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Healthy Urban Planning 
 

Abstract 
 
This paper examines the connections between population health and urban planning to 
develop a healthy urban planning framework that rests upon five concepts. 1   The report 
captures the critical thinking, significant theories, and key ideas on each of these 
concepts.   
 
 Social determinants of health 
 Equity 
 Sustainable development 
 Civic deliberation 
 Health in all policies 

 
What follows next is a description of three assessment tools aimed at highlighting the 
connections between health, community, and socioeconomic conditions.  These tools 
were developed in an effort to demonstrate the linkages between health and society as 
expressed in a social determinants of health framework.  In this case, each assessment, to 
varying degrees, explicates the associations between a geographic locale, the population’s 
health status, and the socioeconomic and planning and design characteristics of that 
locale.   
 
Eleven key factors based on the interests of the University of Texas Medical Branch 
(UTMB), Center to Eliminate Health Disparities are used to analyze the three tools. 
The essential elements of each assessment tool are captured in Table 1, which 
demonstrates the utility of the tools.   
 
Finally, a set of recommendations on how to apply a healthy urban development model to 
a local, post disaster site in the United States is presented.  The report recommends that 
any plan of action must first originate from an understanding of the locale’s socio-
political landscape.    
 
In this case, because of a heightened interest, activity, and conflict around post disaster 
redevelopment (housing and economic development), the primary recommendations are 
the following: 
 

1. The effort should not select specific development projects to assess at this time. 

                                                 
1  HEALTHY URBAN PLANNING AND TRANSPORT. Hugh Barton, with Claire Mitcham and 
Catharine Tsourou.  This paper highlights the important work of WHO Healthy Cities movement in seeking 
to integrate health planning and urban planning. It is based on chapter 9 - "Cities for people" - 
in the report on the progress and achievements of European Healthy Cities distributed to participants at the 
Belfast conference in October 2003 (Tsouros and Farrington).   
http://www.unece.org/thepep/en/workplan/urban/documents/HBartonpaper.pdf; accessed August 3, 2009. 
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2. The primary framing of the effort should be centred on enhanced urban design, 
planning,  and development standards to support economic development and 
tourism, walkability, physical activity of all kinds, and better streetscapes. 

3. Goals of improved neighborhoods endowed with affordable, mixed-income 
housing, enhanced green space, parks, and access to goods and services should be 
incorporated but remain secondary.  

4. The effort should proceed through and in cooperation with the City government.   
5. Representatives from the City government and other stakeholders and key 

decision makers (as recommended by the City government) should be informed 
about the effort using a one-to-one meeting process.  When completed, 
individuals/organizations from the one-to-one meetings should be merged into a 
larger group. 

6. The primary method to steer the effort should be the assessment tools and 
subsequent reports. Components taken from all of the  tools should be used based 
on agreement by the larger group.  

7.  Later reports from the assessments should be accompanied by proposed city 
resolutions expressing support for healthy urban development principles.  

8. Consequent ordinances should be introduced under the advisement of the City and 
with the support of the larger group.  
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Overview of Concept 
Urban planning, working systematically through policies, regulations, and initiatives, 
exerts a strong influence on the conditions in which people live and work their access to 
facilities and services, lifestyles, and ability to develop strong social networks.   
 
Several efforts have been advanced to identify key principles and elements of the social, 
natural, and built environment that might support the concept of healthy urban planning.   
 
Most recently in England, the Marmot Strategic Review of Health Inequalities, Task 
Group 4 attempted to outline the positive and necessary features of the built environment 
needed to support healthy lives, i.e., result in more equal and healthier lives.2 The Task 
Group identified these six items and supported the recommendations with evidence 
demonstrating the impact on and relationship to health.  .   
 
• The importance of physical activity  
• Green infrastructure  
• Walkability  
• Accessibility  
• Housing conditions/ Buildings  
• Design/ Secured by Design and Designing out Crime  
 
The WHO Regional Office for Europe launched a healthy urban planning initiative in 
1997 to integrate the agenda for health with that of sustainable development. The healthy 
cities movement promoted the idea that the quality, equity, and arrangement of the urban 
environment influenced health.  The initiative went so far as to pronounce that human 
health and well-being were at the heart of  sustainable development. Health, according to 
the WHO healthy urban planning ideology, should be a prime goal of urban planning, 
helping to provide a  coherent and evidence- based foundation for policy-making. 
 
The first phase of this collaboration resulted in “Healthy urban planning – a WHO guide 
to planning for people”.3  The publication advocated human health and wellbeing as a 
key goal of town planning and provided 12 key health objectives for planners. It also 
demonstrated how healthy cities principles such as intersectoral cooperation, community 
involvement, equity and political support were equally relevant to planning. The 2000 
publication set out policy guidelines for development projects, neighborhoods, and cities. 
 
The second phase of the WHO healthy urban planning effort involved the formation of 
the City Action Group on Healthy Urban Planning. The members of the City Action 
Group implemented practical programs, utilizing the principles advocated in the book, 
Healthy Urban Planning.  

                                                 
2 Strategic Review of Health Inequalities in England post-2010 Task Group 4: The Built Environment and 
Health Inequalities Final Report 12 June 2009.  
http://www.ucl.ac.uk/gheg/marmotreview/consultation/Built_environment_report  
3 Barton H, Tsourou C. Healthy urban planning – a WHO guide to planning for people. London, E&FN 
Spon, 2000.  
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Another 2003 publication reviews the practical experience of Action Group cities and 
draws out lessons for other municipalities as they move towards health-integrated 
planning.4  Below is one attempt at a series of nine summary principles – drawing on the 
Action Group case studies but also previous WHO publications, especially Healthy urban 
planning – a WHO guide to planning for people.  
 

1. Human health as a key facet of sustainable development 
2. Cooperation between planning and health agencies 
3. Cooperation between the public, private and voluntary sectors 
4. Community consultation and empowerment 
5. Political commitment at the highest level 
6. Health-integrated plans and policies- absorbing health into the mainstream of 

plan-making and plan implementation activities.  
7. Health integration at all scales from macro to micro, i.e., the main priority open to 

excluded groups – choices in terms of transport options, housing opportunities, 
work and recreation – to reduce the health penalties of poverty, immobility and 
other disadvantage.  

8. A comprehensive approach to the determinants of health. Some of the most 
important are: 
 opportunity for healthy lifestyles (especially regular exercise); 
 social cohesion and supportive social networks; 
 access to diverse employment opportunities; 
 access to high-quality facilities (educational, cultural, leisure, retail, health 

and open space); 
 opportunity for local food production and healthy food outlets; 
 road safety and a sense of personal security; 
 an attractive environment with acceptable noise levels and good air 

quality; 
 good water quality and sanitation; and  
 reduction in emissions that threaten climate stability. 

      9. Evidence-based planning for health  
 
This paper will draw upon the WHO work on the environment and urban planning to 
develop a healthy urban planning framework that rests upon the following five concepts:5  
 

 Social determinants of health 
 Equity 
 Sustainable development 

                                                 
4 Healthy urban planning in practice: experience of European cities. Report of the WHO City Action Group 
on Healthy Urban Planning. Edited by: Hugh Barton, Claire Mitcham and Catherine Tsourou. World 
Health Organization 2003.  http://www.euro.who.int/document/E82657.pdf  
5  HEALTHY URBAN PLANNING AND TRANSPORT. Hugh Barton, with Claire Mitcham and 
Catharine Tsourou.  This paper highlights the important work of WHO Healthy Cities movement in seeking 
to integrate health planning and urban planning. It is based on chapter 9 - "Cities for people" - 
in the report on the progress and achievements of European Healthy Cities distributed to participants at the 
Belfast conference in October 2003 (Tsouros and Farrington). 
http://www.unece.org/thepep/en/workplan/urban/documents/HBartonpaper.pdf; accessed August 3, 2009. 
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 Civic deliberation 
 Health in all policies 

 
Each of these concepts is discussed in the remainder of the paper.  Finally, a set of 
recommendations on how to apply a healthy urban development model to a local, post 
disaster location in the United States is presented. 

Social determinants of health 
The WHO Commission on Social Determinants of Health (hereafter the Commission) has 
documented pervasive health inequalities in many countries.6 Their report, “Closing the 
gap in a generation: health equity through action on the social determinants of health”, 
asserted that these inequalities are clearly associated with an unfair distribution of the 
social determinants of health.7  
 
In recent years, understanding of the social determinants of ill health has deepened, as has 
knowledge about the challenges in tackling the causes that underlies them.8   The 
conceptual framework used by the Commission on Social Determinants of Health 
(CSDH) (Figure 1 below) pointed to inequalities in society being fundamental drivers of 
inequalities in health.  
 
Social and economic inequalities act through the different exposures and vulnerabilities 
experienced by different groups such as some social and racial/ethnic groups, women and 
men, and groups marked by vulnerabilities such as disability or experiencing other forms 
of social exclusion. Exposures are to be found in the conditions of daily life: the 
circumstances in which people are born, grow, live, work, and age. Hence, reduction in 
health inequalities can be achieved by acting on social and economic inequalities and/or 
by acting on specific exposures and vulnerabilities. 
 
In terms of social determinants, there is clear evidence around the: 

• Cumulative effect of hazards and disadvantage across the life course in 
explaining the distinctly graded social patterning of disease;  

• Way in which early childhood in particular influences health and disadvantage 
across the life course;  

• Biological mechanisms which directly and indirectly display a link between 
stress and peoples levels of control over their lives to negative health outcomes; 
and   

• Role of mental wellbeing in shaping physical health and in contributing to life 
chances. 

                                                 
6 WHO Commission on the Social Determinants of Health website. http://www.ucl.ac.uk/gheg/whocsdh  
Accessed August 3, 2009. 
7 Closing the gap in a generation: Health equity through action on the social determinants of health. The 
Final Report of the WHO Commission on Social Determinants of Health. 28 August 2008  
http://www.who.int/social_determinants/final_report/media/csdh_report_wrs_en.pdf  
8 Department of Health (2009) Tackling Health Inequalities: 10 Years On.  
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Moreover, the Commission has compiled evidence to demonstrate that the lived 
environment – urban settings, neighbourhoods, communities – are critical to levels of 
health inequality in that they can promote or inhibit access to goods and services, social 
cohesion physical and psychological well being and the natural environment. Health 
related outcomes as diverse as obesity, depression and injury through violence or 
accident can all be linked to the lived environment.  Poor housing has the capacity to 
affect poor health.   
 
Promoting policies directed at reducing the unfair distribution of those factors that result 
in a steep gradient based on social position is viewed as the most effective method by 
which to reduce the social and  health gradient.  In this case,  reducing adverse spatial and 
community influences on the social gradient in health by creating a physical environment 
in which people can live healthy lives, with a greater sense of well being has been 
identified as an important determinant of health.   
 
The Commission has developed a macro model, highlighting the key forces that drive 
distributions of health and well-being.  In the Commission’s framework (below), the 
distribution of health and wellbeing is understood to be caused by material 
circumstances, social cohesion, psychosocial factors, behaviours, and biological factors 
(third column from left).  These factors undergo complex interactions, and at times are 
pushed into and mediated through the health system.   
 
These circumstances are in turn influenced by social position (second column from left).  
According to the framework social potion is made up of education, occupation, income, 
gender, ethnicity and race.  Furthermore, social position is influenced by and influences 
the socio-political, cultural, and social context in which it is contained.  This is the last 
box or column to the left in the framework.   
 
Individuals’ paths across the life course can be understood in these terms, but for each 
individual, their circumstances and individual characteristics will take a particular path.  
Individuals experience different hazards with varying levels of protection and resilience. 
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Figure 1 Commission on the Social Determinants of Health 
Framework
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Equity 
Described generally, health inequities are avoidable group health differences resulting 
from unequal social positions caused by reasoned policy decisions and societal 
arrangements taken up and implemented by governments. 
 
The concept of equity used in relation to health expresses the notion of intentionality and 
causation. The definition makes it evident that patterns of group differences in health are 
the result of more than just individual acts of wanton abandonment, poor health habits, or 
lifestyle. Rather, group differences in health develop (causation) in great part from the 
acceptance of social inequalities in a system that produces unequal social positions that in 
turn determine the inequitable distribution of resources. 
 
Finally, a health equity framework is centered on value- judgments and political 
decisions. The way local decisions are made and the values underpinning those decisions  
is widely recognized as important in terms of the quality of the decisions, attention to the 
affects of the decisions, and the commitment of local stakeholders to making the 
decisions work (WHO 1997b).9 
 

                                                 
9 WHO Regional Office for Europe (1997b), City planning for health and sustainable development 
(http://www.who.dk/heakthy-cities/hcppub.htm#/planning), Copenhagen, UR/ICP/POLC 06 03 05a, 
European Sustainable Development and Health Series, No.1.  
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The determination to embrace equity as a value is not universal. To the extent that the 
cultural toolkit10

 of a society embraces certain values and ideals, i.e., individual 
responsibility, the “boot-strap” mentality, and the belief that each individual has 
unfettered, free will to make his/her own way so that hard work is rewarded and poverty 
is justice for a lack of effort, the concept of equity is secondary to free market principles. 
 
The effective integration of the equity principle in urban planning should decrease those 
environmental factors that reduce the quality of the urban fabric such as car use, and air, 
and noise pollution.  Alternatively, equitable urban planning would then embrace 
policies, regulations and the creation of systems that increase the quality of public spaces, 
social cohesion, healthy life styles, and employment opportunities.   
 
The Commission has developed a set of urban planning guidelines that incorporate 
notions of equity and the social determinants of health.  Embracing three large, 
overarching recommendations, the Commission’s full set of recommendations places 
urban planning under the first recommendation, which calls for improving daily living 
conditions.11   

 
The Commission’s urban planning proposal is titled, “Healthy Places Healthy People” and 
Action Area 1 states that political jurisdictions should place health and health equity at 
the center of urban governance and planning: 1) by establishing mechanisms that 
facilitate action by local governments and communities to jointly build healthier and safer 
cities; 2) by ensuring collaboration among local government and communities to build 
affordable housing, upgrade urban slums, and ensure basic sanitation and neighborhood 
amenities (provision of water and sanitation, electricity, and paved sidewalks/streets) to all 
communities regardless of ability to pay; and 3) by planning and designing, in partnership 
with communities, model urban areas that promote physical activity through investment in 
active transport and support healthy eating, access to and availability of food through retail 
planning, and reduces violence and crime through good environmental design and 
regulatory controls, including control of the number of alcohol outlets. 
   

Sustainable development 
Sustainable development is said to encompass environmental, and economic sustenance, 
and socio-demographic and health dimensions.12  An enactment of the concept of 

                                                 
10 The attributes of groups or societies that shape how they classify, evaluate, and assign meaning to 
understand experiences. These attributes include shared values, codes of manners, dress, language, religion, 
rituals, norms of behavior, and systems of belief.  More generally, the cultural toolkit includes a set of 
distinctive spiritual, material, intellectual, and emotional features that a society uses to interpret 
experiences.   
11 Annex 1  Full Recommendations of the CSDH; See OVERARCHING RECOMMENDATION No. 1 
Improve Daily Living Conditions. http://www.ucl.ac.uk/gheg/marmotreview/csdhrecommendations  
12 Sustainable development and health: Concepts, principles and framework for action for European cities 
and towns European Sustainable Development and Health Series : Book 1. Charles Price, Editor. 
Published by the WHO Regional Office for Europe, Copenhagen 1997. 
http://www.euro.who.int/document/E53218.pdf  
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sustainable development would attempt to develop an environment using policies, 
regulations and guidelines that: 1) improve the quality of life and meet present needs  
while living within the carrying capacity of supporting ecosystems; 2) embrace the needs 
and concerns of future generations; 3)  express a concern for the quality of life (not just 
income growth); 4) consider equity between people in the present (including prevention 
of poverty); and 5) take into account the social and ethical dimensions of human welfare.  
 
The European Commission’s Green paper on the urban environment states that: 
sustainable development is a much broader concept than environmental protection.13 It 
includes integrating overall strategies for development with action to take account of the 
long-term effects on the environment and consequently on human wellbeing of current 
trends in production, consumption, and behavior.  
 
Thus, sustainable development includes empowerment, equity, and health as well as a 
quality of life that encompasses environment, health and social security. It implies 
changing existing development strategies.   
 
A model of the relationship between the social, economic, health, and environmental 
aspects of sustainable development is shown in Fig. 2.14  In this model the social, 
economic, environmental and health aspects of urban development are interrelated 
forming an intersection.  Health is an important inputting factor shaping the intersection 
of the three areas.  The output is sustainability.   
 
One might also argue the need for an arrow that goes in both directions for health.  The 
interaction of the three large areas produces sustainability but also shapes health.  An 
explanation is not provided for the selection of the three characteristics at the outer edges 
of the model- viable, convivial, and equitable. 
 
 Alternatively, the WHO document provides principles and fields of action to support the 
model.15 The concept of equity is repeated.  Further, the large areas of action from the 
model become sites for action including the category of health.   
 
Principles 
• Equity 
• Integrity 
• Responsibility 
 
Fields of action 

                                                                                                                                                 
 
13 Commission of the European Communities. Green paper on the urban environment. Brussels, Office for 
Official Publications of the European Communities, 1990, p. 59 (CB-CO-90-276-EN-C). 
14 Taken from Sustainable development and health: Concepts, principles and framework for action for 
European cities and towns European Sustainable Development and Health Series : Book 1; page 35. 
Charles Price, Editor. Published by the WHO Regional Office for Europe, Copenhagen 1997. 
http://www.euro.who.int/document/E53218.pdf  
 
15 See note 10 page 36.   
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• Environment 
• Economy 
• Health 
• Values and social organization 
 
 
Figure 2 Conceptual model of sustainable 
development

 
 
Ultimately, the WHO model of sustainable development seems to say that environmental, 
urban and health challenges are interrelated, and that an integrated approach is required 
that undertakes action at various levels simultaneously. 
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outcomes in each of the concepts explored.  The essential argument presented has been 
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that healthy urban development with its underpinnings of equity and the social 
determinants of health can only be attained through a process that is democratic, 
cooperative, and planned. The contention is that all people, including poor and 
disadvantaged groups, must have a say in decisions about the environment and 
development that affects where they live and work.  
 
Community engagement refers to the process of getting communities involved in 
decisions that affect them.  The decisions may include planning, development, 
management and evaluation of services/programs, as well as public policy decisions or 
activities that aim to improve health.16 
 
Community participation in the sense of being a democratic practice is more aptly 
described as the capacity for civic practices.  Research and a growing consensus 
demonstrate that civic capacity in communities experiencing health inequities has long-
term positive impacts via two routes: 1) through the achievement of a more equitable 
public policy agenda that in the past may have been representative of the interests of 
groups that have disproportionate amounts of power and influence, and 2) by way of 
improvements in physical health for individuals and in long-term community health 
measures.17 
 
Civic practices have three important results18: 1) community members are brought into 
the process and feel a greater vested interest in successful change, 2) community 
members can apply new skills to address other social determinants of health, and 3) 
community members offset the psychosocial effects of powerlessness, social exclusion, 
lack of autonomy, and decreased community involvement y gaining skills and a sense of 
efficacy that can permeate many aspects of their lives and improve broadly life and health 
outcomes. 
 
A variety of approaches may be used to achieve community engagement or civic 
practices.  These include citizens’ panels and juries, neighborhood committees and 
forums, community champions and the collaborative methodology19 (used in initiatives 
such as the Healthy Communities Collaborative). Although these approaches have been 

                                                 
16 Popay J (2006) Community engagement and community development and health improvement: a 
background paper for NICE (available on request by emailing antony.morgan@nice.org.uk or 
lorraine.taylor@nice.org.uk).  
17 Rifkin SB, Lewando-Hundt G, Draper AK (2000) Participatory approaches in health promotion and 
planning: a literature review. London: Health Development Agency; Wallerstein N (2006) What is the 
evidence on effectiveness of empowerment to improve health? WHO Europe: Health Evidence Network; 
Gillies P (1998) Effectiveness of alliances and partnerships for health promotion. Health Promotion 
International 13 (2):99–120. 
18 Andress (2008). Measuring Civic Capacity. Accessed at 
http://www.bridgingthehealthgap.com/uploads/measuring_civic_capacity_jackson.pdf  
19  The collaborative methodology was developed in the US and Sweden. It has been used by the Healthy 
Communities Collaborative in England to reduce falls among older people and to widen access to a healthy 
diet. It is used to develop new ways of working based on existing good practice. A reference panel 
develops a set of principles, ideas and actions that are introduced during a series of learning workshops. At 
the same time, practice is implemented on participating sites using small, rapid, incremental changes. 
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in existence for several decades, many factors prevent them from being implemented 
effectively, including:  
 the culture of statutory sector organizations;  
 the dominance of professional cultures and ideologies in imposing their own 

structures and solutions on communities; 
 competing and conflicting priorities;  
 the skills and competencies of staff; and  
 the capacity and willingness of service users and the public to get involved.20  

 
The WHO Commission on the Social Determinants of Health presented 
recommendations on civic participation for marginalized groups with a focus on political 
empowerment, social inclusion, and giving a voice to the disenfranchised.21  
 
This recommendation from the Commission has two action areas.  The first area asks 
government to empower all groups in society through fair representation in decision-
making that affects how society operates, and to create and maintain a socially inclusive 
framework for policy-making.  The focus is on systems that regulate society such as the 
political and legal systems and how they connect and give voice  to legitimise and 
support marginalized groups 
 
The Commission’s Action Area two on political power and inclusion also recommended 
that systems be put into place to allow a bottom up approach to decision making and 
participation to facilitate the involvement of civic society. 
 
Andress (2000) developed a model ( Figure 3) for civic participation that examines how 
the civic capacity of a community impacts and is impacted by the social determinants of 
health (SDOH). The central figure in the model is the orange box with a two-way arrow.  
This is meant to indicate the powerful and powerless role that civic capacity may play in 
ordering a democratic society.   
 
In the model the two-way arrow indicates that civic capacity is both shaped by a society’s 
social, political, economic, and cultural factors and, concomitantly, may push back to 
influence, shape, and impact the structural systems and policies of a society- note the 
arrow downward towards political advocacy and practices of strong democracy .  In 
communities that operate on the margins and experience social and health inequalities, 
civic capacity is weak or non-existent. 
 
Moving to the right in the diagram we see the mechanisms and pathways that operate to 
allow civic capacity to get under the skin and produce inequalities operating through and 
by shaping behavioural, material inequalities, and physiological and  psychosocial, 
pathways.   

                                                 
20 Pickin C, Popay J, Staely K et al. (2002) Developing a model to enhance the capacity of statutory 
organisations to engage with lay communities. Journal of Health Services Research and Policy 7:(1). 
21 Annex 1  Full Recommendations of the CSDH; see “Overarching Recommendation No. 2” 
Tackle the Inequitable Distribution of Power, Money and Resources; Political Empowerment – Inclusion 
and Voice. http://www.ucl.ac.uk/gheg/marmotreview/csdhrecommendations 



 15

 
 
 
 
 
 
 
 
 
Figure 3 Civic capacity and the social determinants of 
health

 
Turning again to the WHO  Commission  on the SDOH  we see the ideas of the Andress 
(2000) model and the expression of the  health effects of civic participation as the 
Commision stresses how participation  and the added control over one’s life  has the 
potential to contribute to improved  psycho-social well being and, as a result, to other 
health outcomes.22 
                                                 
22 Annex 1  Full Recommendations of the CSDH; see “Overarching Recommendation No. 2” 
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Strengthening civic engagement, particularly among groups who are deprived or isolated 
(and so suffer from psycho-social stress and lack of control) forms the basis for citizens 
and communities with the ability to exert influence on policies that affect them and to 
build individuals’ capacity within the community i.e. capacity from participation in 
community functions, groups, etc.   
 
Civic power, according to the WHO Commission, is shaped both by the ability of 
communities to define and organize themselves, and by the extent to which a society’s 
national and local organizations involve and empower communities.  
 
Andress (2006) measures a community’s civic capacity using the following elements: 
Political efficacy and trust;  
 social cohesion;  
 social capital;  
 collective self-efficacy;  
 Perceived capability of other community members; and,  
 Perceived efficacy to solve problems as a group23 

 
Popay  (2006) models (Figure 4) the degrees of community engagement that range from 
simply informing the members of the community to granting community control.24  In the 
model, there are three expected outcomes: service outcomes; intermediate social 
outcomes; and health outcomes.  As the degree of community engagement escalates 
towards control by the community the levels of achievement in each outcome increase.   

                                                                                                                                                 
Tackle the Inequitable Distribution of Power, Money and Resources; Political Empowerment – Inclusion 
and Voice. http://www.ucl.ac.uk/gheg/marmotreview/csdhrecommendations 
23 http://www.bridgingthehealthgap.com/uploads/measuring_civic_capacity_jackson.pdf  
24 Popay J (2006) Community engagement and community development and health improvement: a 
background paper for NICE (available on request by emailing antony.morgan@nice.org.uk or 
lorraine.taylor@nice.org.uk). Also see page 8; NICE public health guidance 9 
Community engagement to improve health. February 2008.  
http://www.nice.org.uk/nicemedia/pdf/PH009GuidanceWord.doc#_Collaborative_methodology_(includin 
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Figure 4 Pathways for community participation to health improvement 
 
 

 
 

Health in all policies 
 
The Health in All Policies (HiAP) concept is seen as a strategy to help strengthen the link 
between health and other policies addressing the effects on health across all policies 
including, for example, agriculture, education, the environment, fiscal policies, and 
housing. In the HiAP configuration health determinants serve as the bridge between 
policies and health outcomes. 
 
Health In All Policies (HiAP)  can be traced all the way back to and beyond the Alma Ata 
Declaration in 1978, which raised the profile of other sectors in health policy-making.25  
In 1999, during the first Finnish EU Presidency, Finland proposed and the Council 

                                                 
25 World Health Organization (1975). Declaration of Alma-Ata. Available at 
http://www.who.int/hpr/docs/almaata.htm/.  

In
cr

ea
si

n
g

 c
o

m
m

u
n

it
y 

p
ar

ti
ci

p
at

io
n

, e
m

p
o

w
er

m
en

t 
an

d
 

co
n

tr
o

l

Community control 

Delegated power 

Co-production 

Consultation 

Informing 

M
or

e 
ap

pr
op

ria
te

 a
nd

 a
cc

es
si

bl
e 

se
rv

ic
e

an
d

im
pr

ov
ed

up
ta

ke

Im
pr

ov
ed

 h
ea

lth
 s

ta
tu

s 
&

 
re

du
ce

d 
he

al
th

 in
eq

ua
lit

ie
s 

Service 
outcomes 

Intermediate social 
outcomes 

Health 
outcomes 

 

E
nh

an
ce

d 
co

m
m

un
ity

 e
m

po
w

er
m

en
t 

im
pr

ov
ed

so
ci

al
&

m
at

er
ia

lc
on

di
tio

ns

Im
pa

ct
 o

n 
so

ci
al

 
ca

pi
ta

l 



 18

adopted a resolution “on ensuring health protection in all Community policies and 
activities”.26  
 
The understanding of HiAP is also intrinsically linked to the rise of environmental and 
ecological analysis in the 1970s and 1980s.27   This ecological view of health, also called 
the socioenvironmental approach, emphasizes that the contexts in which people live and 
the ways that people relate to them are profoundly influenced by public policies.28  
 
Similar to the concept of sustainable development, HiAP appears to contain elements 
related to the wellbeing of the economy as well as making contributions to the health of 
nations through structures, mechanisms, and actions planned and managed mainly by 
sectors other than health. .29   
 
Figure 5 (also marked as Figure 1) below illustrates the interconnected relationship 
between health and the economy as expressed in HiAP.  The model makes clear that 
while the social determinants affect health, the outcome of good or poor national health 
status will further impact the economy of a nation.  A healthy and skilled population is 
critical to workforce participation and productivity, and hence a nation’s future living 
standards.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
26 Health in All Policies: Prospects and potentials (2006). http://www.euro.who.int/document/E89260.pdf    
Editors: Timo Ståhl , Matthias Wismar, Eeva Ollila, Eero Lahtinen,  Kimmo Leppo. Ministry of Social 
Affairs and Health, Health Department, Finland.  
27 Labonte R. Health promotion and empowerment: practice frameworks. Toronto, Centre for Health 
Promotion, University of Toronto, 1993.  
28 Milio N. Making healthy public policy; developing the science of art: an ecological framework for policy 
studies. Health Promotion, 1988, 2(3):236–274. 
29 Health in All Policies: Prospects and potentials (2006). http://www.euro.who.int/document/E89260.pdf    
Editors: Timo Ståhl , Matthias Wismar, Eeva Ollila, Eero Lahtinen,  Kimmo Leppo. Ministry of Social 
Affairs and Health, Health Department, Finland.  
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Figure 5 Health in all 
policies

 
 
Conceptually, Health in All Policies is, based on values and principles similar to those in 
the WHO’s call for multisectoral action for health,30 and the concept of building healthy 
public policies,31 or the whole government approach.32 
 

                                                 
30 Glossary of terms used in the “Health for All” Series No. 1–8. Geneva, World Health 
Organization, 1984.  
31 Ottawa Charter for Health Promotion. First international conference on health promotion. 
Ottawa, 21 November 1986, WHO/HPR/HEP/95.1 (http://www.who.int/hpr/NPH/docs/ 
ottawa_charter_hp.pdf, accessed 28 July 2006). 
32 28. Bangkok Charter for Health Promotion in a Globalized World. The 6th Global Conference 
on Health Promotion. Bangkok, August 2005 (http://www.who.int/healthpromotion/ 
conferences/6gchp/hpr_050829_%20BCHP.pdf, accessed 28 July 2006) 
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The literature seems to support this notion and gives the impression that the adoption and 
implementation of the HiAP  concept appear to be the most difficult issue in terms of 
practical policy-making.33  
Referred to as both adoption or agenda setting, an issue facing HiAP is how to enhance 
the feasibility that policy-makers who have not previously considered health as part of 
the agenda will begin to consider and use health criteria in decision-making.  
  
The challenge is making the case to policy-makers that the health implications of other 
policies should be taken into consideration in policy-formulation and implementation at 
all areas and levels of policy-making.  
 
Strategies to help move HiAP onto the policy agenda consists of three approaches.  The 
first is to get other sectors – or stakeholders inside sectors – to contribute to improving 
health or promote factors related to health determinants. This strategy keeps health as a 
main objective. The aim is both to achieve health gains and to transfer responsibility for 
promoting health to various agencies, actors or the government as a whole.  
 
One example of this kind of policy is the smoking control policy where pubic health has 
been successful in convincing other sectors to make health-related decisions.34  In cases 
where the health objective conflicts with the other sector’s goals or values neither 
strategy is likely to help move an HiAP effort forward.   
 
The second strategy to move HiAP onto the policy agenda focuses on identifying and 
achieving mutual gains or outcomes for all sectors involved in the process. This strategy 
could be called a mutual gains strategy or a win-win strategy.  
 
The aim of a win-win strategy is to consider expected health gains, but also, for example, 
social and economic gain that might be attained.  This strategy could be also called the 
synergy model whereby partner organizations may realize more acting together than they 
would by working on their own.35 
 
A third strategy, which is more of an opportunity, occurs during a crisis.  Policies are 
advanced in times of crises, which imply that health objectives may assume a higher 
place on the political agenda.  While it may or may not be a health crisis, in these cases 
one might use either strategy one or two above.   
 

                                                 
33 Nutbeam D. How does evidence influence public health policy? Tackling health inequalities 
in England. Health Promotion Journal of Australia, 2003, 14(3):154–158; Joffe M, Mindell J. A tentative 
step towards healthy public policy. Journal of Epidemiologyand Community Health, 2004, 58(12):966–
968;  Wanless D. Securing good health for the whole population. London, HMSO, 2004. 
34  Leppo, K, Vertio H. Smoking control policy in Finland: a case study in policy formulation 
and implementation. Health Promotion, 1986, 1(1):5–16. 
35  Mackintosh M. Partnership: issues of policy and negotiation. Local Economy, 1992, 
7(3):210–224. 
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Strategy one asserts health objectives or strategy two advances a partnership with another 
sector to show how other policy objectives may be met by using health as one driver to 
make the case.   
An example might be an earthquake or other natural disaster that prompts massive 
rebuilding.   
 
As rebuilding begins the opportunity to advance various housing and/or economic 
development policies may be presented. While all of the policies meet the sector’s goals 
some may be more pro health than others.   When such crises emerge, they will only lead 
to good policies if there is expertise to analyze and produce good solutions and 
alternatives for the situation.   
 
The implementation of the HiAP concept is influenced by a minimum of the following 
factors.36 
 
 Finding common ground for a win-win strategy in sectors where there are 

contrasting immediate or long-term interests can be challenging and requires 
further work, action and pressure. 

 The number and variability of the sectors that must cooperate to gain 
improvement of health determinants may be substantial.   For example, with 
measures that try to ensure that healthier sources of food for families.  Public 
policies may be in place to ensure healthier alternatives in a community through 
land use policies and subsidies to build accessible food outlets.  But access and 
choices are dependent on other constraining factors, which depend on policies in 
other sectors that are not necessarily directly related to land use and development 
such as working times, employment conditions, and wages all of which influence 
the scope and context in which families can make choices. 

 The costs of the strategies are important and any health policy measures that 
negatively influence the cost structure of another public policy area will face 
further problems in implementation. Further, the benefits of health measures tend 
to be more difficult to measure than immediate costs. We have become 
accustomed to addressing the costs and benefits of a particular or narrow 
treatment-based intervention in comparison to a change of broader policies.  

 The level of public action is important. Some consideration must be given to 
whether local policies will be impactful unless scope for implementation at the 
local level is accompanied by  action at the state,  national, regional or even 
global levels 

 The health impacts of particular policy changes are not necessarily direct and 
immediate, but may only become evident much later. Continuity and follow-up 
are important because some issues are tackled more easily than others and some 
will require constant and long-term attention even as societies tend to forget the 
importance of things and new generations adopt different priorities and activities. 
Sustainability, sustenance, and a long-term point of view are needed in HiAP as 

                                                 
36 Health in All Policies: Prospects and potentials (2006). http://www.euro.who.int/document/E89260.pdf  
Eds: Timo Ståhl , Matthias Wismar, Eeva Ollila, Eero Lahtinen,  Kimmo Leppo.  Ministry of Social Affairs 
and Health, Health Department, Finland.  
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well as ensuring that knowledge basis, human capacity and continuity of work are 
maintained.   

 

A Healthy Urban Development Model 
Research evidence supporting the connection between the environment, healthy urban 
planning, and health outcomes may be found in a detailed report from Task Force Four of 
the Marmot Strategic Review of Health Inequalities in England Post 2010.37  Numerous 
studies are presented with a brief description of the supporting evidence. 
 
Hugh Barton (2005) describes an integrated  conceptual framework that combines an 
ecosystem analysis that expresses the relationship between people and their environment 
with a public health approach which identifies the relevant social/environmental 
determinants of well-being to help articulate what healthy, sustainable areas might be 
like.38   
 
Starting as early as 200039 Barton began to devise a model that would capture the factors 
amenable to planning policy that exert an influence on individual lifestyle and behaviour.  
His model and subsequent derivations came from Whitehead and Dalgren's 1991 figure 
of the determinants of health.40   
 
There appear to be many versions of the model and the number of spheres and placement 
of categories changes over time.  Referred to as the “ecosystem health map” in Barton 
(2005), or a “human ecology model”, the diagram below (Figure 6)41 sets out the various 
spheres of social and economic life and the wider environment that are affected by 
planning.  
 
Barton (2005) says that the model has seven spheres representing different elements of 
stock or capital including social, economic, and environmental.  Each sphere is both a 
process and a state of being.  To be of value Barton (2005) emphasizes dynamic (as 
opposed to static)  use of the model  in the analysis of potential impacts, e.g., physical 
change can impact the sustainability and health of an area. 
In this model, Sphere 6 is considered the sphere of direct planning influence.42  It 
represents the physical form and management of the built environment and impacts to a 

                                                 
37 Strategic Review of Health Inequalities in England post-2010 Task Group 4: The Built Environment and 
Health Inequalities Final Report 12 June 2009.  
http://www.ucl.ac.uk/gheg/marmotreview/consultation/Built_environment_report  
38 Barton, (2005) A Health Map for Urban Planners: Towards a Conceptual Model for Healthy Sustainable 
Settlements. Built Environment 31(4). pgs 339-55.     
39 Barton, H. and Tsourou, C. (2000). Healthy Urban Planning. London: Spon Press. 
40 Dahlgren G, Whitehead M. Policies and strategies to promote social equity in health. 
Stockholm, Institute for Future Studies, 1991. 
41 Barton, H., Grant, M., Guise, R (2004) Shaping neighborhoods - a guide for health, sustainability and 
vitality. Spon Press, London.  
42 HEALTHY URBAN PLANNING AND TRANSPORT. Hugh Barton, with Claire Mitcham and 
Catharine Tsourou. This paper is based on chapter 9 - "Cities for people" -in the report on the progress and 
achievements of European Healthy Cities distributed to participants at the Belfast conference in October 
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greater or lesser extent on all the other spheres, literally shaping some of the options that 
are open to individuals, social groups, and businesses.  
 
For example the propensity of people to exercise is affected by availability, convenience, 
safety, and attractiveness of pedestrian and cycling avenues, parks and playing fields. We 
know that exercise is critically important for children, yet in some countries, walking to 
school has become an unpopular occupation.43  
 
Barton (2005) meant to startle and awaken planners and designers to the relationship 
between the broader context and  the spaces that they adapt.  He believed that the 
placement of sphere 6 within the model would display how planning had to work in 
relation to all of the other spheres.   
 
The local economy has been sphere 3 in other models placing it close to the individual.  
In the case of Figure 6, local economy is sphere 5.  Barton (2005) defined it to include 
private, public, voluntary, and informal sectors.  With space constricted and controlled, 
the local economy is seen as a driver of physical change and an important precursor in 
how activities work or fail to work. 
 
Of further interest in the diagram is the identification used for the top and bottom of the 
circle.  The top half is marked as spatial while the bottom half of the diagram is aspatial.  
In social epidemiology44 spatial patterning means an examination of the way the 
individuals or units are arranged within an environment.  Alternatively, aspatial indicates 
the absence of measures or the need to account for the way that subjects, units, or 
individuals are arranged within a context or an environment.   
 
In cases where the aspatial concept is used it can also indicate that the arrangements 
within the environment are irrelevant.  In this case with Figure 6 we can see how this 
might work in that the larger context bounded by the bottom half of the diagram includes 
cultural beliefs, norms values, and general, social, political, economic and technological 
conditions plus governance and institutions.   
 
These factors (in the aspatial portion) control, shape, and set the parameters for the top 
half of the sphere.  In an urban development framework, as presented in this case, this 
would be consistent where we are concerned with planning and affecting the form and 
shape of the items within sphere 6 which influences the other spheres.   
 
A spatial view and analysis of the patterning within the spheres at the top of the model 
would be expected in this conceptualization of urban planning.   
 
 

                                                                                                                                                 
2003 (Tsouros and Farrington). 
http://www.unece.org/thepep/en/workplan/urban/documents/HBartonpaper.pdf  
43 Cooper, A (2003) "Walk to School" in Urban Design Quarterly. Issue 87, Summer 2003. 
44 Methods in social epidemiology. ( 2006 ). J. Michael Oakes, Jay S. Kaufman. Jossey-Bass; 1st edition. 
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Figure 6  Human ecology model 
 

 
 
 
 
 
 

Analysis of Three Tools for Healthy Urban Development 
 

A Descriptive Review 
In this section of the report, we explore three tools that may be used for healthy urban 
development and planning.     
 
 Urban health equity assessment and response tool (Urban HEART) 
 The Rapid Assessment Tool for Small-Area Health Needs 
 Healthy Development Measurement Tool (HDMT) 

 
 



 25

Urban Health Equity Assessment and Response Tool (Urban HEART) 
 
This instrument has been developed by the WHO and launched in Tehran, Iran, in April 
2008.  The Urban HEART tool was designed to give policy-makers and key stakeholders 
at national and local levels a user-friendly guide to assess and respond to urban health 
inequities. It is currently being pilot-tested in five countries: Brazil, India, Iran, 
Philippines and Zambia. 
 
The key objectives of Urban HEART include the following: 
 
 •Assist communities to identify gaps and interventions and promote health equity. 
 •Help policy-makers achieve a better understanding of social determinants and 

associated health outcomes.  
 •Stimulate policy-makers to make strategic decisions and interventions sensitive 

to the needs of vulnerable groups. 
 •Assist program managers to develop better intersectoral collaboration and 

communication strategies dealing with various determinants of health  
 
While the tool may be described as “user-friendly” it is requires a level of sophistication 
and competencies that exceeds the skills of everyday community members.  Specialists 
with access to databases and community level socio-demographic information would 
need to be employed to implement Urban HEART.   
 
WHO indicates that minimal cost may be involved in getting the data resources located 
within the institutional mechanisms of national and local governments. They recommend 
that data should be obtained as much as possible from existing information systems and 
regular records and reports. 
 
Limitations of Urban HEART identified by the WHO include the following: 
• The possible absence of routine data due to weaknesses in surveillance and information 
systems; 
• The failure on the part of governments to disaggregate data by socioeconomic status, 
geographic area, gender, etc.  This is critical in determining health inequities but not 
routinely done by all governments at al levels. 
• The differences in indicator definitions among countries can limit the international 
comparability of data. The WHO is hopeful that by 2009 it can reach agreement among 
member countries on a set of core indicators that will be useful among all countries and 
regions.   
• Limited financial resources  
 
The Urban HEART tool has two components including a Health Equity assessment and a 
Health Equity response section.  The assessment component is designed to identify 
differences in city or urban area performance and may be considered the more technical 
of the two sections.  
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The assessment component has two tools- a ‘monitor’ and a matrix. The ‘monitor (figure 
7) plots health indicators (e.g. all cancer mortality rate per 100,000) in order to make a 
quick comparison within or across cities over time. The ‘monitor’ also uses the national 
average and future policy targets – national or international – as benchmarks to provide a 
reference point for tracking inequities. 
 
The ‘matrix’ (figure 8) presents a broad comparison of the performance of cities across 
health determinant indicators from the four policy domains. It creates a simple visual to 
identify where the inequities are – both in terms of specific determinants or specific 
population groups. 
 
The assessment monitoring tool is designed to identify differences in city or urban area 
performance using two sets of indicators disaggregated by equity dimensions.  The health 
indicators are below and described as summary health outcome indicators and disease 
specific rate. The indicators based on four policy areas are used in the matrix (tool 2 of 
component 1 assessment).   
 
•Summary Health outcome indicators  

•Life expectancy at birth 
•Infant and under five mortality rates 
•Maternal mortality ratio 
•Morbidity and mortality rates  

 
•Disease specific morbidity and mortality rates   

o All cancer 
o Diabetes mellitus 
o Cardiovascular disease 
o Respiratory diseases 
o Tuberculosis 
o HIV 
o Mental illness 
o Violence and injuries 

 
The next set of indicators for tool 2 –the matrix- is categorized into four major policy 
domains: 
 
 Physical environment and infrastructure 

•Consists of indicators related to determinants and interactions that cause 
environmental and physical hazards and threats associated with living conditions 
at the household level and environmental conditions in the community 

• Households with access to safe water 
• Households with access to sanitary facility 
• Incidence rate of road traffic injuries 

 Social and human development 
o Includes indicators related to determinants and interactions that influences 

social exclusion and other hindrances to human development such as 
barriers to access in education, health and other social services 
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 Literacy rate 
 Births attended by skilled health personnel 
 Percentage of fully immunized infants 

 Economics 
o Consists of indicators related to determinants and interactions associated 

with economic barriers 
 Employment rate (access to jobs) 
 Percentage of women earning an income 
 Per capita income (level of income) 

 Governance 
o Includes indicators related to determinants and interactions involved with 

governance, rights and political exclusion 
 Number of development projects planned and implemented with 

the community 
 Percentage of government spending allocated to health and other 

social services 
 Voter participation rate 

 
In Figure 7- the monitor- colors represent the level of performance of a city. Green 
indicates a level of accomplishment that has attained or surpassed the national goal or 
target. Yellow represents a level of accomplishment that is equal to or somewhat above 
the average national status but has not yet attained the national goal or target. Red means 
the level of performance is below the baseline national average. Circles  represent the 
average performance of a city for a specific point in time (year). Plotting the performance 
of the city on a periodic (e.g. yearly) basis provides an indication of the trends in 
performance.  Diamonds represent the range of performance of the city within a specific 
point in time (year) based on a comparison of two population groups (e.g. male vs. 
female) or geographic areas. The diamond represents the advantaged group and the lower 
triangle represents the disadvantaged group.
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Figure 7 HEART monitor component- top 
Figure 8 HEART matrix component-bottom 
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The Urban Health Equity Matrix (figure 8) is the second tool of the first component, (i.e., 
assessment) of the Urban HEART tool.  The matrix presents a broad comparison of the 
performance of cities across health determinant indicators from the four policy domains. 
It creates a simple visual to identify where the inequities are in terms of specific 
determinants or specific population groups. 
 
In figure 8 columns represent the performance of a city based on the different 
determinants. The color codes in each square indicate the level of accomplishment.  In 
the figure above, City E is performing better than City A (more green squares) across 
most indicators. City A is, in particular, performing poorly in Policy Domain 3.  
 
The rows in figure 8 provide a broad picture of the effectiveness of a particular policy or 
program intervention. For example, in the figure above, Policy Domain 1 has lots of 
green squares and under Indicators 1.2 and 1.3 in particular, all squares are either green 
or yellow. This indicates the effectiveness of interventions on this indicator, and possibly 
the level of resources and efforts being made. 
 
The second component of the Urban HEART tool is the Health Equity Response 
inventory.  It is a list of 300 proposed interventions or actions grouped under five 
suggested response strategies.  The response inventory, according to the WHO, can be a 
basis for reviewing how current policies, programs and strategies may be improved or 
what future interventions may be required to address equity gaps identified from the use 
of the indicators in the monitor and matrix in component 1.   
 
Component 2 may be used with community members.  The indictors as set out in the 
monitoring and matrix tools could be presented to help the community deliberate on 
possible actions/policies from the five categories of the response inventory 
 
The five broad categories in the response inventory for addressing identified health 
inequities include:  
(A) Incorporate health more in the development of urban areas – introducing health-
specific activities, programmes and interventions to complement existing projects that 
improve the housing and living conditions of the urban poor. Example: Ensure adequate 
water supply for washing and bathing; 
(B) Emphasize and strengthen the role of urban primary health care – expand the role of 
primary health care in urban settings reaching out to groups and populations who live in 
informal settlements, slums, squatter sites and other excluded groups such as floating 
populations or illegal migrants. Example: Initiate and support clean-up campaigns for 
vector control;  
(C) Strengthen the health equity focus in urban settings45 – add on or build upon existing 
programs such as Healthy Cities or other Healthy Settings programs (Healthy 
Marketplaces, Health Promoting Schools, Healthy Villages and Communities) to 
emphasize the importance of reducing inequity and targeting health promotion to the 

                                                 
45 This category appears to not  fit with notions of health equity that generally focus on public policies that 
have an effect on the broader determinants of health that cause  health outcomes.  
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urban poor and to build social cohesion and integration of excluded or marginalized 
groups. Example: Promote healthy traditional diets (see footnote 40);  
(D) Put health equity higher on the agenda of local governments – develop capacity and 
competence in assessing the health equity impact of development projects, urban plans 
and investment proposals. Example: Campaign for more walkable neighbourhoods; 
and/or,  
(E) Pursue a national agenda for healthy urbanization – confront the challenges, and 
promote the opportunities created by urbanization to protect and promote health for all. 
Address other broad determinants of health that cut across all levels of governance e.g. 
climate change, safety, corruption. Create an enabling national policy environment for 
secure tenure, fairer health opportunity and social safety nets to achieve health goals. 
Example: Tobacco control regulations. 

Healthy Development Management Tool and Checklist-(HDMT)  
 
The HDMT (developed by the San Francisco Health Department)  is used to evaluate a 
wide range of development and building plans or projects while facilitating community 
will-making and multi-sectored action between city planners, health department 
personnel, different kinds of community organizations, and other government agencies as 
needed.  The tool is meant to bring attention to the ways that development can improve 
population health, allowing those involved in policy- and decision-making to make more 
informed choices between development trade-offs. 
 
The Healthy Development Measurement Tool is organized into:  

• Six Elements that comprise a Healthy City. Environmental stewardship; 
Sustainable transportation; Social cohesion; Public infrastructure/access to 
services and goods; Adequate and healthy housing; and Healthy economy; 

• Community Health Objectives that, if achieved, would result in greater and more 
equitable health assets and resources for citizens of the designated geographic 
area, i.e., in this case San Francisco residents;.  

• Health-based Rationales that describe the nexus between the objective and 
physical, and mental health;.  

• Measurable Indicators and Baseline Data to help evaluate progress towards the 
objectives and evaluate the benefits of projects, plans, and policies.  

• Development Targets that, if achieved by a project or plan, are a proxy for 
improvement of an indicator.  

• Policy and Design Strategies to support the achievement of development targets.  

Use of the HDMT is meant to highlight the positive and negative impacts of a 
project/plan and its potential trade-offs, with the ultimate goal of recommending 
opportunities for improving that project/plan. To use HDMT a specific project or plan 
must be selected.  Further, there must be specific ideas about the project's impact or 
concerns to identify the elements of the tool to use for analysis.   
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Application of the HDMT requires knowledge about how to gain access to project plans, 
maps, development agreements, permits, agendas from meetings and/or other relevant 
documents that can assist in the effort of analyzing the project. 
 
In urban areas, the HDMT is appropriate for new developments in residential, 
commercial, mixed-use and industrial sites. A large part of HDMT may be relevant for 
evaluating land use development in other dense, socially and economically diverse cities.  
 
The HDMT is typically used in two primary ways: 1) Applying the HDMT objectives, 
indicators and development targets in a full-scale evaluation of a project or plan; or 2) 
Applying the HDMT Development Checklist (see below) to do a rapid evaluation of a 
project or plan.   
 
San Francisco Public Health says that often, an intense amount of resources and time is 
needed to comprehensively apply the HDMT to a plan or project. With respect to when 
San Francisco has used the HDMT they site the following examples:  
 

1. Community and residents organizations are concerned with the impacts of a large-
scale development project in their neighborhood. Use the HDMT to assess that 
specific project, to identify project benefits and burdens, and to identify potential 
project improvements.  

2. A developer is seeking to build support for a project. Use the HDMT as a 
checklist to inform design choices and demonstrate the benefits of projects.  

3. The Planning Department has released a neighborhood Area Plan. To insure that 
long-range plans for that community provide the health resources needed for 
existing and future residents, apply the HDMT to assess whether the Plan 
addresses the range of HDMT objectives, to identify Plan deficiencies and to 
propose measurable objectives and policies/design strategies to advance Area 
Plan goals.  

4. Indicator data can be used to perform a baseline conditions assessment of a 
neighborhood. Accessing the data in this way can support grant writing, needs 
assessments, budget analysis, and public advocacy. 

5. The objectives pages of the HDMT include a number of policies, design strategies 
and established standards that can be used to hold development plans and projects 
accountable to. While conducting a full-scale application is not being considered, 
these policies and design strategies may be used as a “glossary” of methods to 
improve local development plans and projects.  

6. The established standards provide national, state and local targets that can be used 
to call attention to positive aspects and/or shortcomings in projects and plans. For 
example, if a neighborhood plan does not include any targets for open space, it is 
possible  to reference a City General Plan’s open space targets. Or, if a General 
Plan does not include any open space targets, it is possible to reference the 
National Parks and Recreation Association standard of 10 acres of open space per 
1,000 residents.  
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In order to apply the HDMT to a project or plan, San Francisco recommends that the 
following preliminary actions be completed.  

1. Identify the plan or project that you are interested in analyzing. 
o  But see option four above.   

2. Identify a series of analysis "inputs" related to the project/plan of interest.  At a 
minimum, these should include: 

o Relevant Project/Plan Documents: Examples of such documents include 
land use and area plans, development proposals, plan/project descriptions, 
development agreements, Environmental Impact Reports, Planning maps, 
and notes from relevant community meetings. This is an ongoing process– 
while applying the Tool.  

o Site visits/assessments: For example, look for the presence, absence, type, 
accessibility, quantity and quality off the following attributes: housing 
(e.g., single family, condos, SROs, lofts, etc.), commercial/retail, building 
heights, parks, on-street and off-street parking, public transit facilities, 
vehicle traffic (e.g., speed, volume), street width, pedestrian quality (e.g., 
crosswalks, width of sidewalks, curbs, pedestrian volume, countdown 
signals, trees, planters, cleanliness), school facilities, community facilities, 
safety (e.g., lighting, street activity) people on the street, noise, and arts 
and entertainment.  

1. Note that the HDMT provides Demographic and Health Outcomes 
data to help contextualize the evaluation. 

2. Additional inputs to supplement analysis, depending on time and 
available resources, could include: 

1. Conducting key informant interviews  
2. Attending community planning meetings  
3. Conducting focus groups with project/neighborhood 

community advisory groups and key stakeholders  
4. Gathering information on major regulations or policies 

affecting specific area – e.g., General Plans, neighborhood 
transportation plans, community benefit agreements  

5. Conducting a comprehensive media/literature review of 
project area – e.g., review developer websites, newspaper 
articles  

6. Conducting community surveys  
7. Using forecasting models – e.g., pedestrian injuries, noise, 

air quality  
3. Identify the geographic area of interest surrounding the project/plan.  

o Currently the HDMT provides baseline data  for San Francisco 
communities on many indicators at the neighborhood level, as determined 
by SF Planning Department.  

o The geographic area of interest should be determined in advance of the 
application so that you can assess each community health indicator at the 
correct level of analysis. 
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o Look over the Tool by Element and select sections of the Tool that are 
relevant to the plan/project of interest and that is being analyzed. The 
selection of Tool components will depend on a variety of factors.  
Different kinds of projects have different impacts--not every aspect of the 
Tool can be applied across every project/plan.  

 
The HDMT does not provide indicators for all outcomes related to health. The focus of 
the HDMT is on environmental, social and economic level factors that affect health at the 
population level. The HDMT does not include traditional behavioral health indicators nor 
does the HDMT assess factors modifiable at the household level such as environmental 
tobacco smoke exposure 
 
The majority of HDMT indicators that use U.S. Census data rely on data from the 2000 
Census, obtained from the GeoLytics® CensusCD® Neighborhood Change Database 
(NCDB) 1970-2000. In Spring 2008, some HDMT indicators using Census-based 
population and household denominator data were updated with new 2007 data released 
by Applied Geographic Solutions (AGS) in an attempt to reflect the changing population 
demographics of San Francisco. Unfortunately, AGS does not provide updated estimates 
for all Census variables used in the HDMT.  
 
As a result, HDMT indicators are based on a combination of both 2000 and 2007 data, as 
noted on the individual indicator pages. San Francisco anticipates making one annual 
update to the HDMT and revising all Census -based estimates every three years.  
Throughout the year, however, indicators that do not have data associated with them may 
be updated outside of the annual update. 
 
It is recommended that other locales modify indicators and targets to reflect local needs 
How you select an application for analysis is dependent on a variety of reasons.  
Foremost in how the HDMT is utilized is the amount of time and energy available to 
conduct an application.  

 
 
After staff of the San Francisco Department of Public Health applied the HDMT to a 
number of land use plans in San Francisco they created a  "development checklist" format 
of the HDMT to facilitate more routine and easy applications of the HDMT to 
development projects by community organizations, developers and other stakeholders. 
 
Similar to the organization of the HDMT website, the development checklist is organized 
by Element, Community Health Objective, and Community Health Indicator. 
Development targets are associated with indicators and objectives, and represent actions 
that if taken, would correspond to achievement or improvement of the community health 
objective and indicator.  
 
Where appropriate, regulatory standards are provided to highlight minimum legal 
requirements as related to a specific development target. 
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The HDMT and the development checklist are said to undergo revision at least once 
annually. Version 2.01 (April 2008) replaced version 1.01 launched in November 2007. 
In September 2008, version 2.02 was released.  

To use the checklist, one must review each development target and check the appropriate 
box to indicate whether the development project meets the target. Categories of response 
include: 

• Yes, development target met - this is checked when a project clearly meets a 
development target.  

• No, development target not met - this is checked when a project does not meet a 
development target, either by not discussing the development target issue or 
because the project's specifications clearly do not meet the development target.  

• Insufficient information to evaluate the project - this is checked when the project 
does not provide sufficient information to evaluate the development target. 
Generally, this column is checked if a project mentions an issue, but does not 
provide specific details regarding implementation. If a project does not discuss an 
issue at all, this would not be the correct column to check.  

• Not applicable to the project ("N/A") - this is checked when a development target 
is not applicable or not relevant to the specific project being evaluated. For 
example, the development target focuses on green businesses, but the project 
under evaluation is residential only, with no commercial development being 
included.  

• Relevant Information - briefly describe how/where the plan or project addresses 
the development target or how a policy/action in the plan or project could be 
improved to meet the development target. If not applicable, explain why.  

Users of the HDMT Development Checklist are warned of several limitations and 
caveats: 

• The checklist is primarily geared towards assessing large-scale residential 
development projects. Development targets that are applicable to other kinds of 
projects (i.e., commercial, institutional) are so noted by an asterisk.  

• While the HDMT may be applied to development at all scales, not all criteria may 
be applicable to a specific project. For example, some targets are applicable to a 
limited class of projects (e.g., schools, health facilities).  

• Available information on a project may not permit specific evaluation of the 
target, particularly where the target is a specific numerical goal.  

• The checklist does not include development criteria for all indicators in the 
HDMT.  

• The checklist is not a new form of environmental regulation or a set of 
enforceable standards. The checklist encourages voluntary efforts to improve 
development 
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Rapid Assessment Tool for Small-Area Health Needs  
 
This tool comes from Canada and was created by researchers at St. Michael’s Hospital in 
the Centre for Research On Inner City Health.  St. Michael’s is  a Catholic hospital, 
founded in 1892 by the Sisters of St. Joseph to care for the sick and the poor of Toronto's 
inner city.  Fully affiliated with the University of Toronto, St. Michael's Hospital has an 
interest in care of the homeless and vulnerable populations in the inner city. 
 
The Centre for Research on Inner City Health focuses on the determinants of health with 
a special emphasis upon the causes of inequities in health outcomes and the interventions 
required to eliminate those inequities. 
 
St. Michael’s Assessment tool is a survey instrument and toolkit designed specifically for 
health providers, community groups, and others to be used at the community level.  To 
date the tool has been piloted in several low-income neighborhoods in Toronto.   
 
The tool is an assessment of health status, health care use, health behaviors and 
neighbourhood services. Questions are drawn from standardized instruments and 
included along side some original questions, especially on service / resource availability, 
need and use. 
 
The use of interviewers is recommended for administration of the survey.   Instructions 
say that the survey takes thirty minutes and respondents must be 18 years of age or older. 
 
The survey answers questions related to:  

o Demographics 
o Housing  

o quality 
o Neighborhood and Community 

o Neighborhood priorities 
o Open space 
o Gathering places 
o Availability of food 
o Transportation usage 

o Health Status 
o Frequency of care 
o Self rated mental health and health status 

o Health Behaviors 
o Physical activity 
o Drinking 
o Social cohesion-relationships 

o Healthcare Access and Needs 
o Quality of healthcare services 
o Quality of social services 
o Access to services 
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A ‘tool kit’ is being developed and will include a manual and user guide as well as a set 
of best practices for knowledge translation to guide potential users from the survey 
planning stage all the way to the final stages of data interpretation and dissemination.  
The toolkit is to include: 

o Survey tool 
o Information letter and Consent form  
o Recruitment Flyer 
o Interviewer training activities and project manual 
o Sample budget 
o Survey administration protocols 
o Sampling strategy 
o Sample data analysis  
o Dissemination tips 

 
At the close of the pilot that focused on four low income neighborhoods the assessment 
was able to draw a profile of the community that included: 

o Demographics  
o Availability of Neighborhood Public Spaces and Amenities 

o Satisfaction with those spaces   
o Neighborhood Priorities 
o Health Outcomes and General Health 

o Self-rated health 
o Mental Health Index 
o Chronic Disease rating 

o Health Behaviors  
o Drinking  

o Healthcare Use 
o Dental Use 

 

Analysis and Commentary 
The evaluative factors applied to examine each tool were developed based on the 
interests of the University of Texas Medical Branch Center to Eliminate Health 
Disparities: 
 

1. Furthering the concept of healthy urban development; 
2. Promoting health in all policies; and,  
3. The possibility of using a post-hurricane rebuilding process as an opportunity to 

encourage an interest in principles of health equity.   
 
Table 1 provides a quick evaluation of each assessment tool based on a set of key 
characteristics important to the project.  Further, each tool is assessed below according to 
twelve factors. 
  

1. Ease of use, i.e., do citizens conduct this exercise with little guidance or to what 
degree are experts needed?  
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o Citizens would be unable to use the HDMT and Urban HEART tool unless 
aided by the efforts of expert technicians.  In fact, the Urban HEART tool 
is expressly created for the use of governments.  The Urban HEART tool 
and HDMT require technical expertise and data in order to complete the 
process of assessment.  The St. Michael’s Rapid Assessment could be 
implemented by citizens, neighbourhood groups, or community service 
organizations without the aide of data.  Technicians might be needed for 
the St. Michael’s tool in order to create a sampling strategy, enter the data 
and conduct the data analysis. 

o The Urban HEART assessment is divided into two components.  In the 
first part a government basically collects data for a set of pre-determined 
indicators.  Specialists with access to information and familiarity with 
databases are required for this section.  Results from component 1 
(assessment) could be used with citizens to complete component 2 of the 
Urban HEART tool.  The second part of the assessment involves 
reviewing an inventory of activities-policies.   

o The St. Michael’s tool is a quantitative analysis of the kind of qualitative 
information that could be collected in a series of neighbourhood meetings. 

 
2. To what extent are citizens empowered?   

o None of these tools are likely to produce a sense of equity between 
citizens and expert technicians.  By creating assessments that require the 
use of experts the Urban HEART and the HDMT establish a division of 
power where one group has more knowledge and expertise than another.  
This is a traditional dichotomy often experienced in situations where 
citizens must rely on experts. 

o While the HDMT is meant to give power to communities to judge 
development projects based on accurate quantitative and qualitative 
information, the Urban HEART tool (again) was designed for use by 
governments. 

o The express purpose of the HDMT is to enhance a community’s potential 
to participate in and make decisions about development projects.  Because 
the tool requires, what will seem to the average citizen, access to and 
familiarity with certain indicators and data sets this might undermine the 
empowering aspects of the tool.  On the other hand, if this work is done 
with citizens closely observing and helping with the process it may 
overcome these problems.   

o The St. Michael’s Rapid Assessment asks citizens to complete a survey.  
The pilot test utilized interviewers to read the survey questions while 
respondents replied.  The use of interviewers might be eliminated.  
However, even with that the St. Michael’s tool does not give the survey 
respondents a sense of authority or a feeling of collective self efficacy.  A 
flyer is used to recruit survey respondents.  Participating community 
members must sign a consent form. The survey asks for information that 
might be considered by some to be personal including questions about 
health status, income, the quality of a person’s house and community, and 
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eating, drinking, and shopping habits.  All of these elements taken together 
indicate a research effort as opposed to a community empowerment 
process.   These kind of surveys are largely experienced as invasive and 
intrusions into  privacy whether taken alone or as an interview.  It is not 
clear if the St. Michael’s rapid assessment is done on behalf of, in 
cooperation with, and in close alignment with a community.  However, 
even with that a community may still experience a sense that an outsider is 
collecting data on their habits, making judgments, and prescribing 
solutions in a “we know what is best for you” style. 

 
3. Includes A Mechanism For Community Organizing 

o The only tool that seems to frame its effort in relation to the will and 
vision of the community is the HDMT.  In this case, the San Francisco 
Health Department is not organizing groups but rather has made the tool 
available to groups that are organized and request assistance.  

o The St. Michel’s assessment is in an  early developmental stage.  The 
researchers have only attempted to develop a tool that can be used to 
capture the context and situation in a small urban area.  The idea of 
working with a community towards collective action and empowerment 
has not been considered in any great depth yet.    

 
4. Is Intersectoral action furthered and how?     

o All of the tools, except St. Michael’s assessment, require cooperation, 
knowledge, and coordination among multi-sectored groups such as health, 
planning, and law enforcement to collect data.  HDMT, with an emphasis 
on making changes in development plans requires multi-sectored action 
beyond data collection. 

o Urban HEART is as an exercise involving different government agencies 
due to the breadth of the information needed to complete component 1.  
Further, to fully consider the full range of action/policy options a broad 
based governmental effort is required.   

o The St. Michael’s assessment appears to be the most narrowly restrictive 
tool in relation to multi-sectored collaboration.   It is more heavily 
oriented towards health and health care.  For example, there are two 
questions about community priorities.  The section begins with the 
following instructions:  ……”tell us in your own words about the health 
issues in your neighbourhood.” The survey goes on to ask, “In your 
opinion, what are the most important issues facing your neighborhood? 
[Please name up to 3 issues that you feel are affecting your 
neighborhood.]   This is followed by the question, “In your opinion, what 
is the greatest priority for improving the health of residents in your 
neighborhood? [Please name no more than 3 issues.]     On the other 
hand, the Rapid Assessment collects data from residents about 
neighbourhood characteristics and needs related to grocery stores, parks, 
and open space.  This implies that to be effective in taking action on those 
issues other sectors beyond healthcare would be required 
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5. How are policymakers involved?  

o The HDMT does not appear to involve policymakers until the assessment 
is completed. The assessment does require access to permits, planning and 
development documents, minutes from official meetings, and contact with 
planning officials such that regulatory bodies are involved up front.  The 
outcome of the assessment and the likelihood that the project might result 
in negative impacts or recommendations for improvements would 
determine the need to approach regulatory bodies or policymakers.   

o The Urban HEART is designed for use by government bodies and 
policymakers.  It is a great awareness building tool. 

o There is no indication of involvement at the level of policymakers with the 
St. Michael’s assessment.    

 
6. Is the guidance-expertise needed to use the tool limited to technical skills such as 

GIS Mapping?  
o None of the tools specifically require GIS mapping.  However, to use 

HDMT outside San Francisco GIS mapping will be needed.   
o Urban HEART and HDMT require the use of experts to gather basic 

health statistics and demographic information.  St Michael’s tool does not 
incorporate the use of health statistics.   

 
7. Is training needed to connect the tool to conceptual understanding of the SDOH, 

i.e., grounded in evidence based theories?   Are there specific frameworks or 
theories used as the underpinnings for the tool? 

o All of the tools are built on the SDOH framework.  With the exception of 
St. Michael’s, the assessments promote healthy urban planning and 
development.   

o The largest amount of work done to explore and devise principles, 
theories, and a philosophical conceptualization of the instrument may be 
found in relation to the Urban HEART tool.    

o Instructions on the website of each tool discuss and explain the SDOH.  It 
is not clear how or whether this information is presented in a structured, 
face-to-face setting or format.   

o Including or presenting a general overview on the SDOH will enhance the 
implementation of each tool.   

 
8. Level of applicability, i.e., community, city, state, or country level and if yes are 

there pathways described that facilitate linking these levels?   
o The Urban HEART tool discusses the use of the assessment at the country 

and local level.  One portion of the assessment invites the comparison of 
indicators at the national or international level to aide in benchmarking.  
Another aspect of the tool allows a broad comparison of the performance 
of cities across health determinant indicators from the four policy 
domains.  The list of recommended actions target efforts at both the local 
and national levels.   
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o The other two tools both target activities and context at the local level. St 
Michael’s assessment specifically focuses on neighborhoods.   

 
9. What are the outcomes of the tool? i.e., Quantitative-qualitative evidence, policy 

recommendations, actions to take, resource allocation guidelines. 
o The Urban HEART tool has an extensive guide containing recommended 

policy actions grouped under five categories.  They recommend the use of 
community focus groups to discuss these policy options.  This would 
generate some qualitative data.  Other than this however the Urban 
HEART assessment is grounded in quantitative evidence that maybe tied 
to a policy menu that is provided with the tool. The WHO tool encourages 
equity based on the evidence that it collects.  It may also provide 
opportunities for community ownership if the government includes that as 
a desired outcome.  Inter-sectoral collaboration is required.  The tool 
provides guidance in identifying gaps, priority-setting, and selecting 
actions from a range of health and equity interventions.   

o HDMT includes recommendations on standards for the indicators that   it 
assesses.  The final evidence is both quantitative and qualitative.  The 
qualitative data is generated through interviews with residents and 
community meetings.   

 
10. Facilitates next steps after assessment 

o St Michael’s assessment presents an opportunity to report back to 
community stakeholders.  The assessment does not provide standards, 
possible solutions or policy recommendations for issues that surface as a 
result of the assessment. 

o HEART and HDMT both provide an extensive list of policy 
recommendations to accompany the tools.   

o None of the tools addresses the socio-political climate of a geographic 
location and how to craft solutions and policies to fit the socio-political 
culture of a locale.   

 
11. Relevance of indicators to post-disaster issues; Amenability Of The Tool To 

Environments With Few Information Resources (e.g.. Poor countries where the 
databases do not exist or post-disaster contexts where databases are likely to be 
inaccurate). Are Appropriate Alternative Information Sources Suggested? 

o All of the tools with the exception of St. Michael’s require up to date 
surveillance and information systems.   

o St. Michael’s tool would be suitable post disaster to get a quick picture of 
how neighborhoods and residents stand post disaster.  The data collected is 
all self assessment.   

o Urban HEART does not use indicators that would be helpful post disaster.  
The focus is on disease, health and social indicators that reflect trends over 
long periods of time– morbidity and mortality. Ex. Life expectancy at birth, 
Infant and under five mortality rates, Disease specific morbidity and mortality 
indicators for four major policy domains: Physical environment and 
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infrastructure; Social and human development; Governance, Economic 
[which includes: Employment rate (access to jobs), Percentage of women 
earning an income, Per capita income (level of income)].  The information 
is good for benchmarking –setting a baseline- and can help to document 
changes or progress over time.  However, with the exception of physical 
environment and infrastructure the indicators do not capture data that is 
applicable immediately after a disaster.   The tool may however prove to 
be useful post disaster once plans to rebuild have been developed.  At that 
time the tool could analyze the rebuilding plans using Component 2, 
which presents options for action based on five categories.   

o HDMT is totally focused on environmental standards, development and 
design standards, and problems resulting from development.  This tool 
may also be useful post disaster to evaluate proposed rebuilding plans.   

o Part of the St. Michael’s assessment tool that asks questions about self-
rated health, mental health, and behaviors could be of use post disaster.  
With these sections one is able to determine the status of residents after 
their experiences.  It could serve as a bench marking tool to use post 
disaster for comparisons across disasters.  If the tool is used during several 
different time periods (normal, economic decline, post disaster) it could 
provide interesting data for comparison purposes.   
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Table 1 Summary:  Characteristics of Three Assessment Tools 
 St Michael’s Rapid 

Assessment 
HDMT Urban HEART 

Community Empowerment ---- + ---46 --- 47 
Intersectoral Action 
 

+ ---48 + + 
Facilitates SDOH 
 

+ + + 
GIS Mapping Required 
 

--- +49 --- 
Experts Needed 
 

+ --- 50 + + 
Facilitates policy outcomes 51 
 

--- + + 
Establishes health baseline --- 52 + + 
Establishes baseline 
neighbourhood characteristics 

+ + --- 
Establishes baseline of 
socioeconomic indicators 

--- + + 
Provides comparative 
standards, targets, best 
practices, ideal models, 
indicators 

--- + + 

Facilitates next steps + 53 + + 
 

                                                 
46 HDMT facilitates community empowerment to the extent that a group of citizens is interested in or 
concerned about a specific project or development plan and wants help determining the impact of the 
project. 
47 HEART was designed to be used by governments where the technicians gather the data and provide 
information and presentations to policymakers.  It facilitates decision making 
48 The tool was developed by a diverse group of community health centers, health researchers, and 
community groups or social service providers.  However, there is no indication that groups outside of the 
health sector were consulted.  On the other hand, the results are designed to be used by decision-makers 
and service providers as well as community groups and non-profit providers of publicly-funded services.  
Further, since the tool collects information on neighbourhood conditions, future work after the survey 
might require a more diverse group to participate.   
49 GIS mapping needed because all of the maps have been developed for San Francisco 
50 St. Michael’s tool is a survey that is administered by trained workers.  Community based organizations 
could be organized to administer the survey in their neighborhoods or to target groups.   
51 None of the tools addresses the socio-political climate of a geographic location and how to craft solutions 
and policies to fit the socio-political culture of a locale.  
52 Self assessment data is collected.  Official statistics are not required. 
53 Next steps include a report back to the community.  The tool does not provide suggested solutions to 
identified issues.  The community may choose to act or not act.  
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Healthy Urban Development in Galveston: A Proposed 
Process for Launching a Healthy Urban Initiative 
 
This section presents a set of recommendations on how to apply a healthy urban 
development model in Galveston, Texas a local, post disaster site in the United States.    
 
Of primary importance is that any plan of action originates from an understanding of the 
locale’s socio-political landscape.    
 

o Galveston’s Socio-political climate  
 More interested in economic development, commercialism, market 

principles 
 Less interested in equity and social justice 

o Emphasis on economic and community development 
 More diversity in major employers and industry 
 A tourist friendly city 
 Downtown district that encourages economic development 
 Beach seawall that supports walking and bicycle riding 
 Historic neighborhoods that support families 
 Affordable housing for middle class families and individuals 

 
In this case, because of a heightened interest, activity, and conflict around post disaster 
redevelopment (housing and economic development), the primary recommendations are 
the following: 
 
 The effort should not select specific development projects to assess at this time.  

o Several special interest groups focused on different post disaster 
redevelopment projects have presented plans.  Support for and against 
these plans has been declared by the political and civic leaders.  It would 
not be helpful to get involved in this deliberative process.    

 The primary framing of the effort should be centred on enhanced urban design, 
planning, and development standards to support economic development and 
tourism, walkability, physical activity of all kinds, and better streetscapes. 

 Goals of improved neighborhoods endowed with affordable, mixed-income 
housing, enhanced green space, parks, and access to goods and services should be 
incorporated but remain secondary.  

 The effort should proceed through and in cooperation with the City government 
(see Diagram 9).   

 The primary method to steer the effort should be the assessment tools and 
subsequent reports. Components taken from all of the tools should be used based 
on agreement by the larger group.  

 Specific information should be discussed with the City regulatory bodies and 
county public health agency.   
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o Because the tools assess different issues in different ways some 
components are more useful than others.  The expert technicians should 
review the tools and make recommendations to the larger group regarding 
their use.    

o Ground work and Information Gathering 
 Meetings with City personnel and public health personnel 

• Describe all three tools; use a presentation to layout 
purposes and select helpful components from the tools to 
utilize. 

 Discuss draft city resolutions, ordinances and reprts related to 
healthy urban development 

• How to Create and Implement Healthy General Plans-A 
toolkit for building healthy, vibrant communities through 
land use policy change-- sections on “Writing a Healthy 
General Plan”  
http://www.phlpnet.org/sites/phlpnet.org/files/HealthyGP_
SectionIII.pdf   and  “Model Health Language”   
http://www.phlpnet.org/sites/phlpnet.org/files/HealthyGP_
SectionIV.pdf    

• Hennepin County Complete Streets Ordinance- appendix 

• Mapping the Intersection of Physical Activity & the Built 
Environment--A Baseline Profile of Indianapolis54 

 Does Galveston have a general plan? Typically the general plan 
underlies all land use decisions. Legally, all local government land 
use policies must rest on the principles and goals of the general 
plan. Since general plans also take a long-term vision – typically 
spanning 10 to 20 years – those with strong health language can 
powerfully orient government actions for decades. 

 Discuss chapter 29 of the Galveston City Municipal Code 
PLANNING AND DEVELOPMENT vs. Chapter 32  STREETS, 
SIDEWALKS AND PUBLIC PLACES- How might they relate to 
or fit in with the draft ordinances? 
http://www.municode.com/resources/gateway.asp?pid=10204&sid
=43 http://www.cityofgalveston.org/city_council/city_code.cfm  

 Is there a city council committee or any other official committees 
that might need to know about or be interested in healthy urban 
planning guidelines and potential city ordinances? 

 Are there any individual community leaders, city council members, 
or influential groups that need to be contacted? 

 The building and standards commission is appointed to hear and 
determine cases concerning alleged violations of the Building 
code.  Do we interact with them and how?  

 What is the role of the Planning Commission?  Should we work 
with them and how? 

                                                 
54 Indianapolis (2007) http://www.healthbydesignonline.org/documents/built_environment.pdf   
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 Assemble a list of the municipal experts and city council staff or 
committee people to begin to review documents  

 Outcome:  A list of key people and groups to make-up the healthy community 
committee; Agreement from and support of the City on the tools and components 
for an assessment; General support for the direction to take after the assessment in 
terms of possible ordinances and/or a general plan.   

 Conduct a stakeholder analysis.  Representatives from the City government and 
other stakeholders and key decision makers (as recommended by the City 
government) should be informed about the effort using a one-to-one meeting 
process.  When completed, individuals/organizations from the one-to-one 
meetings should be merged into a larger group. 

o Screen segments of Unnatural Causes  
 Issue reports from the assessments accompanied by proposed city resolutions 

expressing support for healthy urban development principles.  
 Consequent ordinances should be introduced under the advisement of the City and 

with the support of the larger group.  
 

Diagram 9 Healthy urban development in Galveston 
 

 
 
 
 
 
 

Initiation 
City government  

Begin with a set of draft 
resolutions and ordinances 

Begin with HDMT and 
other tools 

Tools do not function the same 
way or have same purpose 

Have  “experts” review all  
tools and select components  

for use 

HDMT typically requires analysis 
of a specific project or plan 

Review the draft ordinances 
etc. determine viability 
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The Public Health Law and Policy Institute provides an example of  a process for the 
development of a healthy urban planning system.55   
 
 
Lay the groundwork 

1. Informally disseminate information on the connections between health and the built 
environment 

2. Identify and reach out to potential partners 
3. Begin to form personal relationships 
4. Organize a presentation or training on the topic of the built environment and health 
5. Form a Healthy Community coalition 
6. Propose a Healthy City/County resolution 

 
Analyze existing health conditions 

1. Collect health data to begin a baseline health assessment 
2. Conduct environmental audits – e.g., on walkability, bikeability, neighborhood safety, 

community food access 
 
Update the general plan 

1. Include health goals in a health element and/or integrate health goals into other elements 
 
Ensure the plan’s health goals are implemented 

1. Develop indicators and standards 
2. Use zoning tools to reduce pollution and promote pedestrian/cyclist access and safety 
3. Establish design guidelines for walkability/bikeability, crime prevention, and greenery 
4. Use building codes and health impact assessments during project review 
5. Promote economic development tools (taxes, fees, and subsidies) as both a source of 

funding for health-supportive infrastructure, programs, and policies, and as incentives to 
shape healthier development patterns 

 
 
 

 
 
 
 
 
 
 
 
 

                                                 
55 “How to Create and Implement Healthy General Plans-A toolkit for building healthy, vibrant ommunities 
through land use policy change”  Peter Stair, Heather Wooten, and Matt Raimi; (2008) Public Health Law 
& Policy and Raimi + Associates. 
http://www.phlpnet.org/sites/phlpnet.org/files/HealthyGP_Toolkit.pdf 
 



 47

Appendix 
 

Complete Streets Policy –Hennipen County 
Final draft for the Board,  June 10, 2009 
 
This Complete Streets policy was created under Hennepin County Board Resolution 09-
0058R1. The resolution demonstrates the county’s commitment to develop and maintain 
a safe, efficient, balanced and environmentally sound county transportation system and to 
support Active Living – integrating physical activity into daily routines through activities 
such as biking, walking, or taking transit. The county strives to be a leader in providing 
opportunities and choices for its residents, and believes that a well-planned transportation 
system that includes Complete Streets demonstrates this leadership.  
 
Hennepin County will enhance safety, mobility, accessibility and convenience for all 
corridor users including pedestrians, bicyclists, transit riders, motorists, commercial and 
emergency vehicles, and for people of all ages and abilities by planning, designing, 
operating, and maintaining a network of Complete Streets. This policy applies to all 
corridors under Hennepin County jurisdiction. The county will work with other 
transportation agencies to incorporate a Complete Streets philosophy and encourages the 
State of Minnesota, municipalities, other counties and regional organizations to adopt 
similar policies. 
 
Given the diversity of the natural and built environment in Hennepin County, flexibility 
in accommodating different modes of travel is essential to balancing the needs of all 
corridor users. The county will implement Complete Streets in such a way that the 
character of the project area, the values of the community, and the needs of all users are 
fully considered. Therefore, Complete Streets will not look the same in all environments, 
communities, or development contexts, and will not necessarily include exclusive 
elements for all modes. 
 
Developing Complete Streets will be a priority on all corridors, and every transportation 
and development project will be treated as an opportunity to make improvements. This 
will include corridors that provide connections or critical linkages between activity 
centers and major transit connections, and in areas used frequently by pedestrians and 
bicyclists today or with the potential for frequent use in the future. 
 
Hennepin County will conduct an inventory and assessment of existing corridors, and 
develop Complete Streets implementation and evaluation procedures. The Complete 
Streets policy and implementation procedures will be referenced in the Transportation 
Systems Plan and other appropriate plans or documents. 
 
Applicable design standards and best practices will be followed in conjunction with 
construction, reconstruction, changes in allocation of pavement space on an existing 
roadway, or other changes in a county corridor. The planning, design, and 
implementation processes for all transitway and roadway corridors will: 



 48

• Involve the local community and stakeholders, 
• Consider the function of the road, 
• Integrate innovative and non-traditional design options, 
• Consider transitway corridor alignment and station areas,  
• Assess the current and future needs of corridor users,  
• Include documentation of efforts to accommodate all modes and all users, 
• Incorporate a review of existing system plans to identify Complete Streets 

opportunities. 
 
Hennepin County will implement Complete Streets unless one or more of the following 
conditions are documented: 
• The cost of establishing Complete Street elements is excessive in relation to total 

project cost. 
• The city council refuses municipal consent or there is a lack of community support. 
• There are safety risks that cannot be overcome. 
• The corridor has severe topographic, environmental, historic, or natural resource 

constraints. 
 
The County Engineer will document all conditions that require an exception.  The 
Assistant County Administrator for Public Works will provide the Hennepin County 
Board with annual reports detailing how this policy is being implemented into all types 
and phases of Hennepin County’s Public Works projects. 
 
Hennepin County will identify and apply measures to gauge the impact of Complete 
Streets on Active Living and the quality of life of its residents. 

 

 

 
 
 
 
 
 
 
 
 
 
 


