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+Finding research topics that are

The Ottawa Charter’s emblem.
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interesting and important

Estabhshmg and Mamta_mmg Healthy Envn'onments

Toward a Social Lcol()g; of M'a!lh Promotion

Daniel Stokols

Program in Social Ecology. University of California.
Irvine

Earlier research on health promotion has emphasized be-
lmvm change strategies rather Man environmentally fo-

The lifestyle
mali']ﬁﬂzlmn injury control, wdmummr-unfmhnre
ment strategies of health

of body or mind and freedom from disease or ailment™
(Webster's Encyclopedic Unabridged Dictionary. 1989, p.
65!; Analyses that define health simply as the absence

of personal illness or injury, however, give little or no

The
author offers a social mioxrml ﬂmh’uv of health pro-
motive be-
tween individual or collective hdlawm and the health re-
sources and constraints that exist in specific environmental
settings. Directions for future research on the creation and
maintenance of health promotive environments also are
examined.

We live in an era fraught with technological hazards, de-
graded natural resources, and the pervasive threat of
global conflict. The signal challenge of our time is 1o e5-
tablish and maintain healthy environments. Yet many
regions of the world continue 10 be plagued by war, mil-
lions of people in lhrnllﬂ\\'nddmrl\‘l.ed by discase
and famine, and people in industrialized nations are be-
coming painfully aware of the health costs resulting from
their exposure 1o environmental pollution and other by-
pmnncu of high technology
These global dilemmas make the tasks of creating
and maintaining healthy environments scem rather
daunting and perhaps unachievable. Nonetheless, it is
important that efforts 10 take constructive action at local
and regional levels not be deterred by the complexity and
severity of global environmental problems. Certainly,
much progress can be made at local levels toward estab-
lishing healthicr environments. The “small wins" ap-
proach 1o social problems (Weick, 1984) suggests that as
health and

fic e

pro-
d in local they can
exert a positive, albeit gradual, influence on the quality
and healthfulness of the global environment.

Sound theoretical analyses of such key concepts as
health. health promotion, and healthy environments are
for th

vironmental design and public pnhq' programs 1o create
healthful surroundings. A review of the relevant research
literature on such topics as health promation, environ-
mental stress, and environmental risk assessment reveals
mpaumnps in our understanding of these issues.

., health is often d:ﬁlled in individualistic
and Dh!’!lﬂl terms with explicit emphasis on “soundness

10 issues of collective well-being (c.g., social
cohesion and sense of community; S. B. Sarason, 1974)
and optimal states of wellness (¢ g, strong feclings of per-
sonal commitment to one's social and physical milieu).
The terms disease prevention and health protection have
been used 1o describe various medical and public health
strategics aimed at preventing the onset of physical and
mental illness (¢.g., inoculation against infectious discases,
enhanced community sanitation services, reduction of
workplace hazards, and governmental regulation of food
and drug safety). The concept of health promotion, how-
ever, differs from the discase prevention orientation in
that it places greater emphasis on the role of individuals,
groups, and organizations as active agents in shaping
health practices and policies to optimize both individual
wellness and collective well-being (e.8.. U.S. Department
of Health, Education, and Welfare [HEW], 1979; U.S.
Department of Health and Human Services [DHHS),
1991; Williams, 1982; Winett, King. & Altman, 1989:
World Health Organization [WHO), 1984).

The majority of health promotion programs imple-
mented in corporate and community settings have been
focused on individuals rather than environments. That
i, they have been designed to modify individuals' health
habits and lifc-styles (c.g., cxercise and dictary regimens)
rather than 10 provide environmental resources and in-
terventions that promote enhanced well-being among oc-
cupants of an area (c.g., installation of improved venti-

. Scott Geiker served 8 action cdiior for thi articke,

Preparation of this article was supported by grants from the Uni-
wersity of Caliornia/Health Net Wellness Lectures Program and the
Irvine Heakth Foundation. Portoms of the arsce were pesemed 1 3
Leynote “Desgning Health Promotie Emvircaments” u the
Al Conlhreace of e Eniroamentsl Research Awociation
in Oaxtepe. Mexio, March 1991, muﬂldwl‘m\ﬂ

Net Lecture

The author thanks Gary Evans, E. o G, muun Kiein.
Peter Lallas, Serafin. Mercado, Maria Mostero, Ted Scharf, Margaret
Schoeuder, Kum Witte, and Uhree amonymous reviewers for thest valuabie
comments on earlier versions of the manusCTip

C concerning this article should be addressed 1o
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Locational d isadva ntage - SES D Crawford et al [ Health & Place 14 (2008 887-89]

Features of public open space (POS) according to neighbourhood level socio-economic status

Quintiles of socio-cconomic status

Qumule 1 Quintile 2 Quintle 3 Qumtle 4 Quintile 5 p-Value'

(lowest SES) (highest SES)

(m=314) (m= 307) {m= 28¥) (n=303) (m = 285)
Number of recreational facilities 0616} (.8(2.4) 09(2.1) 0.7(2.2) 1.X3.2) 1.312
(mean (51
MNumber of playgrounds (mean 050060 O.50.6) (L5(0.6) 0.5(006) D.50.6) 0.537
(50))
Amembes score (mean, SDyF 5(1.49) 1.6(2.2) 20(2.5) L5(2.1) 2.0(24) < (LO00H
Walking paths (%) 52.5 I 54.1 622 61.9 |?i'.l.2 = (0.0001
Cyeling paths (%) 2 46.9 49 8 51.3 628 = 0.0001
Lighting along paths (%) B 5.2 11.2 120 21.6 = 0.0001
Trees providing shade (%) 23 50.7 60.9 71.5 < 0.0001
Water feature (%) 15.7 16.4 153 153 26, 0,001
Signage regarding dogs (%) 23.6 16.6 18.8 106 50.9 < (L0001
Signage restricting other 8.3 14.0 143 10.4 18.9 0.002
activities (%)

'Significant trend (analysis of variance) for continuous variables, Pearson’s y* for categorical variables.
Significant difference between quintiles 1 and 3, quintiles 2 and 5, quintiles 3 and S, and quintiles 4 and 5 (Scheffe post hoc tests,
p<0.03).




Source: David Crawford, Deakin University



Locational disadvantage - spatial distribution of amenities

Public transport access

20 km

N
A

High 0 20 40 60 80 100

Low ; - Avera.ge e . % population within 500m of public transport
Neighbourhood walkability relative to 25 cities internationally with 20 mins or better average weekday frequency (57.7%)




Does this partly explain lack of patient compliance?




+ Why study spatial locational disadvantage?




Preliminary potential pathways of local disadvantage on

Chronic disease (CVD,
Diabetes, Cancer)

Car dependency -
increased VMT 9
[¢)
Low density housing i Reduced access to /\ S %
R ousmgm amenity, community = Inactivity P G
new areas on the fringe services and public Z5
transport 3
o
Sedentariness
Reduced use of
community services
" Drug and alcohol L
- . dependence 3 @ g
Affordability of housing Affordab'f‘r'it:g living on 258
Domestic violence =
Increased VMT N

Chronic disease
(Mental health, CVD)

Lack of local employment
opportunities

Domestic violence

AN

High unemployment

78 NN

Youth violence




+ What sort of evidence do you need to create a more
supportive environments?

-.conclusive evidence about
relationship between urban
planning and health and benefits
of access to good places,
healthy food, public transport,
local parks...

...needs to be taken up by people
who manage urban planning

portfolios...

-..we want to influence policy
and the legislative environment..’




Could we reframe
 social determinants
of health as

Justin Australia World Business Sport Science Arts Analysis FactChe

K1 Facebook

World's most liveable city: Melbourne takes top

GI vea b i I ity!? spot for seventh year running

By Stephanie Chalidey-Rhoden

PHOTO: Melboumne once again beat Vienna and Vancouwer for top spot

Melbourne has once again been named the RELATED STORY: Housing affordability Is it fime 1o move fo
world's most liveable city by The Economist, Adeizude?
receiving a perfect score for healthcare, RELATED STORY: Medbourne ‘exceeds expectations’” World's
= # R education and infrastructure. most iveable city — again
- - sibourne 3000  —
- ¥ The Economist Intelligence Unit's (EIU) Liveability Ar: Melmu $560 =
ity o3 — e g G = = 7’4 Index ranks 140 cities each year on those topics, 2
h"‘"‘_"’f" e —" as well as stability, culture and environment - -
-
= —_———
A ::::na once again came second and Vancouver Top five most liveable cities: ‘



‘Safe, socially cohesive and
inclusive, and environmentally
sustainable; with affordable
and diverse housing

linked via public transport,
walking, and cycling
infrastructure to employment,

education, public open
space, local shops, health
and community services,
and leisure and cultural
opportunities’

(Lowe et al, 2013)
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ORIGINAL SCHOLARSHIP

Using spatial measures to test a conceptual model of social infrastructure tk
supports health and wellbeing

Melanie Davernad
Koen Simons®©

, Billie Giles-Corti®
and Hannah Badland®¢

, Lucy Gunn? (9, Carolyn Whitzman® (2, Carl Higgs®
, Karen Villanueva? (), Suzanne Mavoad, Rebecca Roberts?

Healthy Liveable Cities Group, Centre for Urban Research, RMIT University, Melbourne, Australia; "Melbourne School of Design, Unive
Melbourne, Melbourne, Australia; ‘Centre for Biostatistics and Epldemlology, Melbourne School of Global and Population Health, Uni
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Are the underlying domains of liveability associated
with health and wellbeing?

STORY
ctober :
February

Social infrastructure; s
planning; policy; heal
subjective wellbeing

= e %) S y e M
culture, sport and recreation, parks and emergency services. These services are needed to
promote health and wellbeing and underinvestment and poor planning of social infrastructure
has been linked to area-based health inequities. Current methods used to plan infrastructure
delivery in communities were analysed and a new conceptual framework of social infrastructure
developed and empirically tested using geocoded health survey data linked to spatial social
infrastructure measures. Both accessibility and mix of social infrastructure were associated
with higher Subjective Wellbeing. Residents were most likely to have close access to childcare
services, dentists, doctors and sport facilities and least likely to have access to services of culture
and leisure including cinemas, theatres, libraries, museums and art galleries. Results provide
evidence of direct associations between social infrastructure planning and public health, the
need for alternative social infrastructure urban planning methods and policies, and areas for
future research.

Introduction 2008). Socio-spatial inequities have been quar
across Australia (Baum and Gleeson 2010) and .
ing inequality has been demonstrated (Gleeson :
Gentrification, population growth and housing
fordability have been associated with the displace
of low-income residents in areas well serviced by
transport and social infrastructure (Smith 2002; |
and Graves 2005; Desmond and Kimbro 2015;
et al. 2016).

Rapid growth in established communities anc
urban development requires new approaches to
infrastructure policy, planning and delivery, incl
clear definition of social infrastructure. Evider
also required to demonstrate the importance of
infrastructure access to health and wellbeing anc
this might influence a community’s liveability. Th
very little research examining the impact of social
structure on the health and wellbeing of resident
this paper seeks to address these gaps. First, it prc

SIS DU BV S-SRI (-3

Social infrastructure is essential for the creation and
ongoing development of healthy communities and must
be planned for, to ensure provision of social services
across the lifespan. The amenities and services availa-
ble within a community also influence the liveability of
local communities, as well as the health and wellbeing
of individuals. Timely and accessible delivery of social
infrastructure is an essential domain of liveability in a
review of liveability indicators (Badland et al. 2014; Lowe
et al. 2015). The review defined a liveable community as:
safe, attractive, socially inclusive and cohesive, environ-
mentally sustainable with affordable and diverse hous-
ing, linked by convenient public transport, walking and
cycling infrastructure to employment, education, local
shops and community services, leisure and cultural
opportunities and public open space (Lowe et al. 2013).
Social infrastructure addresses a number of the social
determinants of health and influences avoidable health

ESRSREF SRR BORIPZ 1Y 2 3 VoND2 USRI SO SN DU | e o3
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Higgs et al. Int J Health Geogr (2019) 18:14
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Is urban
‘liveability’
associated
with
transport
behaviours?

Benchmarking and monitoring
‘urban liveability’
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Liveability and cardiometabolic risk factors

npj | urban sustainability

www.nature.com/npjUrbanSustain

W) Check for updates

ARTICLE
Cross-sectional evidence of the cardiometabolic health benefits
of ur

Carl Higgs

Recognition is inc ing globally that urban pl ons to impro ighbourhood li nable healthy
sustainable |i festyles and assist in the prevention and management of chronic d sease. We present the spati al rban liveability
index (ULI) as a tool to inform localised interventions that would create healthier, more sustainable cities and examine its
associations with cardiometabolic and wellbeing-related health outcomes. The ULI and associated indicators were calculated for
Melbourne address points and spatially linked with health outcomes for participants from the 2014 Victorian Population Health
Survey. Residing in higher liveability areas was found to be positively associated with a more physically active lifestyle and
negatively associated with BMI—more so than for a comparable walkability index. Although walkable neighbourhoods
underpin a liveable city, areas with diverse ‘community, culture and leisure’ destinations displayed strongest beneficial
associations with cardiometabolic health outcomes, suggesting that access to diverse local destinations may encourage more
tive sustainable living.

npj Urban Sustainability (2021)1:37 ; httpsy//doi.org/10.1038/542949-021-00039-5

‘ Legend

Urban liveability associated with:

- Walking for transport (+64%)

* 4> Achieving recommended 150
minutes/week bv walking (+16%)

ourne
ty Index (2018)

Liveable nelghbourhoods appear healthier and more sustainable

Access to community, cultural, leisure
facilities associated with:
-‘ Diabetes Type 2 (-18%) and
hypertension (-11%)
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CC BY-NC-ND 3.0 AU

Decile score of the Urban Liveability Index (ULT) for dwellings in urban areas Melbourne, by suburb.

Higgs et al. npj Urban Sustainability (2021)1:37
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HNEHARITAL

... Certain city dwellers
suffer disproportionately from
poor health and these
Inequities can be traced back
to differences in their social
and living conditions. No city
IS immune to this problem.’



What gets
measured,
gets done

Are we creating a
liveable city for all?
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Mapping liveability in Australian cities

Mapping Urban policy implenintatien and
evidence=based national li&abiﬁq indicators

¥ RMIT | Centre for
Jonathan Arundel, Melanie Lowe, Paula 4 - ' . unversity | Urban Research
Hooper, Rebecca Roberts, Julianna Rozek, / 2
Carl Higgs, BilieGiles-Corti - oACU ? Wﬁﬁ
(\ i A ¥ AUSTRALIA

-
—

Housing Affordability

- . ‘.n-
-~

Employment Food Environment Alcohol Environment




Created a tool to inform policy and practice:
Australian Urban Observatory auo.org.au

Harnessing complex
data to plan our
future needs

Liveability
Report for

@ @ B e € u@ao F B A

Led by Prof Melanie Davern

Led by:
Dr Lucy Gunn




Policy impact - Federal

Access to public transport

. . . Description
mII “ L ' ! & The proportion of dwellings within 400 metres of a
. ! ' 3 frequently serviced public transport stop —one with
a scheduled service every 30 minutes from 7am to 7pm
= on a normal weekday.

Smart Cities Plan

NATIONAL CITIES
PERFORMANCE
FRAMEWORK

Final Report

Rationale
A well-integrated and accessible public transport
system has the potential to reduce traffic congestion
in a city and improve residents’ access to jobs and
goods and services.

5.2: Performance Indicators

|

Performance indicators reflect the performance

of cities in achieving wider economic. social and
environmental objectives. Performance indicators
aim to help governments implement city strategies
by linking the six Smart Cities policy priorities to

A list of performance indicators is at Box 7.
Detailed information about each performance indicator.
including how it is calculated. the source of the data.
why it matters and its limitations is provided in the
Performance Framework Data Dictionary at Appendix A

Limitations

"

- Hlllﬂ"l”!f

clearly defined performance measures

Box 7: Performance Indicators

Jobs and Skills

- Employment growth (New)

- Unemployment rate
Participation rate

« Educational attainment

Infrastructure and Investment
Jobs accessible in 30 minutes

- Work trips by public and active transport
Peak travel delay

Liveability and Sustainability
Adult obesity rate

- Perceived safety (New)

- Access to green space

. Green space area
Support in times of crisis

- Suicide rate

- Airquality

- Volunteering (New)

- Office buildi
Access to pul port (New)

Innovation and Digital Opportunities
+ Knowledge services industries

New business entran
+ Patents and trademarks

Governance, Planning and Regulation
« Governance fragmentation

Housing

- Public and community housing

- Homelessness rate

+ Rent stress

 Mortgage stress

- Housing construction costs

« Dwelling price to income ratio

« Population change per building approval

Access to public transport can make it easier for people
to get to jobs, but it does not mean that jobs are close by.

Data are not available for all cities.

Data source
Royal Melbourne Institute of Technology

— Creating liveable cities in Australia — 2017

Source-data geography
GCCSA

Method
Source data geographies align with city geographies.

City geography
GCCSA

| UInit




Global Healthy and Sustainable City-Indicators Collaboration g\ﬁ] and Sustamable

7

Our Goal?
To facilitate development of a global surveillance
system of city planning policy and spatial indicators



Global Observatory of
\é Healthy and

@/l : Sustainable Cities
L

1000 Cities Challenge Publications In the News Contact Language v

( Héaltby and Home About Goals and Facts 25 Cities
N Sustainable Cities

Welcome to the Global Observatory of
Healthy and Sustainable Cities

We are a global, multi-institutional, transdisciplinary initiative providing evidence-based D I h S l

spatial and urban policy indicators to advocate for and track progress kewards healthy
and sustainable dties forall.
- Assistant Professor of Public Health, Brown School,
Washington University

n (&)

Lancet Global City Scorecards 1000 Cities

Health Series & Reports Challenge

https://www.healthysustainablecities.org




+ Natural experiment policy-relevant studies

* Aimed to increase walking, cycling, public transport use and sense of
community

* Incorporated 6 design elements:

— Community Design

4 — Movement Network

— Lot Layout

— Public Parkland

— Urban Water Management
— Utilities




+ Undertake research that ‘speaks’ to policymakers

Paula Hooper



What happens when there is compliance?

Hooper, P., et al. (2014). Am J Health Promot 28(3 Suppl): S5-18.




Results: Policy Compliance

NHMRC Centre of Research Excellence in

Healthy Liveable Communities

WESTERN AUSTRALIA



. THEPOLICY PIPELINE
v~ ABLOCKED / LEAKY PIPE

ROLE OF THE LOCAL WHAT ARE THE DEPT
GOVERNMENT PLANNING APPROVING

INDUSTRY ACCEPTANCE

% UPTAKE? WHAT IS THE LEVEL OF ON-

GROUND POLICY
IMPLEMENTATION?
m=n -' q ——
% COmPp
% COMPLIANCE? Y LIANCE? N

4 &
é

understand where the ‘leak in the system is to ‘plug’ the implementation gap @v‘; l‘ '

Hooper, P., et al. (2019). Int J Environ Res Public Health, 16(14).



+Work with external advocates

D Planning
V Institute
Australia
Heart
Foundation

www.healthyactivebydesign.com.au/




+Influencing policy: Shift from ‘what’ and ‘why’ to ‘how’

P e
L
= Healthy
i3 Liveable

THE HEALTHY LIVEABLE COMMUNITIES

i - URBAN
EVIdence i LIVEABILITY
based metrics CHECKLISE

|
established or proposed urban areas to assess liveability *

and opportunities to improve health and wellbeing.
o I a e a The ‘desirable’ targets are evidence-based, and were
developed and tested as part of the NHMRC Centre

of Research Excellence in Healthy Liveable Communities.

liveable o —Cr—
community

a ty
centre. The higher the ratio, the higher the
pedestrian access




0% tree canopy reduces
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Contents lists available at =
Environment International
journal homepage: www ¢ it

Urban green space, tree canopy and 11-year risk of dementia in a cohort of M
109,688 Australians =
Thomas Astell-Burt™~“", Michael A. Navakatikyan®, Xiaoqi Feng

* Popudasion Wellbeing amnd Enviromment Researsh Lab (Powerlab). School of Heelth and Sociery, Foculty of Arn, Social Sciences, and Humanisies, University of

Weeageng, Wolleagerg, Aol

> School of Popralation Helth, Facuiry of Medicine, Lniveraity of New South Waies, Sydney, Ausraiia

Mdersies Cenire for Health Policy, Untversity of Sydney, Sydney, Austraiia

“ Negona! Insanar of Environmencal Health. Chinee Courr for Disease Conorol and Provension, Beging, China

School of Popubiien Medicin and Publc Heaih, Peking Uniom Mol Collgs and The Chinse Acsdomy of Modce S<ionces, Beging, Chna

ARTICLE INFO ABSTRACT

Mandiing Editor: Zorana Andersen Ineroducrion: Urban greening is a climate change.related policy with considerable health benefits. But do these

B benefits extend o prevention of demensia and, I 10, which (ypes of green space maer?

icom R Method: Multilevel discrete tine-to-event cobort study of incident Alzheimer's disease over 11 years among a
Groen space baseline recruited between January 1, 2006 and December 31, 2000 (the Sax Institute’s 45 and Up Study).
Longitudinal study Sampled participants for this study (N = 109,688) were aged 45 years or okler with no record of dementia up to

6 years before baseline, living in the cities of Sydney, Wollongong and Newcastle, Australl
e canopy and open g
1 anti-dementia med

Exposures were
w5 within 1.6-km road network distance buffers at
06 preseription (Department of Human Services) of
dementia detected during hospitalisation or death up to 31 December 2016 (up to 11 years follow-up). Ox
were analysed in parallel to triangulate on associations with green space, while testing for bias due to potential
under-presc
Iewel scioronomic disadvan
Resules: Dementia detection varied by case

percentage total green space,

baseline. Oulcomes were time-to

mes

g of anti-dementia medications. Models were adjusted for baseline person-level factors and ares

inment method. 1.55

(1703/109,688) persons were de-

tected using prescribed antidementia medications. 3.32% (3,639/109,685) persons wete detected during hos-
pitalisation or death via ICD-10 codes. Dementia incidence irrespective of outcom

er participants, thase living in couples, with highe:

measurement was lower
fons and higher incomes.

among females, y

Dementia risk was lower with more tee canopy when the outcome was
eard ratio (IHR) = 0.86,
For person-level factors. The oppasite association was observed when anti-dementis medications were used to
detect dementia (= 30% vs < 10% tree canopy THR = 1.33, 95%C1 1,07, 1.66). Anti-dement:
detec ywer dementia risk with more open grass (= 200% vs < 5% IHR = 0.83, 95%C1 0.67
1.03). Anti-dementia medication peescribing was lower in the

ured using hospital and death
records { = 30% vs < 10% free canopy incidence 8

edication-hased

also indicated b

level disadvantage tertile

% va. 42.7%) among people diagnosed with dementia, indi  peographic differences
in prescribing practices. Adjusting for area-Jevel disudvantage explained associations between tree canopy, open
and dementia when detected by anti-dementia medication, but had negligible impact on negative (Le.

potentially protective) association between tree <

popy and dementia detected by hospital and death records
» 084, 95%C1 0.72, 0.99)

Conchusions: Increasing urban tree canopy cover may help to reduce the risk of dementia. Replication in con

(2 30% vs < 10% tree canopy hazard

Erasting contexts and mediation studies fo assess pathways are warranted

disease risk

International Journal of Epidermology: 2020, 926533
dox 10 1053 e/dy 1239

Advance Access Pubicaton Data: 13 November 2019
Original arsicie

Green Space and Built Environment

Urban green space, tree canopy and prevention
of cardiometabolic diseases: a multilevel
longitudinal study of 46 786 Australians

Thomas Astell-Burt'* and Xiaoqi Feng®

'Population Wellbeing and Environment Research Lab (PowerLab), School of Health and Society,
Faculty of Sacial Sciences, University of Wollongong, Wollongong, New South Wales, Australia,
School of Public Health and Community Medicine, University of New South Wales, Sydney, New
South Wales, Australia

“Corresponding author. Population Wellbeng and Environment Research Lab (PowerLab), School of Health and Society,
Facuhty of Social Sciences, University of Wollongong, Wollongong, NSW 2522, Australia. E-mait thomasab@uow edu au

4 Octaber 2012 Actepted ) Noverster 2819

Abstract
Background: Cross-sectional studies suggest that more green space may lower the odds
of diabetes, and diseases (CVD) in cities. We as-

sess if these results are replicable for tree canopy exposure and then extend the study
longitudinally to examine incident cardiometabolic outcomes.
Methods: The study was set in the Australian cities of Sydney, Wollongong and
Newcastle. Total green space and tree canopy as percentages of landcover within 1.6km
(1mile) from home were linked to a residentially stable sample of 46 786 participants in
the Sax Institute’s 45 and Up Study (baseline 2006-09; follow-up 2012-15). Separate
multilevel models were used to investigate whether the odds of prevalent and incident
doctor-diagnosed diabetes, hypertension and CVD were associated with total green
space and tree canopy provision, adjusting for age, sex, income, education, employment
and couple status.
Results: Lower odds of prevalent diabetes were observed with 1% increases in total
green space [odds ratio (OR) 0.993, 95% confidence interval (Cl) 0.988 to 0.998] and tree
canopy (0.984, 0.978 to 0.989). Lower odds of prevalent CVD were found with a 1% in-
crease in tree canopy only (0.996, 0.993 to 0.999). Lower odds of incident diabetes (0.988,
0.981 to 0.994), hypertension (0.993, 0.989 to 0.997) and CVD (0.993, 0.988 to 0.998) were
associated with a 1% increase in tree canopy, but not total green space. At >30% com-
pared with 0-9% tree canopy, there were lower odds of incident diabetes (0.687, 0.547 to
0.855), hypertension (0.828, 0.719 to 0.952) and CVD (0.782, 0.652 to 0.935). However,
30% compared with 0-4% total green space was associated with lower odds of preva-
lent diabetes only (0.695, 0.512 to 0.962)
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Creating a more liveable Melbourne Guidelines:
New Communities in Victoria
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What gets measured
does not always get done

We commend the authors of the
Lancet Global Health Series on urban
design, transport, and health on the
delivery of a comprehensive set of
recommendations, which are relevant
and useful. We have the greatest
respect for their work in measuring
the health impacts of urban form in
various international contexts.

We write as scholars of urban
planning and public health policy
and wish to draw attention to several
concerns with the sentiment that
“what gets measured, gets done”* First,
evidence is not enough. The health-
promoting interventions and indicators

What gets measured does not always get done...

Third, the intense focus on
measurement ignores the fact that
some aspects of the way cities shape
behaviour, and how behaviour shapes
cities, cannot be quantified.® There are
many diverse, effective, and rigorous
methods available to social and
health scientists that can be deployed
to understand complex problems.
This option has been recognised by
practitioners in the implementation of
cutting-edge concepts such as wellbeing
budgets, which value qualitative and
quantitative data.® The focus of the
research discourse, however, is lagging
behind. To limit our understandings
through an overwhelming concen-
tration on quantification restricts our
understandings to occurrences that can

www thelancet.com/lancetgh Vol 10 September 2022
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+Understand the policy world you are trying to influence

_ How does local A Iegal assessment
Integrated Planning for government use evidence of state and territory

Healthy Communities to inform strategic
Victorian State Government Policy planning for health and laws that influence
welloeings the walkability of built
Melanie Danica Lowe Geoffrey Russell Browne environments in
e Australia

Submitted in total fulfiiment of the requirements of Doctor of Philosophy
the degree of Doctor of Philosophy
July 2017
February 2016 Melbourne School of Population and Global Health

. Faculty of Medici ‘ ;
Melbourne School of Population and Global Health geulty.of Medicine; Dentisoryiand Heakth Sciences

Faculty of Medicine, Dentistry and Health Sciences The University of Melbourne

The University of Melbourne

Submitted in total fulfilment of the degree

Tracy Nau, University of Sydney
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+Design research that ‘speaks’ to policymakers and practitioners

Original Article

“Tell us something we don’t already know or
do!” — The response of planning and transport
professionals to public health guidance on the
built environment and physical activity

Steven Allender®*, Nick Cavill®, Mike Parker® and

Charles Foster?

T E\ BN~ & 7w v
’ Journal of Public Health Policy (2009) 30, 102—116.
| B W A NN A'J Y A |
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+Work with advocates and be an advocate

L) Planning
V Institute
Australia

Heart
Foundation

Building Up & Moving Out




+ Make sense of the evidence B
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THE HEALTHY LIVEABLE COMMUNITIES

URBAN
LIVEABILITY
CHECKLIST

The Urban Liveability Checklist is a tool for use in

established or proposed urban areas to assess liveability A
and opportunities to improve health and wellbeing.

The ‘desirable’ targets are evidence-based, and were

developed and tested as part of the NHMRC Centre
of Research Excellence in Healthy Liveable Communities.'
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Thank you

billie.giles-corti@rmit.edu.au



