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Text is limited to 400 words and fewer
than 10 references. Submit on-line at
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copies to the editorial office. Both text and
references must be typed and double-spaced.

ENVIRONMENTAL ASTHMA
INTERVENTION 

In the January 2002 issue of the Journal, Kin-
ney et al. report the difficulties they encoun-
tered in running a pilot intervention project to
reduce asthmatic children’s exposure to pests
and associated allergens in New York City.1

They are to be commended for taking on such
a difficult task. I suggest that a more compre-
hensive approach is needed and that there are
some lessons to be learned from the past.

More than 30 years ago, a coalition of ten-
ants, landlords, trade unions, vocational
schools, municipal and state officials, commu-
nity leaders, and members of the clergy, to-
gether with the Mount Sinai Department of
Community Medicine, set up the East Harlem
Environmental Extension Service. The aim of
the service was to reverse the breakdown of
tenement home and neighborhood environ-
ments and to eliminate the environmental
health and safety problems linked to this
breakdown. We found that the critical under-
lying problem was the absence of preventive
maintenance.

At the time, I was district health officer of
East Harlem. A group of us reported to the
McGovern Committee of the US Senate on
the health and safety burdens on people liv-
ing in buildings with poorly functioning boil-
ers, broken plumbing systems, rotting window

frames and missing window guards, broken
windows, harborages for insects and rodents,
pools of stagnant water in cellars and court-
yards, inadequate waste management, peeling
of leaded paint, unlit and cluttered passage-
ways, and garbage-filled courtyards.

We noted that lead poisoning, home acci-
dents and injuries, the wintertime suffering of
the old and young due to the cold, burns and
deaths from tenement fires, carbon monoxide
poisoning from use of indoor heaters where
windows were kept shut, rat and insect bites,
and needless mental suffering were some of
the hazards and risks for the 130000 people
then living in East Harlem tenement buildings
with deteriorating maintenance. We also sus-
pected that bronchial asthma, then the second
or third most frequent emergency room diag-
nosis in Mount Sinai’s emergency room, might
be triggered by allergic reactions to rodent
dander and mites in house dust.2–4

Our premise was that a dedicated and
competent person trained in tenement main-
tenance could do more for the health of slum
residents than a doctor or nurse. We set up
an organization that hired young men trained
in building maintenance, subsidized their sal-
aries, and placed them in high-risk buildings.
But subsidies were not enough; there was a
need for an organizational framework, and
the best strategy was to use these subsidies as
training stipends. The Extension Service,
which served some 30 buildings, eventually
fell apart as a result of budget cuts during the
Vietnam War and administrative problems.
But the idea of a comprehensive approach
spread into other neighborhoods.

Some 15 years ago, a group of us reported
on the results of a case–control study on the
relationship of asthma to passive smoking,
dust mites, and other environmental condi-
tions among refugee children in the Gaza
Strip, where environmental conditions were
particularly severe.5 On the basis of my work
in Harlem 30 years ago and in the Gaza Strip
15 years ago, I question the impact and sus-
tainability of a segmental approach to asthma
and other inner-city health problems. To cite

just one particular problem, the application of
“low-toxicity pesticides” will not itself be with-
out risk and may induce respiratory illness in
infants and children,6 and certainly in chil-
dren with preexisting respiratory or immuno-
logical problems. The use of such pesticides is
no substitute for a more ecological approach
based on searching for and eliminating pests’
breeding sites and food sources—a public
health basic.
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