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The interface between urban planning and human health has had a long history. 

Public health concerns arising from poor sanitation drove civic design in Roman 

settlements and major urban planning reforms in industrialised countries in the 

nineteenth century. In the twentieth and twenty-first centuries, our 

understanding of how the planning of cities  can affect health outcomes has 

widened out to incorporate a greater range of health impacts – obesity, asthma, 

cardiovascular disease, cancer to name but a few – and aspects of urban 

planning such as green space provision, traffic management, urban climate 

control, air quality management and building standards. We now appreciate that 

building health into cities is an important role for planning systems, both in the 

rapidly growing cities of low-middle income countries but also in the established 

cities of high income countries where there are possibilities of ‘retrofitting for 

health’. 

In response, UCL and The Lancet joined forces during 2009-11 to convene a 

Commission with the remit ‘to understand the dynamics involved in delivering 

better health outcomes through built environment interventions in cities across 

the world’.  It sought to develop an analysis that looked at cities across the low-

high income spectrum and focussed on how the physical fabric and infrastructure 

of urban areas can be shaped and reshaped for health. Reviewing the extensive 

literature on health and cities (for example, Northridge et al., 2003; Sclar et al., 

2004; Boyce and Patel, 2009; Harpham, 2009; GNRUHE, 2010 as a few key 

references) makes it clear that there is a strong degree of consensus on what 

makes a city healthy: 

 Clean water and good sanitation: a supply of potable water and sanitation 
infrastructure for sewage treatment and disposal. 



 Clean air: good air quality.  

 Clean land: decontamination of polluted land and facilities for safe waste 
disposal. 

 Safe homes: housing that provides protection from the weather and a safe 
indoor environment.  

 Secure neighbourhoods: localities offering security and a sense of 
community. 

 Car-independence: frequent, affordable and accessible public transport 

and provision for safe walking and cycling to support mobility and 
exercise. 

 Green and blue spaces: an infrastructure of greenery and water features 
for exercise, local climate control, flood prevention and mental well-being. 

 Healthy facilities: an accessible, equitable and functioning system of 
health care facilities. 

However, it is equally apparent that many cities across the world do not even 

meet the basic rights of their citizens with regard to health (Backman, 2008); 

most fail to fulfil this vision of a healthy city completely.  For example, the 

Healthy Cities movement, which originated in the mid-1980s and has spread 

across Europe and Northern America and, to a lesser extent, the global South 

(Ashton, 1986; Hancock, 1993; WHO Regional Office for Europe, 1997; Kenzer, 

1999) has found it difficult to achieve outcomes commensurate with its 

ambitions (Werner and Harpham, 1996; Petersen, 1996; Goumans and 

Springett, 1997; WHO Regional Office for Europe, 2008; Ritsatakis and Makara, 

2009).  One criticism made of the Healthy Cities movement is that it lacked a 

coherent theory of how to deliver change.  The Commission therefore devoted 

considerable time to considering how to conceptualise planning for health in 

cities.  

The Commission rejected the widely-espoused transitions model which is 

particularly dominant within the epidemiological literature (e.g. Preston, 1975, 

Omran, 1983).  This looks to economic growth and associated urbanisation and 

social change as key drivers for better health outcomes.  It is closely associated 

with the arguments for the ‘urban advantage’ by which it is assumed that 

people’s health will improve as populations move from rural to urban locations. 

There is indeed evidence in broad terms of health outcomes being better in 



urban than rural locations (Galea et al., 2005) but questions remain as to many 

aspects of this model of urban health.  

The transitions model fails to explain why health outcomes have improved 

more quickly in recent years than in past or why there are differences in speed 

of improvement across countries or across cities within one country. It is not 

able to address adequately social inequalities and the widely differential health 

outcomes of different social groups within a city, both in high and lower income 

countries (Sverderlik, 2011). Most importantly, the transitions approach fails to 

recognise that the urban advantage in health outcomes that currently exists for 

cities over rural areas actively needs to be created and maintained; it is a 

function of the performance of urban governments.  

Instead a complex systems approach was adopted (Glouberman et al., 2003) 

which recognised that the inter-relationships leading to urban health outcomes 

are non-linear and that causation is multi-directional. Causes are also outcomes 

and positive and negative feedback loops are widespread. In addition the links 

between cause and effect are often delayed so that connections can be difficult 

to discern. Such complex systems can be illustrated at different levels of detail.  

Figure 1 provides a broad-brush illustration, looking at the multiple interactions 

between: 

 The nature of society and governance; 

 Urban planning and management; 

 Features of the built environment; 

 Built environment determinants of health; and, 

 Urban health outcomes. 

However, for policy and planning purposes, more detailed analysis of the 

complexity of specific urban health issues and interventions in city environments 

are needed (see, for example, CIHI, 2003 and illustrations for sanitation and 

wastewater, urban mobility, building standards and the Urban Heat Island in 

Rydin et al., forthcoming).  Operationalising such a framework involves 

recognising that planning for health in cities will not be easy.  Three key aspects 

were identified.   



    First, it cannot be taken for granted that better health outcomes will be a 

leading planning policy priority, given the competition from other pressing 

agendas.  For this reason, it is essential to create arenas to debate the moral 

and ethical issues surrounding planning (or not planning) for urban health.  This 

necessitates the involvement of all actors who can deliver urban health 

outcomes alongside communities and other key stakeholders; above all planners 

and public health officials need to engage with each other.  There a number of 

existing policy tools that can be used to highlight the extent to which health 

issues are routinely and consistently considered: for example, Strategic 

Environmental Assessment, Health Impact Assessment, and, Joint Strategic 

Needs Assessment.  Appropriately used – i.e. to promote communication – these 

tools can also help in bringing health stakeholders into contact with urban 

planners and providing a forum for discussion about health and the built 

environment.  

    Second, in keeping with the ecological metaphor behind complexity thinking, 

it is most appropriate to promote diversity within efforts for urban health 

through a variety of different initiatives and projects.  Variety, experimentation, 

and trial-and-error are effective responses to the unpredictability of complex 

systems.  This puts the emphasis on implementation rather than strategy 

development and on planners acting as policy entrepreneurs to be alert to 

opportunities for new initiatives, whether they originate from communities, the 

public sector, the private sector or partnership arrangements.  

    Third, this prioritisation of experimentation necessitates an equal emphasis on 

evaluation and learning.  For the complex systems approach alerts us to the 

reality that measures adopted to shape the built environment so as to improve 

health outcomes often fail to achieve their goals.  Unintended consequences are 

a key feature of complex systems, the rule rather than the exception.  In 

keeping with this approach, evaluation needs to be discursive and inclusive 

rather than limited to expert feedback by report. The aim is to create a 

community of practice around urban health which promotes learning by doing 

(Wenger, 2007).  

The Commission’s contention is that engaging in public debate about 

incorporating health concerns into planning policies , looking for policy windows 



to experiment with a variety of urban health initiatives and judiciously using 

evaluation tools in inclusive dialogue with public health stakeholders could make 

the achievement of the healthy city vision more of a reality.  

 

Further information 

This Viewpoint draws on work undertaken by the UCL-Lancet Commission on 

Healthy Cities which sat during 2009-11; the full report from the Commission 

has been submitted to The Lancet for publication. Further outputs from the 

Commission’s work, including briefings for professionals and policy makers, will 

be available at a microsite available from www.ucl.ac.uk/environment-institute 

and www.ucl.ac.uk/grand-challenges.  
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