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Foreword: Resilience and Welfare Reform

This book, by Rosalba D’Onofrio and Elio Trusiani, addresses health and
well-being in the city, which leads to a reflection on the reasoning of modern and
contemporary urban planning, highlighting the distance that separates one from the
other rather than their persistence.

Questions pertaining to hygiene, as the authors remind us, are among the
founding questions of urban planning, which originated with the “second urban
revolution™ and fed different ideas of the modern city, moving progressively to a
basis on ideas pertaining to welfare. Standards and zoning,” the two cornerstones of
modern urban planning, which are at the centre of the disciplinary “review” today,
form the technical response that European urban planners used to realize a healthy,
just city over the course of about 80 years (starting with Ildefonso Cerda’s general
theory of urbanization published in 1867 up to the Athens Charter published by Le
Corbusier in 1942). This was a universalist response, ethically founded and polit-
ically supported by movements and shared by socialist parties where it was taught
starting from the needs of the mass of urbanized workers.

Reference to the “origins of modern urban planning”*—or perhaps better, to
some of its “roots” —provides a way to investigate the current explosion, which,
faced with profound changes in the urban and environmental order, with evident
effects on public health, affects the entire field of urban planning, redefining the
themes, techniques, procedures, and tools.

'See Clementi, A. (2016). Forme imminenti. Citta e innovazione urbana, LIStLab, Rovereto on
the relationship between the modern and contemporary eras.

2 The second and third urban revolutions in the sense given by F. Ascher, I nuovi principi
dell’urbanistica, M. Russo (Ed.), Tullio Pironti editore, Naples 2005.

3The zoning reform, as it is known, is one of the doctrinal points in the Athens Charter. See Di
Biagi, P. (Ed.) (1998). La Carta d’Atene. Manifesto e frammento dell 'urbanistica moderna,
Officina, Rome.

4Benevolo, L. (1991). Le origini dell 'urbanistica moderna, Laterza, Rome-Bari.
3Secchi, B. (2007). Prima lezione di urbanistica, Laterza, Rome-Bari.
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The original research presented in the central part of this book consists of a
broad reconstruction of the operational framework, which follows European rec-
ommendations, the achievements of the Healthy Cities movement, and some sig-
nificant door-opening experiences in European cities. As a whole, these experiences
have given shape to a theme that, for the last decade, has merited careful critical
attention. In particular, according to the authors, from the “laboratory” of the 1400
cities composing the Healthy Cities Network, “a new ‘idea’ of city, a new means of
organizing functions in space, composing the urban form, organizing the city’s
relationship with the environment and the landscape—in effect, a new model of
urban planning” would make inroads. In effect, the conditions required for cities to
adhere to the Health 2020 strategy directly affect urban planning and design,
identifying choices regarding land use, social services, and transport as some
important cornerstones. Other important lines of work include policies of adapting
to climate change and community resilience. In other words, by focusing on health
and well-being threatened by ageing, chronic disease, and diseases transmitted by
infection and urbanization,6 cracks can be seen in the fundamental achievements of
modern urban planning as well as in the limits of the urban-planning field. It is not
by chance that the internal urban-planning debate addresses and also affects the way
of dealing with historical questions (land use, social services, transport) and more
recent questions (climate change, resilience).’

There are many implications situated on many different planes. I refer to only
some of them as examples of actions ranging from housing ergonomics to supra-
national policies for different climate regions.

As a characteristic datum, new demographic conditions show an ageing popu-
lation, with the trend in Italy that by 2025 will see positive balances in only 23
provinces, almost exclusively in the north.® Such a consistent, diffuse presence of
people with various forms of disabilities related to advanced age requires a new set
of city facilities, organized forms of service, and widespread accessibility, but also a
massive operation to renovate buildings, especially considering solitude due to
death or the distance from family. For example, installing lifts and removing
architectural barriers within buildings is fundamental (which otherwise risks
“reclusion”, with its social and economic costs). This type of intervention, added to
those for energy and static renovations, is one of the main reasons for regenerating
existing buildings. On the other hand, the current profound reorganization of

These are the “new challenges for health systems” delineated in the Preface to the book by
D’Onofrio and Trusiani (2017) Citta, salute e benessere. Nuovi percorsi per ['urbanistica, by
Andrea Lenzi, President of the National Committee for Biosafety, Biotechnology, and Life
Sciences under the Presidency of the Council of Ministers and the Health City Institute.

7 See “Progetto Paese” (Country Project) presented by the Italian National Institute of Urban
Planning at its 29th Conference (Cagliari 28—30 April 2016); the acts of the 19th Italian Society of
Urban Planners Conference (Catania 16-18 June 2016; www.planum.net); La Biennale public
space program (Rome, 25-27 May 2017).

8Data from CRESME (Italian Centre for Economic and Social Research in the Building Market),
2017.


http://www.planum.net

Foreword: Resilience and Welfare Reform vii

social/health services related to home assistance is already proposing new forms of
living based on different degrees of sharing. These are found above all in the area of
social housing, but are beginning to come into view of the most up-to-date real
estate investors. The impacts on transport, while obvious, still seem to be suffo-
cating. The means of managing local public transport have still not been sensitized
in this sense, while the relevance of continuous, safe (not slippery, for example)
pedestrian paths is subordinate to cycling paths.

Among chronic diseases, cardiovascular disease in particular is associated with
incorrect lifestyles, notably sedentariness. The short circuit with urban operation is
clear, almost immediate: preventive therapies (movement outdoors in
well-oxygenated areas) create a spatial organization that makes different modes of
life possible and easy. Continuous, branching biking paths that intersect daily habits
(so they are no longer and not only for leisure), comfortable, attractive, or dedicated
walking paths (fitness courses), green spaces, and equipment for various recre-
ational activities are already present in guidelines for the design of public spaces. In
the health perspective, however, they find further reason for focusing designers’
attention on more specific, refined solutions and a pervasiveness that borders on
hygienic obsession. Even horticulture, a characteristic component of peri-urban
agriculture, where the conditions have been less dramatically changed by the crisis
and are less socially polarized, is confirmed in relation to the need to affirm new
lifestyles and new value systems (attention for the environment, food quality, and a
sharing economy).9

Diseases tied to urbanization refer not only to dust pollution mainly due to
vehicular traffic (damage to the respiratory system and allergies in general), but also
to noise pollution and smells, with the systemic consequences of the stress they can
cause. American studies on the relationship between urban sprawl and health show
a correlation between high street use and both the reduction of physical activity and
the incidence of mental illness, including even a reduction in social capital. The
studies highlight a specific, serious penalization of vulnerable populations (due to
age, disability, skin colour, and income).lo Conversely, D’Onofrio and Trusiani
refer to the positive relationship between dense cities/public transport services and
green areas with health.

Considering that the production of carbon dioxide is among the main causes
of the global increase in temperature and considering that about 75% of CO, is
produced in cities (distributed among housing, transport, and economic activities in
roughly equal parts), we can include the impacts on health due to climate change
among the consequences of urbanization. We can also add that environmental
questions have entered the political agendas and subject to public attention pre-
cisely when they began to have evident negative effects on health. In the

o See, for example, Cinquepalmi, M., Petrei, F. (Eds.) (2015). Ortipertutti. Nuovi orti a
Bologna/New Gardens in Bologna, Urban Center Bologna, Bologna.

19 Brumkin, H., Frank, L., Jackson, R. (2004). Urban Sprawl and Public Health: Designing
Planning and Building for Healthy Communities, Island Press, Washington (DC).
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Mediterranean region,'' specific threats to health arise from heat waves, the
absolute lack and/or low quality of water, and the possibility of serious accidents
due to extreme atmospheric events. Climate plans, which are now indistinguishable
from plans for sustainable energy,' with their fusion of strategies and actions and
their ability to interface with multiple urban plans, projects, and policies, constitute
the technical product at the most interesting and precise moment to consider and
contextualize questions pertaining to health and well-being.

It is precisely this scope of actions that I have summarily referred to and which
explains the recommendation by the World Health Organization (WHO) to consider
“Health in all Policies™ that, in my opinion, advises against the introduction of a
new tool aimed at assessing the impact of health (HIA), which would be added to
the strategic environmental assessment (SEA) and the Italian environmental and
territorial sustainability assessment (Valutazione di sostenibilita ambientale e ter-
ritoriale, ValSAT). This relates not only to intolerance for the multiplication of
specialized tools that are slowly making the content of policies opaque, but also
their powerlessness with respect to the all-encompassing anxiety that inspires them
or the willingness to control the whole that eludes us in sophisticated algorithms
based on the identification and availability of powerful databases. One of the rea-
sons for dissatisfaction with respect to the ValSAT, practiced for many years in
support of urban plans, lies precisely in its specialized fragmentation. One loses
sight of its relation to the problem since complexity is reduced by selecting some
numerical indicators and the assessment of quality becomes a procedure, such that
from denoting levels it risks being transformed into a flag to hold onto (as happened
with standards). Paradoxically, tools designed to be integrated wind up fragmenting
the framework of skills and lose the sense of the operations.

Without a doubt, there is a strong trend towards a new functionalist reduction-
ism." In this respect, the authors’ open-ended conclusions, the reference to inter-
pretation, culture, and skills to deal with extremely diverse contexts and
circumstances are appropriate. Summary and determinism, in fact, are always risks
lurking in disciplines with a low rate of specialization.

The importance and vastness of the theme posed by the book lead to questions
about the universal character (or not) of the proposals, asking how it is possible to
create cities that are healthy for all. While recognizing a general flattening in public
discourse that supports a judgement of neo-hygienism, there are rivulets of
reflection in its folds on the discrepancies and different impacts that different dis-
eases have on populations. Even ageing is not “democratic”, and not only for

"'One of the seven climate regions in Europe according to the European Environment Agency
report Urban adaptation to climate change in Europe 2016. Transforming cities in a changing
climate, EEA Report, no. 12, 2016.

'2As of 2017, the energy initiative promoted with the Covenant of Mayors is now integrated with
the initiative on climate change in the Climate Change Adaptation through the Covenant of
Mayors for Climate and Energy.

13 Widely discussed by Cristina Bianchetti in her latest book, Spazi che contano. Il progetto
urbanistico in epoca neo-liberale, Donzelli, Rome 2017.
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economic reasons, given the importance assumed by social and cultural capital in a
“hypertext society”.'* Cleaning up the air, land, and subsoil is now recognized as a
condition for survival (of the human species through other living species) and, in
this sense, is an objective of universal worth. However, levels of risk and threats are
usually polarized, as already shown by the research on urban sprawl mentioned
above. This awareness is decisive for the choice of priorities and the refinement of
policies, to identify a thread in the extraordinarily intricate bundle of problems to be
faced. There is a city of the rich and a city of the poor,'” and there is a responsibility
that is distributed among politicians, administrators, and those in charge of con-
structing the “urban agenda”. The initial step is to not confuse the levels and then to
not oppose the hygienic drift with a welfare drift. Instead, intersections among the
different objectives should be identified to work on in depth, along with the possible
confluences (with synergic effects) and dilemmas when objectives and actions
aimed at realizing healthy cities run into objectives and actions aimed at building
just cities. It seems to me that the effective encounter with the different contexts is
situated precisely at this intersection and community resilience can be expressed.
For this reason, it is not reasonable to quash social questions with environmental
questions or maintain that policies for environmental resilience respond simply to
the need for a new welfare. Environmental and social instances meet but do not
identify each other, and devices to redistribute spatial richness do not coincide with
those for mitigation and adaptation to climate changes if none other than for dif-
ferent time horizons and, in many cases, due to the competition regarding the
destination of resources.

Milan, Italy Patrizia Gabellini
Politecnico di Milano

14 As defined by Ascher, in contrast to the industrial society, op. cit.
5Secchi, B. (2013). La citta dei ricchi e la citta dei poveri, Laterza, Rome-Bari.



Preface

In 2012, the Lancet Commission conducted a study into potential innovative
associations between issues of health, social (in) equality, and economic develop-
ment in city planning. This study recognizes the so-called urban advantage for
human health and focuses on limitations of the linear and cyclical approaches to
urban planning in dealing with the issues of health and quality of life of city
inhabitants. In doing so, the Commission expressed the belief that urban planning is
the most appropriate tool to move from the rhetoric of many policies aimed at
promoting health and safety in the city to practical actions. The study requires
planning to focus on experiments and projects while involving local communities
and planning at various levels. More recently, the UCL-Lancet Commission 2015
report “Health and Climate Change” says climate change could be the greatest
global health opportunity of the twenty-first century and it encourages the transition
of cities to promote and support lifestyles that are healthy for both individuals and
the planet.

This book uses the above as a starting point and aims to investigate different
aspects of European Healthy Cities, examining various best practices. Capitalizing
on ongoing trials, the book identifies the policies that underlie plans and projects
that have caused positive changes in local communities in terms of the quality of
life, health, and well-being of inhabitants. From these best practices, the book
deduces some themes, strategies, and general criteria for planning healthy European
cities.

The book is organized into three parts.

PART I—The City for Better Living

With reference to the international literature, the first part of the book addresses
the different aspects of healthy cities, evaluating synergies with other interesting
issues concerning contemporary cities. It describes the successes and failures of the
European Healthy Cities Network. Finally, it lists the main inspiration for new
urban governance to promote the well-being and health of European cities. This
first part includes contributions from two cities: Belfast and Bologna, experts on
health, city well-being, and the governance of urban phenomena.

xi
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PART II—Healthy Urban Planning in Europe

The second part investigates the role of urban planning in promoting concrete
actions to improve the quality of life, health, and well-being in the city. This was
done through a selection of some practices in different European cities, with the aim
of identifying and investigating relationships between: (a) health promotion and
urban sustainability; (b) possible conflicts and synergies between different levels of
urban policies and between different urban actors and local communities; and
(c) technical and operational tools that cities have implemented to ensure public
health. The cases investigated include cities such as: Belfast, Bologna, Bristol,
Copenhagen, Poznan, Rennes, Rotterdam, Turin, and Turku.

PART III—Planning and Designing Healthy Cities and Communities

Based on European and international experiences, the third part defines strate-
gies and criteria to reformulate and adapt urban plans and projects aimed at building
health-friendly urban environments. First, it promotes the assumption of neigh-
bourhoods as an ideal field of action to understand the challenges to health and
well-being, intercept and stimulate the participation of local communities, and
understand the design aspect of the planning choices that are increasingly tied to the
quality of life, health, and well-being of the citizens. Second, the exploratory role
of the project is considered in order to reposition and reorganize urban spaces with
respect to the potential impacts of the transformations and effects due to climate
change on health and well-being of city inhabitants. Recourse to checklists,
guidelines, and design orientations is established, which can be of assistance in
stimulating discussion and negotiation among the different actors on the urban
scene and in local communities. Finally, in this dimension, urban design takes on
two new meanings among the most debated aspects in contemporary urban plan-
ning: densification and the temporary nature of city uses. In particular, the former
appears as a sort of prerequisite for some recommended actions in terms of health,
such as walking, socializing, sharing spaces. The latter serves as an occasion to
approximate the quality design choices over time in an attempt to contribute to
creating healthier and more equitable places and lifestyles.

Ascoli Piceno, Italy Rosalba D’Onofrio
Elio Trusiani



Acknowledgements

For their useful collaboration and exchange of ideas, we would like to thank:

the City of Bologna: Luca Rizzo Nervo (Assessor for Health, Welfare, Social
and Solidarity Innovation) and Maria Cristina Zambon (Healthy and Healthy
City Manager)

Belfast Healthy Cities: Jonna Monaghan, Laura McDonald, and Joan Devlin
the City of Udine: Furio Honsell (Mayor of the City of Udine); Stefania Pascut
(WHO “Healthy City” Promotion Office); Raffaele Shaurli and members of the
Urban-Planning Management organizational unit.

Andrea Lenzi, President of the National Committee for Biosafety, Biotechnology,
and Life Science under the Presidency of the Council of Ministers and the Health
City Institute.

Laurine Tollec, Ministére des Affaires sociales et de la Santé, France.
Frédéric Auffray, Rennes Métropole.

Szymon Blazek (Department of Real Estate Management City of Poznan)
Wouter Vos—KuiperCompagnons

Gaby Kurth—ISOCARP

Joe Brickley—GIS Lead Officer at Bristol City Council Parks and Green Spaces
Giuseppe Losco (Director of the School of Architecture and Design at the
University of Camerino)

Maurizio Maria Sani, former Director of the Emilia Romagna Region (Italy)

Particular thanks go to Prof. Patrizia Gabellini (Milan Polytechnic University), who
wrote the preface to this book, our young colleagues, who wrote the city reports
(Chiara Camaioni, Piera Pellegrino, Michela Tolli, and Flavio Stimilli), and finally
Dr. Michelle Ouellette, our invaluable, patient, Italian-English translator.

Xiii



Contents

Part I The City for Better Living

1

4

For the “Human” Development of Cities in an Era

of Climate Change .............. ... .. ... ... ... .........
References . . ... ... . . . . ..

Goals, Opportunities and Limits to the European Healthy

Cities Network .. ........ ... ... .. .. ... ... . . .. ... ...
2.1  For a New Alliance Between Health and City .......
2.2 “.Thirty Years After the Birth of the Movement” . . ..
2.3  The Need to “Look Beyond”. .. .................
References . .. ........... .. ... ... ... ..

Criteria of Healthfulness in Urban Environments:

From a Theoretical Debate to Some Early Experiments . . .
References . .. ... ... ... . . . . . .. . ...

Part I Healthy Urban Planning in Europe

The Need for New Urban Planning for Healthy Cities:

Reorienting Urban Planning Towards Healthy Public Policy
41 Box1l—England.............. ... ... ... ....
42 Box 2—Wales and Scotland . ... ................
43 Box3—Franceand Italy . ......................
References . .. ... ... ... . .. . . .. ...

Health Promotion and Urban Sustainability:

A Perspective on Duality. . . ........................
51 Boxl—London .............................
52 Box2—Malmo........... .. ... ... . ... ... ...
53 Box3—Turin............ ... ... ... .. .. .. ....
References . .. ... ... .. .. .. . ... ...

12
17
19

XV



XVi Contents

6 The Crucial Point in Assessing Plans and Projects
for Healthy Cities . . ............. ... ... .. ... ... ......... 61
References .. ......... . . . .. ... 64

7 Comparing European Cities on the Road to Integrating

Health and Urban Planning . .. ........................ ... 65
7.1 TheRoleofthePlans .. ....... ... ... .. ... ... ..... 66
7.2 The Landscape, from Plans to Projects to Interventions. . . . . . . 73

Part III Planning and Designing Healthy Cities and Communities

8 Improving Health Through Community Urban Planning . . ... ... 83
References .. ........ .. .. . L 88

9  Best Practices Around the World: Some Suggestions

for European Cities. . . . .. ...... .. ... ... ... ... ... .. ... ... 89
References . .. ....... .. . .. ... 99
10 Urban Planning and Design Centred on Health Metrics. . . . .. ... 101
10.1 Resilient Design Proposals for a Healthy City . ... ......... 101
10.2 Innovating the Approach to Redesign Existing Areas:
Rotterdam and Copenhagen. . ... ...................... 102
10.3 Between Macro and Micro: An Approach to Experimental
Research . ..... ... ... ... .. . . . .. 106

References . . . ... .. . . e 112



Additional materials of this book are:
Appendix 1—Expert knowledge

Creating healthy and child friendly places in Belfast by Jonna Monaghan and Laura
McDonald, Belfast Healthy Cities

Bologna_Healthy City: Social Sustainability, Urban Projects, and Innovations
in Agreements by Luca Rizzo Nervo

Appendix n.2—City Experiences

Bristol s parks and green space strategy by Piera Pellegrino
Rennes-Restructuration de la halte ferroviaire de Pontchaillou by Michela Tolli
Healthy Poznan (HP)—Health Development Plan for the City of Poznan by

Flavio Stimilli
The Hirvensalo District Master Plan: health impacts of three structural models

in Hirvensalo—Turku by Chiara Camaioni



Part 1
The City for Better Living



Chapter 1
For the “Human” Development of Cities oo
in an Era of Climate Change

Abstract The connection between health, well-being, and the quality of living
spaces is not accidental. The organization of the city and, in general, of social and
environmental contexts, is capable of conditioning and modifying emerging needs,
lifestyles, and individual expectations. Faced with scientific evidence for these rela-
tionships, it is necessary for urban planning to realize that there is no time left to
hope that economic growth and demographic change, by themselves, will be able to
generate conditions conducive to people’s quality of life. This invitation is energeti-
cally shared by the WHO’s Healthy Cities Movement. Through an interdisciplinary
group that met between 2009 and 2011, the UCL-Lancet Commission developed a
series of recommendations for policy makers to improve the urban environment and
to open a discussion on the role that urban planning can play.

Keywords Healthy cities movement + Urban human scale + Well-being
Quality of living spaces * Climate change

A 2014 report on CNN coined the slogan “...Our health is not just a by-product of
how we live. It’s also about where we live”. This was based on the recognition that
leaders in cities like Copenhagen and Okinawa, as well as Vancouver, Melbourne,
New York, etc., had recently implemented urban policies to provide their citizens with
healthy food, access to parks, good public transport, disease control, and assistance
for vulnerable segments of the population. In the same report, it was observed that
the success of these initiatives was not only to be found in good policies, but also in
citizens’ dedication to promoting them with their everyday behaviour.

Some years before, in 2011, in the documentary film The Human Scale, the Danish
architect and professor Jan Gehl had argued for the need to recover the “human
scale” in building cities, hoping that they would be built around people rather than
technologies.

These two different voices invite researchers, technicians, and politicians to reflect
on how the design of the urban environment influences health, well-being, and the
quality of life in cities, and on the need to increase knowledge of this relationship
and encourage physical designs for the urban space that deal with these aspects.

© The Author(s), under exclusive licence to Springer International Publishing AG, 3
part of Springer Nature 2018

R. D’Onofrio and E. Trusiani, Urban Planning for Healthy European Cities,

SpringerBriefs in Geography, https://doi.org/10.1007/978-3-319-71144-7_1
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The connection between health, well-being, and the quality of living spaces is not
accidental. The organization of the city and, in general, of social and environmen-
tal contexts, is capable of conditioning and modifying emerging needs, lifestyles,
and individual expectations. Until some decades ago, this opinion pertained to the
“common feeling” of people; today it is supported by numerous studies and research.
Scholars are particularly interested in the implications of the social context and char-
acteristics of the urban space (Sampson 2003; Helliwell and Putnam 2004) because
the research shows that their role is fundamental in determining—in both good and
bad ways—the health and well-being of the community (Duhl and Sanchez 1999).

This was demonstrated in a 2013 study at the European Centre for Environ-
ment and Human Health at the University of Exeter, which explored the relationship
between green areas and well-being. Based on a program that involved 10,000 par-
ticipants over 18 years, it was verified how on average, individuals experience less
mental discomfort and a higher level of well-being when they live in urban areas
where there is significant green area. The program also highlighted how, while the
effects on the individual level are important but not elevated, the potential overall
benefit on the community level is substantial (White et al. 2013).

But this is not only about green areas. Another research project, this time from
the University of Warwick, quantified the impact of scenic environments on health.
According to the researchers, the aesthetics of the environment in which we live has
quantifiable effects on our well-being, and harmonious architecture and design also
produce a positive effect that is even more significant than the presence of green
areas (Seresinhe et al. 2015).

Both of these studies highlight the need and opportunity to adopt adequate devices
when designing urban spaces because their quality is related to our well-being and
health. This is also the conviction of the World Health Organization (WHO) in
reference to urban planning and its role of primary prevention, which contributes to
good health (Duhl and Sanchez 1999). In connecting health to the urban dimension,
health as an “individual good” becomes health as a “collective good”, recalling the
ethics and observance of rules of civil coexistence. Health becomes an objective
for citizens, mayors, and local administrations to pursue and should be proposed
as guaranteeing an equitable city, ensuring that community health is considered an
investment and not a cost. The health-based city becomes a social and collective
result, the result challenging globalization, social exclusion, and poverty.

The European Charter for the Safeguarding of Human Rights in the City, signed
in 2000 by about 350 European cities (today numbering more than 400), identified
the right to health, environment, and harmonious urban planning with some of the
fundamental inspiring principles for European cities.! These principles were intro-
duced in the document in a non-random sequence, almost to underline their close
interrelation and consequentiality.

Faced with scientific evidence for these relationships, it is necessary for urban
planning to realize that there is no time left to hope that economic growth and

TArt. XVII sets out the cities’ commitment to promoting actions in the economic, cultural, social,
and urban planning areas to promote health for all inhabitants, based on their active participation.
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demographic change, by themselves, will be able to generate conditions conducive to
people’s quality of life. On the contrary, there is time for openness to experimentation.
The risk factors for health and well-being should become important variables in
activities to design modern cities.

This invitation is energetically shared by the WHO’s Healthy Cities Movement.
This movement was created in Toronto (Canada) in 1984 at the Beyond Health Care
Conference with the objective of engaging local authorities in health development
through a process of political commitment, institutional change, capacity-building,
partnership-based planning and innovative projects. In more than thirty years, it
has increased awareness that risks to health in urban environments are not being
addressed appropriately (Kenzer 1999). Today, however, more than understanding
how these risks can influence the health of city inhabitants, it aims to understand how
well-planned and well-designed cities can produce benefits for health, as underlined
in the WHO’s declaration of 2010 as the Year of Urban Health.

Through an interdisciplinary group that met between 2009 and 2011, the
UCL~Lancet Commission developed a series of recommendations for policy makers
to improve the urban environment and to open a discussion on the role that urban
planning can play (Rydin et al. 2012).

These recommendations are based on the wide definition of health set out by the
WHO in 1948: “Health is a state of complete physical, mental and social well-being
and not merely the absence of disease or infirmity”. The recommendations clearly
state that:

— public health should necessarily be the object of interdisciplinary work. There is
a particular need for an alliance between urban planners and experts in the health
sector;

— in planning and designing the urban environment, a key objective should regard
the elimination of social inequalities and address access to health services between
the different urban areas of a given city;

— the city should be modified to maintain the so-called “urban advantage for health”,
identifying new points of reference for urban planning;

— political responsibility on the national and local scales are particularly important
for understanding the complexity of the theme of health and the overlapping of
roles and skills that influence urban policies, as well as the effects of these policies
on the health of city inhabitants;

— the effectiveness of actions in matters of health is pursued through experiments and
designs on the local scale. These activities necessarily involve local communities
and interest holders.

In particular, the Commission pointed to a gap between aspirations and outcomes
in terms of urban and environmental health with a warning. This is because the
presumed achievements of the city (urban areas have greater resources, better infras-
tructure, and a wider availability of services than rural areas) are difficult to preserve
and implement over time. In addition, the first WHO-UN Habitat report of 2010,
“Hidden cities: Unmasking and overcoming health inequities in urban settings”,
highlighted that even where the prosperity of cities is increasing, there is always a
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“hidden” side. This relates to poverty in the most rundown neighbourhoods, even in
the richest cities in the world. Continuing down this road, there is a risk of seriously
blocking the objectives of development established by the new Sustainable Devel-
opment Goals (SDGs) to stop poverty, protect the planet, and ensure prosperity for
all (UN 2016).

Although generalizations cannot be made, the WHO’s 2016 Global Report on
Urban Health suggests that tested solutions exist to address the challenges of health
and well-being. Progress in this direction has not only regarded the efficiency of
health services, but also the capacity to shape urban environments (WHO 2016). If
it is in fact true that “...Not every city can do an ‘extreme makeover’ for health”, it
is also true that “...every city can take steps in the direction of healthier planning”.

According to the WHO’s report, working in this direction means several things:
making daily places easily accessible; interpreting the theme of urban compactness
and density in an innovative way, reasoning about the composition of spaces and func-
tional mixité; making cities age-friendly; and rethinking cities so that they become
more resilient to the impacts of natural phenomena and climate change (including
floods, earthquakes, urban heat islands, droughts, fires, etc.).

These impacts can really test both infrastructures and human health, as stated in
the IPCC’s Fourth Assessment Report. There are three main mechanisms by which
climate change may affect human health: direct exposure to extreme climate events;
indirect effects from changes to the determining factors of human health; and effects
of climate events on social welfare by disrupting social and economic systems (Parry
et al. 2007).

Combining mitigation, adaptation, and health strategies constitutes the challenge
for a transition towards a more sustainable, healthy society. In this challenge, cities
can offer “...unique opportunities to marshal resources and wealth to build resilience
and health-protective policies and programs” (Barata et al. 2011). However, it is
necessary to be aware that health-care adaptation measures will be different from
city to city because the social, economic, cultural, and political realities are different.
However, the basic objectives should be shared by all for the safety of cities and our
own safety.
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Chapter 2 ®)
Goals, Opportunities and Limits to the oo
European Healthy Cities Network

Abstract The history of European cities reflects the close, complex ties that unite
urban planning and human health. An effective remedy against epidemics in the
nineteenth and early twentieth centuries, city planning has, paradoxically, contributed
to the appearance of many problems related to the health and well-being of people
in the modern era. In September 2012, the European Member States of the WHO
adopted “Health 2020”, a strategic policy framework for the twenty-first century.
Health 2020 explicitly recognizes the influence of the urban environment on health
and the role of healthy cities and national networks in carrying forward the objectives
and themes of this European strategy. Health 2020 also recognizes the emblematic
role of the leadership of local governments in the development of health. Urban
planning should address this activism in European cities and the need to overcome
what can be defined as the risk of “projectism”, the risk of a short-term vision
relying on isolated interventions rather than long-term programs or policies that can
profoundly modify the organization of contemporary urban models in favor of the
health and well-being of city inhabitants.

Keywords Urban health -+ Health 2020 - Local governance - Long-term urban
policies + Change of contemporary urban models

2.1 For a New Alliance Between Health and City

The history of European cities reflects the close, complex ties that unite urban plan-
ning with human health. An effective remedy against epidemics in the nineteenth
and early twentieth centuries, city planning has, paradoxically, contributed to the
appearance of many problems related to the health and well-being of people in the
modern era.

The separation of urban functions theorized in 1933 in the Athens Charter into
“dwelling, work, recreation (use of leisure time), transportation” has led to zoning,
urban development based on automobile transport, and the spread of new individual
behaviours. In turn, this has led to problems for the environment and health, such as
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atmospheric pollution, an increase in noise, reduced physical activity, illnesses due
to changes in eating habits, the loss of social ties, isolation, marginalization, etc.

Faced with the unsustainable nature of these changes, it is time that cities turn the
page, making a great effort to design strong, healthy, and vibrant places and requiring
that the discipline of urban-planning has a renewed focus in favouring this new phase
in urban history.

The links between health and urban planning are not new. They have evolved
over time with reference to three main events: the period of hygiene applied to urban
planning in the nineteenth century, functional urban planning up to the 1970-80s,
and finally the current period of “sustainable” urban planning (Roué-Le Gall et al.
2014). Each of these periods corresponds to choices in European urban planning that
were made in response to demands related to health.

As a background article on the sustainable city by the Danish Architecture Centre
(DAC 2014) begins, “Health is [currently] one of the fundamental prerequisites
for a sustainable lifestyle in the cities”. It is also “...a precondition for sustainable
development” (Hancock 1993; Kickbusch 2010).

These two affirmations shed new light on the relationship between sustainable
development and human health, which is too often trampled by a rather restric-
tive environmental approach that focuses primarily on conserving environmental
resources, assessment, and controlling the risks of urban transformations on health.
If it is in fact true that promoting health consists in protecting the environment and
minimizing the existence of risks contained therein, the risks cannot be ascribed
exclusively to assessing environmental pressures. Nor, on the other hand—still in
reference to environmental pressures—is it plausible that a project for urban devel-
opment is, by itself, incompatible with the need to preserve the environment and
health.

On the contrary, it is precisely the need to find compatible solutions among city
models, quality of life, and the health and well-being of citizens that implies a search
for an integrated approach, involving different skills and actors, setting aside the
approach of sectoral boundaries/silos (de Leeuw and Green 2017). This traditional
approach addresses the theme of health in a simplistic way according to a linear
cause-and-effect procedure that tends to isolate individual variables in a reductionist
manner (de Leeuw 2011). Working with the complex theme of health also requires
an adaptive, flexible approach capable of creating new connections and relationships
over time (Kickbusch 1999). This was implied by the WHO in the Ottawa Charter
of 1986, which established the Healthy Cities movement in Europe. It defines the
promotion of health as a ““...process of enabling people to increase control over, and
to improve, their health. To reach a state of complete physical, mental and social
well-being, an individual or group must be able to identify and to realize aspirations,
to satisfy needs, and to change or cope with the environment. Health is, therefore,
seen as a resource for everyday life, not the objective of living”.

This concept of health as a process involving different subject and aspects rather
than a product is at the basis of the “requirements of engagement” that the WHO
European Healthy Cities Network (WHO/EHCN) uses when selecting the cities
for the network. Each city should also accept and dedicate itself to realizing these
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requirements over time (Tsouros 2015). The requirements of engagement, borrowed
from a series of key policy documents, have slowly been reinforced in the direction
of promoting health for all, equity in health, sustainable development, and good
governance.

From its establishment, the EHCN has evolved through a series of working pro-
grams called phases. These have served as a platform for inspiration, learning, and
the accumulation of practical experiences on how to improve health and well-being
in cities. They have been useful for measuring the progress of urban policies over
time and to establish priorities. In September 2012, the European Member States of
the WHO adopted “Health 20207, a strategic policy framework for the twenty-first
century. This framework is based on the values and principles expressed in “Health
for All” and other key health policies developed in the last decade. Health 2020
explicitly recognizes the influence of the urban environment on health and the role
of healthy cities and national networks in carrying forward the objectives and themes
of this European strategy. Health 2020 recognizes the emblematic role of leadership
of local governments in the development of health (WHO Regional Office for Europe
2013a).

In the current phase of the program—Phase VI (2014-2018)—the general objec-
tives and themes of the Health 2020 strategy are being applied to the local context
based on four priority actions (WHO Regional Office for Europe 2013b):

e investing in health throughout the course of life (life-course approach) and empow-
ering people;

e tackling major public health challenges;

e strengthening people-centred health systems and public health capacity;

e creating resilient communities and supportive environments.

With regard to the last priority action, the Official Call for Expression of Interest
has identified some main themes for this new phase:

— Community resilience. Construction and promotion of resilient urban actions to
improve health on the individual and collective levels. Cities should create healthy
environments and favour the empowerment of people so they can make healthier
choices.

— Healthy environments. The constant improvement of living and working conditions
are a fundamental component of local development. Cities should promote actions
to improve places where people live, work, and play, such as housing, schools,
workplaces, hospital structures, and care homes.

— Urban planning and design according to health criteria. Living conditions in
cities influence health through the built environment, the social environment, and
access to services. Improvements can be made with urban planning that favours
the practice of physical activity and the development of sustainable mobility.

— Transport that favours healthy lifestyles. A good public transport service, together
with biking and walking paths, can notably reduce pollution, noise, energy con-
sumption, and traffic congestion, improve road safety, protect the landscape and
urban cohesion, provide greater opportunities to practice physical activity, and
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improve access to social, educational, recreational, and professional services in
the city.

— Climate change: involvement in demonstrating the existence of a strong link
between sustainable development and health in support of policies to mitigate
and adapt to climate change.

— Interventions on housing and urban regeneration. Great health benefits can be
obtained by intervening in the building sector through a series of measures that
favour health, such as active and passive ventilation for cooling, interventions
to reduce humidity, more efficient and less polluting heating, better health and
hygiene conditions in buildings, etc. Urban regeneration programs can also provide
greater social, economic, and environmental opportunities and can contribute to
reducing inequality in cities.

All of these themes are central to urban planning, which is called to respond to the
new demands of a community that is finally more attentive to the themes of health
and well-being.

2.2 “..Thirty Years After the Birth of the Movement”

The Healthy Cities movement has been active in Europe for thirty years now. Nearly
100 cities are members of the WHO European Healthy Cities Network, and 30
national Healthy Cities Networks across the WHO European Region count more than
1400 cities and towns as members. Over time, cities in the network have become
true laboratories where innovative approaches for health and sustainable development
have been developed and expanded (Tsouros 2017). After thirty years, we should be
able to determine the efficacy of programs promoted by the movement to improve
the city as a living environment.

Twenty years after the creation of the network, in his 2009 book Toward the
Healthy City—People, Places, and the Politics of Urban Planning, Jason Corburn
defined some of the network’s limits with the support of expert opinion. The first
sign, in reference to a claim made by Takano in 2003, regarded the limited attention
for the combination of “policy processes, science norms, and organizational network
building” (Takano 2003). In agreement with de Leeuw and Skovgaard (2005), Cor-
burn also underlined the lack of success of actions promoted by the network regarding
the effective ability to influence urban plans and the way of making choices related
to develop, design, and manage cities.

The debate around the efficacy of actions proposed by the movement was reignited
some years later, in 2015, by the magazine Health Promotion International. The
magazine dedicated a supplement of volume 30 to evaluating the WHO/EHCN’s
Phase V (2009-2013) and, with the contribution of different authors, synthetically
retraced the different phases of implementing the program, the innovations made,
and the difficulties encountered.
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With the aid of this publication and drawing from the rich bibliography available,
the salient characteristics of the different phases are briefly described below, focusing
attention on the evolution of the health/urban planning relationship.

While the Healthy Cities program began to involve matters of urban planning
from the end of the 1980s, it was Phase III (1998-2002) that placed great importance
on the need to integrate the objectives of health within urban planning. Its activation
in 1998 began with a questionnaire given to the 38 cities participating in Phase II
(1993-1997). This questionnaire was aimed at administrators in the departments
of urban planning in the different cities. The results showed that in only 25% of
cases was real cooperation between health and urban-planning policies registered.
Nearly a third of interviewees said that the urban policies developed by the cities
were incompatible with health, although cities had registered different problems
falling under the strict discipline of urban planning, such as excessive levels of
motorized traffic, social segregation, and a lack of attention to citizens’ daily needs
(Barton and Grant 2011). The survey also showed that theory and practice had become
significantly detached. The need to promote greater integration among the principles
of the movement and experimentation in the field was the central theme of debate at a
seminar held in Copenhagen in 1999, whose results were compiled in a WHO report
and then in the much-cited book by Barton and Tsourou (2000). A working group
was formed in 1999 to resolve this gap, adopting twelve key objectives that were to
inspire Healthy Urban Planning (HUP) and were identified in close relation to those
analogous to sustainable development and Agenda 21 (UN 1993). The objectives of
HUP were to:

— promote healthy lifestyles (especially regular exercise);

— facilitate social cohesion and supporting social networks;

— promote access to good-quality housing;—promote access to employment oppor-
tunities;

— promote accessibility to quality services (education, culture, leisure, retail sales,
and health assistance);

— promote the use of local food products and businesses for healthy food;

— promote safety and a sense of security;

— promote equity and the development of social capital;

— promote an attractive environment with acceptable levels of noise and good air
quality;

— guarantee good water quality and good hygiene/sanitary services;

— promote the conservation and quality of the terrain and mineral resources;

— reduce emissions that threaten the stability of the climate.

Based on experiments made in six cities, the different possible levels of integration
between urban planning and health were also classified (Taylor 2010). The first level
regards the recognition of elements that are essential for settlements: the existence
of shelter, access to food and water, air quality, and wastewater treatment. These
conditions are taken for granted in Western Europe. The second level goes beyond
environmental health. It is recognized that many aspects of settlement systems and
their design influence the health and well-being of citizens, such as parks, gardens,
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biking paths, reduced dependence on cars, and the low emission of pollutants. This
level addresses questions further down the planning process and therefore relate to
partial integration. The third level, which is rarer, regards active collaboration among
the different sectors and administrative areas to design a healthy city together with
planners.

Phase IV (2003-2007) of the Healthy Cities program views HUP as one of the
main themes that all member cities in the network should have adequately developed
based on the twelve objectives in the preceding phase. They should be appropriately
reviewed and integrated over time with biodiversity, food, energy, and waste.

Evaluation of this phase was made based on a General Evaluation Questionnaire
(GEQ) and Annual Reporting Templates (ARTS). Fifty-one cities responded to the
questionnaire out of the 77 adhering to the network. The questions aimed to inves-
tigate the degree to which city planning was in line with the strategic priorities of
HUP and which of the strategic priorities identified was deemed the most important.
The results of this assessment (Barton and Grant 2011) revealed that:

— Nearly 65% of cities declared themselves to be actively involved in promoting the
HUP; another 20% were aware of policies in these fields and shared them, while
being not very involved. A small minority (15%) confirmed that they were still
not working in that direction.

— When addressing themes such as inequality and equity, in only a few cases was
it possible to find answers in urban planning policies. For only 25% of those
interviewed was this interrelationship clear; 43% never mentioned these aspects;
and 35%, while being aware of this interrelationship, could not find it in current
policies.

— In reference to the quality of activities' aimed at promoting urban planning
favourable to health, the level reached by cities has increased over time. The
number of cities placed in the high level in 2005 (11) grew to 26 cities in 2008.

These assessments show rather clearly how in many cities, the integration between
health and urban planning policies requires fundamental changes in the organiza-
tional structure and management of responsibility. It points to the need to promote
interaction and the exchange of knowledge between professionals in public health
and urban planners (Pilkington et al. 2008).

The methodological path used to evaluate the first phases of implementing the
program was deemed to be not very relevant by some scholars. de Leeuw and Green
(2017) wrote explicitly about “inconvenient assessments (drawbacks)” for a series
of reasons, among which are: a limited geographical scope, neither evidence- nor
theory-based, etc.

I The indicators chosen for this assessment are whether the city:

— Addressed the twelve HUP objectives;

Demonstrated integration with Healthy Impact Assessment and Healthy Ageing;
Displayed a range of activity at different spatial scales;

— Evidenced both an integrated strategic approach and implementation at the local level;
— Involved a good range of relevant planning agencies and community stakeholders.
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Table 2.1 Summary core designation criteria for Phase V

1. Health and health equity in all policies

2. Caring and supportive environments
Subtopics: Better outcomes for all children; age-friendly cities; migrants and social inclusion;
active citizenship; health and social services; health literacy

3. Healthy living

Subtopics: Preventing non-communicable diseases; local health systems; tobacco-free cities;
alcohol and drugs; active living; healthy food and diet; violence and injuries; healthy settings;
well-being and happiness

4. Healthy urban environment and design

Subtopics: Healthy urban planning; housing and regeneration; healthy transport; climate change
and public health emergencies; safety and security; exposure to noise and pollution; healthy
urban design; creativity and liveability

The need for an evaluative approach rather than “realist synthesis” > guided Phase
V in assessing the project. This phase was centred on the following “core designation
criteria”: (1) Health and health equity in all policies; (2) Caring and supportive
environments; (3) Healthy living; and (4) Healthy urban environment and design
(Table 2.1). The novelty of the approach followed in this phase lies in the awareness
that to demonstrate the effectiveness of policies regarding well-being, health, and
social equity, an assessment approach was negotiated directly with the cities, in
the knowledge that some policies require long-term investments and a long time to
demonstrate results (WHO Regional Office for Europe 2014).

The comparison made on this basis showed (de Leeuw et al. 2015) that in Phase
V of the movement, independent of the geographical location of the network cities:

— there was a move from small-scale, time-limited projects dedicated mainly to
improving lifestyles for health to broader policies and programs involving good
governance of health that worked and rested on questions of urban sustainability,
urban planning, and equity;

— cities began to connect the dots between different interventions, questioning the
results obtained by the policies implemented, with reference to social determinants
of health?, governance, and equity. This occurred even with the involvement of

2This consists in putting together a series of data from the 99 cities in the European network and
the 31 national networks. These data regarded: annual data that each member city in the network
should provide based on a unitary format; an online questionnaire, the organization of information
according to three types of case study (thematic, on core themes of city status; strategic, on core
attributes of healthy city activity; and proudest achievements); the assessment of indicators from
Eurostat and national databases; and document analysis.

3Determinants of health are factors that influence the state of health of an individual, a community,
or a population. They can be grouped into different categories: personal behaviours and lifestyle;
social factors that can be an advantage or disadvantage, working and living conditions; access to
health services; general socioeconomic, cultural, and environmental conditions; genetic factors.
The Dahlgren-Whitehead model, which is widely used in Europe, reflects the European culture of
the welfare state based on the “right to health” and adopts the “multi-sectoral” vision of protecting
health contained in the Declaration of Alma Ata. This model contains a series of concentric layers
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and consultation with stakeholders to develop visions and strategies that in turn,
even without explicit recognition, are capable of building the objective of “Health
in All Policies”, which is the ultimate objective of the WHO.

— local governments are still suffering the effects of the global financial crisis and
often operate under severe austerity. However, this does not prevent pursuing broad
inter-sector strategies for the health of cities. A fundamental reason for this long-
lasting vision is a strong recognition of the role that local communities play in
influencing the development of policies and projects for health.

— the network is very active in reducing inequality in terms of health by promoting
policies and programs based on actions proposed to achieve practical results and
growing trust in Health Impact Assessments (HIA).

— the cities involved believe firmly that following the Healthy Cities Network
approach makes a difference and that they are on the right path to contribute
to a better quality of life for their inhabitants, but that other efforts still need to be
made.

Based on the experiences of Phase V, Phase VI places greater attention on under-
standing the characteristics of the different urban contexts and their different impacts
on the policies implemented in favour of health and well-being (Kickbusch and Gle-
icher 2012). The phase is also configured as an “adaptable and practical framework
for delivering Health 2020 at the local level” (Tsouros 2017).

In fact, the two strategic objectives of Health 2020 (improving health for all and
reducing health inequalities; improving leadership and participatory governance for
health) provide the general framework within which the Phase VI is organized.

Starting from the premise that each city is a unicum, there can be many different
approaches to the theme of health. In contrast, the objectives organized around a
series of core themes* should be identical.

In choosing the core themes, there is a renewed interest and attention for aspects of
health and well-being such as: healthy ageing; social inclusion; health literacy; phys-
ical activity; childhood obesity; dealing with stress, depression, and alcohol abuse,
etc.; community resilience in dealing with both social and physical environmental
challenges; healthy urban planning and design; and climate change, especially in
terms of disaster preparedness and response.

corresponding to different levels of influence. At the centre there is the individual, with his or her
biological characteristics: sex, age, genetic history, i.e., the determinants of health that cannot be
modified. The modifiable determinants, those that can be corrected and changed, are situated in
layers from the inside to the outside: individual lifestyles, social and community networks, living
and working environment, the political, social, economic, and cultural context.

“Theme 1: Investing in health throughout the course of life (life-course approach) and Theme
2: Addressing the great challenges in public health in reference to both transmittable and non-
transmittable diseases, favouring the empowerment of people; Theme 3: Reinforcing health systems
centred on the individual and their capacities, short reaction time in emergencies, and surveillance
in terms of public health; Theme 4: Creation of resilient communities and environments favourable
to health.
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The method used to assess the success of Phase VI must consider the means used
by Phase V and should probably be reinforced by better clarifying the community’s
role throughout and beyond the process, from the initial expert framing of the problem
to the final judgement regarding what works.

2.3 The Need to “Look Beyond”

Despite the effort to assess the different phases of the program’s implementation and
the objective difficulties in doing so, the key question is whether at the end there is
reassuring proof that the movement’s activities over time have helped to improve the
health of city inhabitants and to address social inequalities.

This is the question asked by Helen Wilding and other authors in the conclusion
of their contribution to the book Healthy Cities. The Theory, Policy, and Practice
of Value-Based Urban Planning (de Leeuw and Simos 2017). The response given
by this group of scholars is that ““...answering this question may not be possible”
for a series of reasons. These range from the methodological difficulty inherent in
the evaluation, which is found when comparing very different local and national
contexts, to the consideration that day-to-day practices in the cities can be very
different from what was theorized. While it is certainly not possible to boast success
in terms of “profits” in health and that social inequalities continue to be an emergency
throughout Europe, there is growing interest in health and well-being in the Urban
Agendas of many cities and incessant experimentation in the field to create better
urban conditions.

Urban planning should address this activism in European cities and the need to
overcome what can be defined as the risk of “projectism” (Goumans and Springett
1997), i.e., the risk of a short-term vision relying on isolated interventions rather
than long-term programs or policies that can profoundly modify the organization of
contemporary urban models in favour of the health and well-being of city inhabitants.

If we had to use two words to describe the fields in which it is necessary to work
to promote a strategic long-term vision, these would undoubtedly be governance and
management.

Promoting new governance means above all promoting a dialogue between the
different sectors of the public administration and the agencies responsible for trans-
port, energy, water, housing, food, and health, which do not often coincide, much
less interact, on the local and national levels. These circumstances make it difficult to
pursue the common objectives of health (Barton and Tsourou 2000), with the risk of
conflicts and the dangerous overlapping of fields. It also means guiding a community
towards pursuing common well-being, including all civil society—the private sector
as well as the media—in public administrative decisions (Kickbusch and Gleicher
2012). As well, it means linking governmental and civil institutions, local, regional,
and global communities of interest, creating safe or reliable spaces for diverse inter-
ests to interact, and integrating solutions for health problems with solutions for other
urban concerns. Finally, it means creating new alliances and making institutions,
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experts, and citizens responsible for common objectives based on integrated, shared
knowledge of the city and its criticalities and needs (D’Onofrio and Trusiani 2017).

This change in mentality should also regard a different model of planning and man-
agement. In the book by de Leeuw and Simos mentioned above (2017), Helen Wilding
and other scholars, recalling a statement by Kickbusch, maintain that healthy cities
faced with complexity need to develop an adaptive learning approach that involves
both local and global scales, which necessarily requires a different management style
and a different planning model (Wilding et al. 2017). The new management style fore-
sees sharing a healthy city project with civil society, implying continuous negotiation
rather than the imposition from above, collegial interactions rather than hierarchical
relationships, a holistic approach rather than a sectoral approach (Hancock 1993).
The need for integrated knowledge also imposes a revision of traditional cognitive
and evaluative models of urban planning, as well as a revision of the traditional
hierarchical approach of rationalist planning based on rules and control.

With the city project emerging from Phase VI of the program, the urban planning
discipline is basically called to question its values, goals, and objectives again, as
well as the strategies to implement to reorganize the space.

Without referring to complex assessment processes, it is evident today that tradi-
tional social policies for the city—for example, education, infancy, sports, etc.—show
good integration with health-related themes (this is the case of Belfast reported in
Appendix 1). On the contrary, policies dealing with improving the living environment
of city inhabitants seems less attentive to these themes. Housing, urban planning, and
transport are the poor relatives of health, despite innovative—and positive—experi-
ences in some European cities, as some study cases reported in the two Appendices
show. As an example, the development of biking and walking present in many policies
in many European cities is mainly designed as a factor to reduce atmospheric pollu-
tion and traffic congestion and only rarely as a tool to encourage physical activity.

What emerges from the most successful experiences is that the links between local
players are a determining factor in realizing a successful project. A successful project
is based on the cooperation between city services, interaction with local stakeholders,
citizens’ associations, etc. It is not by accident, for example, that in the good practice
of Rennes presented in Appendix 2, the “Santé, habitat, environnement” commission
of the inter-sector committee “Ville Santé”, involves other figures in addition to
public health professionals. The commission includes a technician from the urban
community-planning department, the Air Breizh Association, which is responsible
for monitoring air quality on a regional level, and various teachers/researchers from
the School of Public Health (Ecole des hautes études en santé publique, EHESP).
This is also the case in Belfast, where work on the healthy city is even coordinated by
a voluntary sector partnership that serves as a platform for inter-sector collaboration
since the local government has limited responsibilities in terms of health (Appendix
1). The City of Bologna, for its part, is pursuing a mode of “doing urban planning” on
alocal scale, which has become consolidated over time and is based on listening and
the community’s participation and involvement. The City of Bologna has developed
a form of city planning and management based on integrating the various sectors of
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public administration and being sensitive to the needs of citizens in all age and social
categories (Appendix 1).

Despite the difficulties, the Healthy City project is making inroads into a new
“idea” of city, a new means of organizing functions in space, composing the urban
form, organizing the city’s relationship with the environment and the landscape—in
effect, a new model of urban planning.

In 2012, the Lancet Commission, in its report “Shaping cities for health: com-
plexity and the planning of urban environments in the 21st century”, prefigures a
real challenge for HUP, that is, developing a planning model amid complexity. It is a
model, therefore that is no longer activated as a well-structured sequential process,
but rather through a series of events occurring over time. In this mode, the public
decision-maker is no longer a manager, but rather a participant in the city-building
process and a facilitator capable of promoting a dialogue among the different actors,
suggesting possible solutions to the problems (Rydin et al. 2012).

This new planning model raises important questions regarding the nature of the
development strategy to be implemented. This does not mean speculating about an
urban plan that anticipates all future changes, but rather a plan constructed through
incremental, experimental attempts that identify and promote a wide range of inter-
ventions to favour the health and well-being of city inhabitants. These interventions
are assessed and monitored over time so that one can learn from them both in the
case of favourable results and in the case of possible failures.
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