereby 

reducing their consumption on a per use basis.  However, these households may have 

significantly higher luxury consumption such as pools, hot tubs, larger homes, higher number 

of appliances and electronics. Nonetheless, the following discussion is a useful starting point 

for energy-income analysis. 

Energy	Burden	

The issue of energy equity is not well addressed in the energy field. Nonetheless, it is gaining 

greater attention as equity issues become more prevalent in environmental planning and 

policy. One way to evaluate a family’s access to affordable energy services is by assessing the 

energy burden, which is defined as the proportion of household income required for energy 

payments (161). There is no standard definition of affordability in the U.S. In fact, the energy 

needed for a healthy home environment can vary by region and climate, seasonal weather 

patterns, and other external factors. Still, energy is an important contributing factor for health 

outcomes and the U.S. lags other countries in addressing issues of energy burden disparities. 
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Research has consistently shown that energy burden is highest among low-income families, 

the elderly, and those on fixed incomes (162, 163). Moreover, as energy prices increase, the 

amount of household income available for nutrition, health care and safety is affected. 

Figures 21 and 22 provide a summary description of energy burden by poverty level. As can 

be seen, in Minnesota, those households 50% below the poverty level, devote nearly a third 

of their income to energy costs (164). 

 

Fig. 21: Minnesota: Percentage of Household Income for Energy Bills by Poverty Level (165) 

 

 

In 2015, the primary heating fuel for Minnesota households was natural gas (71% for 

homeowners and 56% for renters). While only 10% of homeowners used electricity for home 

heating, 32% of renters utilized electricity as the primary heating source. Propane was used 

by 12% of homeowners and 5% of renters, with fuel oil comprising 3% and 2% of the state’s 

heating needs respectively (Figure 22). 
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Fig. 22: Heating Fuel Source for Renters and Homeowners: Minnesota (166) 

 

 

Even as natural gas, fuel oil and propane prices decline and electricity prices remain 

somewhat stable, there are important economic impacts associated with energy costs. In 

Minnesota, households in the lowest income bracket, that are most likely to be renters, can 

pay as much as 33 percent of their income in energy costs. (167). 

Moreover, Minnesota has experienced an increase in the Home Energy Affordability Gap 

since 2011. The Home Energy Affordability Gap is model developed by Fisher, Sheehan & 

Colton (FSC) to quantify the gap between “affordable” home energy bills and “actual” home 

energy bills. In 2015, Minnesota low-income households exceed- ed the affordable level of 

energy costs by $1,163 per household with an aggregate total of over $675 million.168    In 

Hennepin County, where the Phillips community is located, households at less than 50% of 

the poverty level have an affordability gap of $1,628 per year; on average, these households 

devote 29.8 percent of their income to energy; with a total county energy shortfall of $47.4 

million annually (169).  For Minneapolis where Phillips is located, and where 23% of its 

families/households live in poverty, this is of considerable concern (170). 
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A large part of the energy burden faced by low-income households in neighborhoods like 

Phillips is a function of the older and inefficient housing stock that is prevalent in low-income 

neighborhoods. Energy use intensity (EUI) is a measure that can be used as a basic proxy for 

a household’s overall energy efficiency (171).   It is basically a households’ consumption of 

energy per square foot (kBtu/sq ft). A higher EUI means greater energy use per square foot 

and implies relatively less efficient housing infrastructure when compared to a similar sized 

home (172). As is shown in Figure 23, household EUIs vary by income, with the lowest income 

bracket consuming almost 24,000 Btu per square foot more than those households in the 

highest income.   This also translates into higher energy costs per square foot. The energy 

cost differences between the highest and lowest income levels in the RECS data is 42 cents 

per square foot (173). 

 

Fig. 23: Energy Use Intensity – Household Consumption and Expenditures per Square Foot, 

 

This, coupled with spotty deployment of energy-efficiency programs in low-income 

neighborhoods because of unaffordable upfront capital costs and other “first come, first-

served self-referral operating procedures” (175), has resulted in disparities in access to 

efficiency and renewable energy options.  The effect is that low income households continue 

to pay more in energy terms per square foot of their home than their wealthier counterparts. 
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Spatially oriented research is also showing that disparities in energy use intensity (EUI) exists 

geographically across race and household income (176,177). To date, very little research in 

the United States has focused on the issue of fuel vulnerability or energy affordability using a 

geographic analysis at the neighborhood or community level. Nearly all the research and 

policy development on energy issues (like energy burden) has been conducted at the 

individual or household level, using income as the determining factor. While useful, there is a 

critical gap in data and information around how energy efficiency and other energy service 

programs can be targeted to vulnerable places like the Phillips community. 

Efforts such as the Twin Cities Energy Vulnerability/Poverty Index being developed by the 

Center for Earth, Energy and Democracy, uses multiple variables related to income and 

housing stock characteristics, to determine energy vulnerability in Minneapolis and St. Paul 

(Figure 24). The orange and red areas highlight those census tracts that have relatively higher 

levels of energy vulnerability. 

 

Figure 24: Energy Poverty in Minneapolis and Saint Paul (178) 
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Figure 25: Energy Vulnerability and Communities of Color (179) 

 

When overlaid with the racial demographics of Minneapolis and St. Paul, there is a high level 

of correlation with the energy vulnerable areas and those with a high number of residents of 

color (Figure 25). While this methodology is still in development, these initial results begin to 

show the link between affordable energy access, income and race. Coupled with the health 

impacts associated with lack of affordable energy discussed earlier in this section, this type of 

neighborhood level analysis begins to give guidance as to where energy resources can be 

targeted and highlights the need for more integration of energy, demographic and health 

metrics. 
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Energy	Assistance	Programs	

The considerable number of households at risk for utility disconnections due to unpaid utility 

bills has critical health implications (180). There are two types of energy assistance programs 

serving low-income households to help re- duce their energy vulnerability.  These are the 

weatherization services to reduce energy consumption from electricity, natural gas and other 

energy sources in homes; and rate-payer energy assistance programs which provide 

assistance for energy bills (181). 

Public and private resources provide funding for these programs. Public funding comes from 

two federal programs, the Low -ncome Home Energy Assistance Program (LIHEAP) and the 

Weatherization Assistance Program (WAP). LIHEAP is a block grant program that assists low-

income households to meet their home energy costs. In addition, LIHEAP offers assistance in 

times of exceptional need or crisis, and up to 15% can be used for low-cost residential 

weatherization and energy-related home repairs (25%of the grant if a waiver is approved). 

WAP is a federal formula grant program available to states for energy efficiency for low-

income households and is administered by the Department of Energy (DOE). While an 

important source of funding, LIHEAP actually exceeds WAP funding, yet both these programs 

are vastly under-funded and are consistently unable to meet existing needs. The National 

Energy Assistance Directors Association (NEADA) reported that the number of households 

receiving energy assistance declined by 17 percent between 2010 and 2013 due to decrease 

in funding. Even at its peak, LIHEAP only served 21% of eligible households (182). These 

energy assistance programs also fall short when energy prices increase. The number of 

average annual low-income heating and cooling bills “covered” by LIHEAP in Minnesota in 

2015 was 108,220 (183). 

In addition to LIHEAP and WAP, there are a number of other federal programs that have had 

an energy services component including HUD housing programs, the Temporary Assistance 

to Needy Families (TANF), and the Community Services Block Grant (CSBG). State funding 
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sources include ratepayer funds (a surcharge on customers’ utility bills), and state general 

funds. In fact, rate-payer assistance constitutes 80 percent of total resources for low-income 

households, with energy efficiency constituting only 20 percent (LIHEAP Clearinghouse). In 

addition to public sources, there is non-governmental support for various energy programs, 

which includes private nonprofit and religious organizations (184). 

This growing gap between rising energy prices and funding of energy assistance programs 

such as the federally supported LIHEAP, has resulted in many families accumulating 

substantial unpaid utility bills, “leading  to arrearages and disconnections that adversely 

affect child and family well-being” (185). While there are utility shut-off protections in 

Minnesota, such as the Cold Weather Rule (CWR), there are limitations that can still result in 

economic hardship. For example, the CWR protection can be compromised if the rate-payer 

misses payments, and the rule is only in effect from October 15th to April 15th of each year 

(186). While many families may avoid disconnection using such protections in winter, they 

may face energy burdens at other times of the year when the CWR is not in effect.  Thus, 

many families can incur a debt problem, and the potential threat of disconnection, resulting 

in “budget trade-offs even in warmer months, spending less on food, medical care, and 

housing, so they can pay down arrearages accumulated during the winter” (187). 

Recommendations	

As a result of this initial HIA, the following recommendations were developed as priority areas 

for action for the City of Minneapolis Green Zones Initiative.   While these recommendations 

are tailored toward the City and focused on Phillips, many of the recommendations are 

applicable to county and state government, as well as other geographic neighborhoods that 

face similar pollution burdens and the demographic profiles of Phillips. 
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Policy	and	Planning	Recommendations	

CUMULATIVE IMPACTS. Cumulative pollution 

impacts should be part of decision-making 

by the City and State, as well as 

appropriate planning departments for 

future development and redevelopment 

projects.  To the estent permitted by law, 

the City should discourage and advocate 

against development or redevelopment 

that will contribute to net additional 

pollution, especially pollution that 

negatively affects human health and avoid 

decisions that add pollution emissions in 

an area deemed disproportionally 

pollution burdened relative to other city 

neighborhoods. It is recommended that 

the City adopt ordinances that prioritize over-burdened neighborhoods for pollution 

reductions. Model ordinances such as the Clean Up Green Up ordinance passes in Los 

Angeles, California and other models out of Newark, New Jersey, can be used as exemplars 

(14). 

QUALITY OF LIFE. As environmental improvements and sustainability measures improve quality 

of life in the Phillips community, and other potential Minneapolis Green Zones, the City must 

be proactive to prevent the direct and indirect displacement of residents currently living in 

these areas. Anti-displacement measures should be developed and implemented, including 

the development of metrics for continued assessment. 

CLIMATE RESILIENCY. Green Zones should be utilized by the City as a means of increasing 

climate resiliency of vulnerable and overburdened communities.  As the City acts to address 
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the impacts of climate change, there must be specific attention to the uneven and unequal 

infrastructure across the City’s neighborhoods. Without explicit attention to inequality, there 

is an increased risk that the pollution and environmental health issues outlined in this report 

will be exacerbated by the effects of climate change. All aspects of climate resiliency planning 

and sustainable development practices, including comprehensive planning, transportation, 

housing, land use and energy planning should prioritize vulnerable and overburdened 

communities for climate resiliency. 

POLLUTION REDUCTION. A comprehensive and coordinated green transition of higher polluting 

small businesses toward lesser pollution options should be developed. Investments in small 

businesses build the economic vitality of the community, and incentives for local hiring 

practices can be included to create job opportunities and resident health. 

ENVIRONMENTAL JUSTICE OMBUDSMAN. The City should create an environmental justice 

position or Green Zones Ombudsperson. This position would serve as the liaison between the 

City’s Green Zone efforts and Green Zone residents, small businesses, schools, and 

community-based organizations. The goal is to have maximum community involvement in 

the City’s green transition efforts. 

GREEN INVESTMENT. Green and resiliency-oriented (tree canopy, garden programs, public 

parks infrastructure, bike paths, etc.) investments offered by the City of Minneapolis should 

prioritize residents, non-profit organizations, and small businesses in Green Zones. This 

includes energy efficiency, renewable energy, zero emissions transportation, public transit 

expansion and any other sustainable-oriented programs.   

 Anti-displacement. In order to ensure that these green investments benefit residents 

in these communities, and don’t result in displacement, the city must assess and develop 

anti-displacement strategies immediate. The City must prioritize equitable growth as a goal 

for its comprehensive planning and take risks in developing innovative strategies to achieve 

this goal.  
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Community	Engagement	Recommendations	

The City should actively promote meaningful participation and involvement by identifying 

risks to the public health and the environment, and by providing an opportunity to select 

alternatives an/or mitigation measures that will minimize such risks. Decision-making and 

planning should be proactively transparent. Green Zone and place-based sustainability 

planning in EJ neighborhoods in the City of Minneapolis must have meaningful and effective 

collaborative partnerships with community-based organizations (CBOs). Strategies include 

partnerships with residents in over-burdened neighborhoods and with well-respected CBOs 

serving the community.  Several tools can be utilized to enhance this process, specifically (15): 

COMMUNITY BENEFIT AGREEMENTS. A Community Benefits Agreement (CBA) is a legally 

binding contract (or set of related contracts), which can establish a set of community benefits 

of a development project. A CBA can help to ensure community involvement, and if the 

process is implemented well, can provide a venue for business-community relations. While, it 

is an undertaking, CBAs can be developed between the City, private entities, and community 

groups to provide points of agreement for building long term community improvements in 

Green Zone policy and project development. This can include up front agreed upon decision-

making timelines, level and points of communication, intellectual property rights of research, 

protocol on funds raised by the City for community outreach, and decision-making 

structures. 

COMMUNITY-BASED ORGANIZATION PARTNERSHIPS.  There is great variability across 

departments in their community engagement proficiency. The City should develop 

partnerships with CBOs that have experience in community organizing, service provision, 

“If sustainable community development is to address the social 
imperative, sustainable community development projects will have to 
actively plan how to keep such communities accessible to a diverse 
range of income groups, professions, and retailers.” 

Ann Dale and Lenore L. Newman, Local Environment. Vol. 14, No. 7, August 2009, 669–681 
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leadership development, technical and analytical capacities, and/or those with demonstrated 

effective relationships with local residents, particularly Indigenous, people of color, and 

immigrant populations. It the city is going to make progress in addressing environmental and 

public health disparities across neighborhoods, it is imperative that relationships between city 

departments and community residents are improved.  

MONITORING AND ASSESSMENT. The City should develop an inter-departmental information 

and planning hub that collects data on resources, incentives and programs available for 

Green Zones. This would include data on health, environmental justice resources, incentives, 

and regulations would be incorporated. To create a better basis of information for decision-

making with regard to public health and the environment. Require development and 

redevelopment projects that have the potential to generate additional pollution to provide 

information in the form of an Environmental Justice Review Checklist. In addition, in order to 

create a better basis of information for decision-making with regard to public health and the 

environment the City should develop Natural Resources Index that identifies areas that can 

be considered disproportionately burdened with pollution, and can assist monitoring and 

assessment, and decision-making. 

Air	Quality	Recommendations	

COMPREHENSIVE AIR QUALITY ASSESSMENT. A comprehensive review and compilation of 

environmental conditions based on existing air quality and pollution studies conducted by 

the city, state agencies, and academic researchers. This review should be coupled with an 

updated cumulative impacts assessment for Green Zones neighborhoods utilizing the 

MNRiskS assessment model at the Minnesota Pollution Control Agency.  The assessment 

should also include recommendations for pollution reductions in these neighborhoods. 

PRIORITIZING AREAS WITH SENSITIVE POPULATIONS. A priority for pollution reduction and other 

health-oriented green investment should be prioritized immediately in areas where sensitive 

populations (the elderly, and children) reside. This includes developing a City strategy for 

monitoring the environmental-public health linkages in these areas, and assigning 
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responsibility for developing programs to address existing health impairing conditions, as 

well as benchmarks and assessment strategies to ensure progress.  

TRANSPORTATION POLLUTION. Mobile sources of pollution are a significant health risk, and 

research indicates that communities of color are disproportionately burdened by these 

emissions. Heavy-duty vehicles are of high concern. Strategies to reduce emissions and that 

provide infrastructure that will reduce these emissions is of vital importance. Federal, State, 

County and City resources becoming available for pollution reduction (such as VOCs, diesel 

fuel, nitrogen oxide) and more location-based air monitoring/research, should be targeted to 

Green Zone neighborhoods with the highest transportation emissions effects. 

Expansion/modification and other related projects planned for highways (35W and 94) 

adjacent to the Green Zone areas should assess impacts on local air quality and resident 

health. Actions should be taken to decrease the disproportionate transportation pollution 

burden faced by Green Zone residents. 

Energy	in	Housing	Recommendations 

ENERGY AND HEALTH. Energy planning by the Minneapolis Clean Energy Partnership (CEP) 

should integrate health and other co-benefits in its agenda. The CEP should evaluate energy 

infrastructure and efficiency with specific attention to neighborhoods in the Green Zones, and 

identify strategies that can aggregate and target clean energy investments at a 

neighborhood level. The city should request CenterPoint and Xcel Energy to make available 

household or neighborhood level data, for public research and evaluation. 

ENERGY EFFICIENCY.  Energy efficiency investments in both single family detached and multi-

family rental units. This includes developing assessments on energy vulnerability among 

residents in the city, identifying the challenges to energy security, and developing strategies 

to address these conditions. The City should work with state agencies and expand its 

relationships with organizations with a focus on energy and environmental justice, rather 

than continue to rely on mainstream energy service and advocacy organizations. All energy 
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programs should be developed in a manner to ensure benefits are received by renters, 

mitigating the risk that efficiency investments are used to upgrade and displace current 

occupants. 

ENERGY PROGRAMS EVALUATION. An evaluation should be conducted on the penetration of 

existing local, state and federal low-income ratepayer and efficiency programs in Green 

Zones neighborhoods.  This includes programs such as the Low-Income CIP, the Cold 

Weather Rule, the Weatherization Assistance Program, LIHEAP, and other related local energy 

service programs.  The gaps in improving health of low- income residents of color should be 

assessed, and strategies for improvement implemented. 

Conclusion	

The recommendations outlined above are focused on a sub-set of issue areas given the time 

frame and resources available for the Phillips Community HIA on Minneapolis Green Zones. 

Thus, a further recommendation by the Community Steering Committee is that a second 

phase of this Green Zones health assessment be conducted for the next priority issue areas 

for the community, namely:  food, housing quality/access, and economic development/ 

employment. 

The Phillips Community Health Impact Assessment Community Steering Team puts these 

recommendations forward not as isolated recommendations to be chosen, but as a 

comprehensive set of strategies that are needed to in order for the Minneapolis Green Zones 

Initiative to be implemented with equity  as its center, and  for the benefit of Phillips 

Community residents. 

phase of this Green Zones health assessment be conducted for the next priority issue areas 

for the community, namely:  food, housing quality/access, and economic development/ 

employment. 
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