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HEALTHY COMMUNITIES 

DRAFT POLICY GUIDE 

DECLARATIONS 

 

Introduction 
Planning in the United States originated with a public health purpose. Rapid urbanization 
in the late 19th Century resulted in overcrowded and poorly constructed housing, noxious 
industrial and manufacturing uses, and increased levels of human and animal waste. The 
early activists and public officials who became the founders of the planning and public 
health professions shared a focus on urban reform and the common goal of preventing 
outbreaks of infectious disease.   
  
Throughout the course of the 20th century, however, planning diverged from its common 
roots with public health. Planners focused on managing land use, physical development, 
and it’s supporting infrastructure, while public health professionals took the lead in 
addressing individual and community health and safety concerns. These diverging missions 
led to a “siloed” approach as these professions worked independently to influence the 
social and environmental determinants that have significantly affected individual and 
population health in the past 100 plus years.  
  
Health outcomes are shaped by more than individual behaviors and clinical care; the major 
contributing risk factors to disease within an individual’s control are heavily influenced by 
the attributes of a community’s built environment.  These include the decisions that leaders 
make regarding land use, urban design, and transportation which impact local air quality, 
water quality and supply, transportation safety, and physical activity, among others. 
Historically, these decisions are linked to some of the nation's most intractable public 
health problems, including adult and childhood obesity, cancer, respiratory problems, and 
environmental justice. Addressing these health challenges requires that we integrate public 
health with planning for the built environment.  
  
Addressing the determinants of chronic disease — especially inactivity and unhealthy 
eating — more holistically through planning and policy solutions that improve the built 
environment is one of the most effective ways to reduce illness and promote quality of life 
for the long term. Since the Plan of Chicago was completed in 1909, the comprehensive 
plan has commonly served as the guiding document for decision-making about the built 
and natural environment. It has the legal authority to act as the vehicle for guiding 
community development, the scope to cover the necessary functions and facilities, and the 
history of practice to inspire public acceptance of its policies. It can integrate long- and 
short-range perspectives and coordinate other policies, plans, and programs into a single 
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accessible document.  Comprehensive plans, and other planning activities, need to address 
public health impacts and include improved health outcomes for residents as an important 
measure of success, and return planning to one of its founding principles as a leader in 
improving individual and community health.  
  
The bottom line for planners is to understand and affirm that how a community is planned 
and designed has a direct effect on the health of its citizens. Land development patterns, 
zoning ordinances, and land use classifications impact walkability, access to key services 
like healthy food, and access to transportation options.  An understanding of how the built 
environment affects public health is a key to the creation of vibrant, active spaces and 
places that have a strong positive impact on an individual’s health.  
 

Defining “Healthy Communities” 
 
A healthy community, as a concept and goal, may have varying meanings and 
approaches depending on the purpose and mission of the organization. For the purpose 
of this guide, healthy communities are defined as places where all individuals have 
access to healthy built and natural environments that give them the opportunity to live to 
their fullest potential regardless of their race and ethnicity, gender, income, or age. The 
healthy communities policy guide addresses challenges derived from our built 
environment and provides recommendations for policies to address the social 
determinants of health by improving access to food, opportunities for physical activity, 
and environmental justice. 
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The Built Environment is a Key Determinant of Community Health  
 

 
 

RATIONALE & KEY FACTS  

 

Planning for healthy communities is important because the health of a community, 
including human and environmental variables, relies on the effectiveness of both public 
policy and community design. Specifically, intended and unintended land use policies 
including zoning, design standards, and transportation investments have well documented 
ecological and generational impacts on communities.  
 
Best practice research, with key facts and ongoing measurement and evaluation around 
healthy community design, provide planners with supportive documentation for successful 
policy implementation.  Many of these documents are cited in the References and 
Resources section.  
 
Examples include:  

 

¶ Non-medical factors matter for health. “Recent research has found that over 50% of 
premature deaths are attributable to non-medical factors such as where one lives 
and the opportunities for health and economic mobility, including education, jobs, 
income, access to housing and transit, community safety, and other well-established 
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social determinants of health. According to County Health Rankings & Roadmaps, 
only 20% of the factors that account for the length and quality of life are attributed 
to access to and quality of medical care. In spite of this growing evidence, 
investments in prevention pale in comparison to what we spend on treatment. For 
example, in 2014, annual healthcare expenditures grew to $3 trillion, only 5% of 
which went towards public health investments.” - Build Healthy Places Network, 
Summarizing the Landscape of Healthy Communities report  
 

¶ Improving health requires addressing poverty at its roots. “Clearly, it takes more than 
medical care to improve health. But it is also evident that improving Americans’ 
health requires addressing poverty at its roots. One in six Americans now lives in 
poverty, which is the highest level in the last half-century. Growing evidence has 
revealed low-income communities and communities of color tend to experience the 
greatest disparities in health, often associated with preventable, chronic diseases 
such as heart disease, diabetes and hypertension. Furthermore, according to 
Virginia Commonwealth University’s Center on Society and Health, life expectancy 
can vary as much as 20 years across neighborhoods just a few miles apart.” - Build 
Healthy Places Network, Summarizing the Landscape of Healthy Communities report  
 

¶ People who have a stronger sense of belonging to their local community tend to live 
healthier lives and have fewer mental health challenges than those with a weaker 
sense of belonging. – “A 2012 survey of almost 120,000 people across all 
socioeconomic strata and geographic regions in Canada found that a sense of 
belonging to one’s community had a strong impact on health behavior change—i.e., 
the stronger the sense of belonging, the more likely people were to exercise, lose 
weight or eat more healthily. Given the association between reported sense of 
belonging and actual changes in health behavior (and the potential for prevention 
interventions), the study recommended more research on how community factors 
can increase sense of belonging among those who did not experience it.” - Healthy 
Places - PPS report  

 
 

 

GUIDING POLICIES 

  
A. Evidence-based and -informed Practices  
The American Planning Association and its Chapters and Divisions encourage planners and 
decision makers to develop, share, and use practices that have been shown, through 
available scientific evidence, to consistently and measurably improve health outcomes. 
When such evidence does not exist, planners and decision makers are encouraged to apply 
concepts, principles, and processes that have some measurable basis (evidence-informed) 
and that can be evaluated for their impact on human health.  
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B. Design for Healthy Neighborhoods and Communities  
The American Planning Association and its Chapters and Divisions encourage planners and 
decision makers to prioritize planning practices (e.g. processes, policies, programs, 
projects) that support mental, social, and physical wellbeing for all, regardless of 
background, and that help create vibrant, equitable and safe places to live, work and play. 
  
C. Access to Health Care  
The American Planning Association and its Chapters and Divisions encourage planners and 
decision makers to reduce barriers to health services, especially those that are preventative 
in nature, for residents, regardless of background and ability.  
  
D. “Health In All Policies” Framework  
The American Planning Association and its Chapters and Divisions encourage planners and 
decision makers to incorporate into their planning work a Health-In-All-Policies 
framework that integrates public health perspectives into their project and policy work. 
Use of this framework supports integration of health into key planning documents (e.g., 
comprehensive plans) and the use of tools that identify the health impacts of proposed 
changes (e.g., health impact assessments)  
  
E. Engage and Empower the Public    
The American Planning Association and its Chapters and Divisions support planners and 
decision makers in the engagement and empowerment of the public in planning for healthy 
communities. This includes increasing familiarity with health data and organizations as 
well as the social and environmental determinants of health and health inequities.  It also 
includes working with populations experiencing health inequities and strengthening their 
capacity for collective efficacy. 
  
F. Funding and Incentives  
The American Planning Association and its Chapters and Divisions encourages planners 
and decision makers to seek and designate funding that supports the consideration and use 
of health information in planning practice. This work will require resources to establish 
and integrate new practices that can become more resource efficient over time.  
 
G.  Cross-Sector Collaboration 

The American Planning Association and its Chapters and Divisions encourage planners and 
decision makers to seek the involvement of professionals within health-related sectors as well 
as other sectors whose work directly impacts community health. Planners are encouraged to 
facilitate ongoing dialog, education, and awareness among these various sectors to help 
communities understand how short- and long-range policy, land use, infrastructure, and other 
decisions affect the public health of the entire community, and to effectuate ongoing positive 
health outcomes. 
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POLICY OUTCOMES 

 
A.  Evidence-based and -informed Practices  
 
Planners are taking a page out of the public health lexicon by including evidence-based 
and evidence-informed practices when considering the advancement of healthy 
community design efforts.  
 
¶ Evidence-based public health practice is the development, implementation, and 

evaluation of effective programs and policies in public health through application 
of principles of scientific reasoning, including systematic uses of data and 
information systems and appropriate use of behavioral science theory and 
program planning models. Just as evidence-based medicine seeks to combine 
individual clinical expertise with the best available scientific evidence, evidence-
based public health draws on principles of good practice, integrating sound 
professional judgments with a body of appropriate, systematic research. 

 
¶ Evidence informed practice is used to design health promoting programs and 

activities using information about what works. It means using evidence to identify 
the potential benefits, harms and costs of any intervention and also 
acknowledging that what works in one context may not be appropriate or feasible 
in another. 

 
The benefits of using these approaches includes the adoption of the most effective and 
cost-efficient interventions; prudent use of scarce resources; and better health 
outcomes for individuals and communities.  
  
The American Planning Association and its Chapters and Divisions support the 
following policy outcomes:   
 

1.  The inventory and use of literature searches that rely first on systematic reviews 
and peer reviewed studies and then on grey literature, or not peer reviewed 
documents, from relevant, reputable organizations that assess policy and 
program effectiveness. 

  
2. The use of available data and tools to measure progress and engage residents 

along the way. 
  
3.  The evaluation of real and project impacts and processes in comparison to 

common or locally-specific policies. 
  
4.  Use of evidence from primary and secondary sources to drive and inform 

decision-making. 
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5. Continuous review and reflection to measure learn and improve past work 
based on new lessons learned and content knowledge. 

      
B.  Design for Healthy Communities  
 
The last half of the 20th Century saw the rise of suburbanization and the simultaneous 
rise in chronic diseases related to inactivity – heart disease, obesity and diabetes. 
Planning has a specific responsibility to help create communities that will reverse this 
trend, especially through comprehensive plans, development ordinances and 
investments that enable and encourage active lifestyles.  In addition, planning can help 
provide other services, facilities and programs that have a significant impact on 
individual and community health.    
  
The American Planning Association and its Chapters and Divisions support the 
following policy outcomes: 
  

1. The development of compact urban areas that meet the daily needs of all 
residents within walking distance of their homes. 
 

2. The development of regional/citywide policies and programs that direct growth to 
established communities with surplus infrastructure capacity. 
 

3. The redevelopment of suburban areas to make them more walkable through 
plans, regulations and incentives that encourage more compact development 
forms. 

 
4. Communities designed so that exercise is a part of everyday activities and is the 

easy choice. 
 

5. Prioritization of funding for infrastructure that helps communities build more 
compact, walkable neighborhoods and provide robust active transportation 
options. 
 

6. The engagement of local residents in planning for more walkable urban 
environments, including place-based health strategies that facilitate the design of 
healthy communities and healthy housing for people of all ages and abilities. 
 

7. The development of trail systems and other publicly accessible community 
amenities in urban, suburban and rural areas that enable residents to participate 
in robust exercise. 

 
8. Adoption of policies that advance equitable, healthy community designs for public 

spaces (such as Complete Streets, Vision Zero, and Traffic Calming) in order to 
create safe and comfortable places for people of all ages and abilities, regardless 
of their mode of transportation choice. 
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9. Use of best practice guides that have been recognized as leading planning 
resources, such as the National Association of Transportation Officials Urban 
Street Design Guide, Bikeway Design Guide, Transit Street Design Guide, and 
Global Street Design Guide. The Federal Highway Administration also has 
resources and guides that can help in designing safer streets for all modes of 
transportation. 

 
10. Collaboration among local (e.g. city departments, non-profits), regional (e.g. 

regional planning commissions, metropolitan planning organizations), state (e.g. 
state transportation department) and federal (e.g. United States Department of 
Transportation) agencies to align policies, design standards, and funding 
resources to design and promote healthy, active, vibrant communities. 

 
11. Utilizing concepts such as level of stress and person-trip generation methodology 

in the development of a well-integrated transportation network.  
 

12. Planners should engage in cross-sector collaboration with researchers and 
professionals from the public health, engineering, land use and economic 
development sectors, non-profits concerned with the built environment, and 
community organizers to design healthy communities that are reliable and 
equitable for all ages and abilities. 

 
13. Policies that provide options to all people, especially those at higher risk for poor 

health outcomes, for access to: affordable housing; safe and convenient 
transportation; safe and healthy places for work, life, and play; a healthy 
environment, especially, clean air and water; health care; social interaction; and 
opportunities for inclusion and culture. 

 
14. Regulatory and taxation frameworks that enable development of communities 

with the attributes of healthy living. These include land use, development, zoning, 
and housing regulations, and tax structures that confer advantages to 
development and re-development projects with these attributes. 

 
15. Policies, incentives and design guidelines that expand access to healthy food. 

Consider expanding access to locally-grown food by using public or other 
available vacant land for community gardening and agriculture. Use economic 
development strategies to attract full service grocery stores to underserved 
communities.   

 
16. Incentives to attract retail fitness and community recreation centers to improve 

exercise opportunities for underserved communities. 
 

17. Implementation of policies, design practices and development incentives that 
encourage aging in place to give older residents the opportunity to stay in their 
community, if not their existing home, and enable the mental, social, and physical 
well-being of all residents. 
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C.  Access to Health Care  
 
Many Americans have good access to health care that enables them to benefit fully 
from the nation's health care system. Others face barriers that make it difficult to obtain 
basic health care services. As shown by extensive research and confirmed in previous 
National Healthcare Disparities Reports (NHDRs), racial and ethnic minorities and 
people of low socioeconomic status (SES)i are disproportionately represented among 
those with access problems. 
 
The American Planning Association and its Chapters and Divisions support the 
following policy outcomes: 
   

1. Siting of new healthcare facilities, through zoning or incentives, in locations close 
to existing transit. 
 

2. Improved transit accessibility and service to healthcare facilities so that access to 
health care is equitable and can be accomplished without an automobile. 

   
3.   Provision of incentives to encourage regional hospitals to retain, develop, and 

expand outpatient treatment and educational centers in underserved areas to 
expand easy and convenient access to health care. 

  
4.    Promotion of and support for non-traditional settings for health care services to 

improve health care access for underserved communities.  Non-traditional 
settings may include community centers, schools, places of worship, retail 
pharmacies, and mobile health units. They offer a cost-effective and easily 
accessible alternative for reaching underserved communities. 

  
5.    Communication among all appropriate agencies of information regarding access 

to health care and healthy lifestyles that are culturally and linguistically 
appropriate to meet the needs of specific vulnerable populations. 

  
6.    Implementation of policies that encourage aging in place to ensure that the 

needs of all residents are met, and that older members of our communities are 
able to easily access the necessary services of daily living, and other services 
enabling them to lead a healthy life. 

   
7.    Increased local, state, and federal funding for coordination of health care 

services, especially for underserved populations. The overall goal is a well-
integrated or connected healthcare system that is accessible to all.  

 
 
 
 

https://www.ahrq.gov/research/findings/nhqrdr/nhqr11/chap9.html#i
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D.  A ñHealth In All Policiesò Framework  
 
Ultimately a Health in All Policies approach seeks to institutionalize considerations of 
health, equity, and sustainability as a standard part of decision-making processes 
across a broad array of sectors. Health in All Policies is a collaborative approach to 
improving the health of all people by ensuring that all decision-makers are informed 
about the health, equity, and sustainability consequences of various policy options 
during the policy development process, and incorporating health considerations into 
decision-making across sectors and policy areas.  
 
The American Planning Association and its Chapters and Divisions support the 
following policy outcomes: 
   

1.  Actions that build new and sustained cross-sector relationships that link the 
planning and public health sectors. These relationships can be formal (e.g. 
project planning teams, steering committees, health impact review boards) or 
informal but should create the basis for cross-sector collaboration and problem 
solving to address challenges and opportunities that promote better health 
outcomes. 

  
2.  Creating a place to share resources (local, regional, and national committees or 

coalitions) across planning and public health sectors to bring together diverse 
perspectives and share challenges and opportunities, knowledge, and decision-
making priorities. Such resources include findings, guides, toolkits, and 
checklists that highlight health indicators, consequences, and solutions. 

   
3.  Integration of health into key planning and policy documents at the local level. 

Using a HiAP framework, planners can regularly embed health concepts, data, 
and strategies into regulations, policy, and documents such as zoning, 
comprehensive plans, transportation plans, economic development plans, 
housing plans, and open space plans. 

  
4.  Wider application of tools that identify the potential health impacts of proposed 

changes. Planners and partners should use tools such as Health Impact 
Assessments, Health Lens Analysis, and a Healthy Communities Checklist to 
inform decision makers about the potential health impacts of proposed policies, 
projects, programs and future development activities. 

  
5.  More understanding and emphasis on changes that increase protective and 

restorative health factors. Planners should have an increased understanding of 
how specific factors (e.g., improved air quality, stable housing, reduced levels of 
violence) serve to protect the current health status of groups and can play an 
important role in repairing health inequalities that are the result of past inequities 
and injustice.   
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E.  Engage and Empower the Public   
  
The planning process should be designed for all ages, abilities, race, class, and income. 
Studies have shown that well-rounded public engagement processes increase social 
capital in projects and increase equitable and just community development. Planning 
processes should focus on creating opportunities for capacity building for community 
members, public health professionals, elected officials, and city and county staff to gain 
skills and training in understanding the needs and desires of the whole community. 
Planners should focus on implementing engagement and empowerment strategies that 
incorporate public health data, enhance community vitality and include the perspectives 
of individuals who will be directly impacted by planning decisions. Planners should be 
aware of health inequalities.  Studies have shown that people of color and low-to-
moderate income communities are often more negatively affected by planning 
decisions. 
 
The American Planning Association and its Chapters and Divisions support the 
following policy outcomes: 
   

1.  Implementation of communications tools to ensure the public understands who 
benefits from healthy community planning and design recommendations in the 
social, cultural, and physical environment. 

   
2.  Opportunities for the public to learn and experience how designing healthy 

communities impact the people who live in those areas being planned. 
   
3.  Collaboration among local, regional, state, and federal agencies to create 

resources that are health data driven, and to recognize how the social and 
physical determinants of health affect quality of life outcomes and risks for all 
ages and abilities. 

   
4.  Education of elected officials, staff, and community members on the Health in All 

Policies approach to ensure existing and future policies improve health 
outcomes and reduce gaps in the social and physical determinants of health for 
various groups. 

   
5.  Strengthen and leverage community human and social assets through planning 

efforts, such as comprehensive plans, Health Impact Assessments and data 
analysis, that both highlight and engage those assets. 

  
6.  Creation of an equitable and inclusive healthy communities agenda that follows 

best practices for ‘just communities’ to prevent displacement and enhance social 
equity and mobility. 

   
7.  Planning processes that ensure marginalized populations have a seat at the 

table to help shape and make decisions that affect healthy community design in 
their neighborhoods. 
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8.  Implementation of authentic community engagement strategies by engaging 

diverse stakeholders of all ages and abilities within the community to give 
control and power to community members during public outreach sessions. 

  
9.  Build community support from the ground up and improve and develop quality 

relationships among all residents, planning staff and decisonmakers. 
  
10. Planners should provide appropriate accommodations in a responsive manner, 

including the use of translation and interpretation services. Meeting locations 
should be accessible to people with disabilities and provide support services 
(e.g., childcare).  Public events and meetings should strive to be inclusive of all 
people regardless of their background or ability.  

  
11. Public processes that determine how participants can be compensated for their 

time, especially those who face economic obstacles that prevent their 
participation. Compensation will demonstrate that those of various backgrounds 
can participate at no or minimal consequence to their lives and the time they use 
to support their families and communities. 

   
12. Development of healthy community design public processes that allow people of 

all ages to be full participants. This outcome will support civic engagement from 
the earliest age to later phases of life and broaden how and what impacts are 
considered and how decisions about future opportunities affect aging in place 
and health. 

 
13. Public processes that use Adult Learning Principles as much as possible. 

Engagement and empowerment activities will recognize the experience and 
expertise that residents and communities bring, with professional staff that serve 
as process facilitators when feasible. 

   
14. Public processes that provide safe spaces and recognize the potential for 

exposure to and impacts from trauma. As more residents are engaged in public 
processes that include social determinants of health, planners should be ready 
to respond to how the processes could expose participants to experiences that 
are difficult to process at a community or individual level. Planners should also 
understand past traumatic experiences in a community that may be affected by 
current engagement processes. 

  
15.  Decision making frameworks created with clear objectives for when decisions 

should be made and who should be involved during that process. Community 
values should be identified as well in understanding what factors are influencing 
project outcomes.  
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F. Funding and Incentives 

APA has been working with its national health partners since 2002 to identify and 
disseminate ideas for how planners and public health advocates can collaborate on 
shared objectives and create healthy, sustainable communities.  Survey results over the 
years have indicated that one of the biggest barriers to achieving those objectives from 
the standpoint of public health and planning officials is “lack of staff resources” and “lack 
of funding.”  
 
Today, funding opportunities and incentives that bridge the gap between planning and 
public health are becoming more common as more federal, state and local agencies, 
non-profits and private sector representatives are recognizing both the demand for and 
benefits of collaborative efforts.  
   
The American Planning Association and its Chapters and Divisions support the 
following policy outcomes: 
 

1. Planners working within a Metropolitan Planning Organization’s (MPO) planning 
area or for an MPO support the alignment of goals, policies and investments with 
improved public health outcomes. Best practices suggest that such alignment 
can positively influence federal, state and local funding opportunities.  

 
2. Public transportation infrastructure investments include walking and biking and, 

where applicable, transit accommodations and promote physical activity. 
Specifically, incorporate public health outcomes and measures into capital 
improvement programs and plans.  

 
3. Development of “Complete Streets” policies and guidelines that provide 

incentives for stakeholders to include elements providing safer opportunities for 
walking and bicycling for all communities to achieve health equity.  

 
4. Development of performance measures around public infrastructure investments 

that incorporate clear public health outcomes, address social inequities and 
environmental impacts, and other related measures. 

 
5. Creation of incentives within planning recommendations for the incorporation of 

public health data and/or leverage Health Impact Assessments (HIA) that allow 
for scoring and selection of projects that prioritize and maximize public health 
outcomes. 

 
6. Inclusion of healthy community design as a key element of site plan review and 

encouraging public health leadership to provide technical support for these 
reviews.  
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7. Modified subdivision regulations that encourage healthy design strategies, 
including: parks; complete streets; community gardens; and other design 
considerations. 

   
8. Seek out and leverage local health insurance plans and programs that 

encourage employees to take prescriptive and pro-active steps to reduce chronic 
illness.  

 
9. Develop and broaden active partnerships with local health networks and councils 

where innovative funding and incentive programs may align with planning 
initiatives. These partnerships may also help tap into national and regional 
organizations committed to public health outcomes such as the Centers for 
Disease Control and Prevention, U.S. Department of Health, Environmental 
Protection Agency, State Departments of Health, The Robert Wood Johnson 
Foundation, The Pew Charitable Trusts and the Bill and Melinda Gates 
Foundation to name a few. 

  
10. Implementation of zoning and regulatory tools, including overlay districts, form-

based codes, infill, traditional and mixed-use zoning districts, and transit-oriented 
development, that create clear incentives for developments to incorporate 
healthy community design principles.  

 
G.  Cross Sector Collaboration   

Addressing the health disparities within communities requires a cross-sector collaborative 
approach. Planners have the ability to directly impact the social determinants of health but, 
in order to do this well, should reach out to different sectors to discuss best practices and 
collaborate to align goals and outcomes. Cities and towns must also make conscious and 
reflective decisions to understand how planning changes will affect all individuals in the 
community and make decisions that will benefit all people in order to successfully build 
healthy communities. 

APA has collaborated with many national organizations to help create healthier 
communities and has recently joined with seven other organizations in a “Joint Call to 
Action to Promote Healthy Communities”, calling upon their members to collaborate with 
one another to create healthier more equitable communities.  The signatories are: the 
American Institute of Architects, American Planning Association, American Society of 
Landscape Architects, American Public Health Association, American Society of Civil 
Engineers, National Recreation and Parks Association, U.S. Green Building Council, and 
Urban Land Institute.  

Potential local partners include: 

¶ State, County, and Local Health Departments 
¶ Public Safety and Emergency Preparedness Departments 
¶ Transportation Engineers  
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¶ Architects  
¶ Community Development Corporations  
¶ Community Health Workers 
¶ Hospitals and Clinical Health Care Providers 
¶ Public Health Institutes 
¶ Local Schools and Higher Education Institutions 
¶ Small Business and Employment Agencies   

  

The American Planning Association and its Chapters and Divisions support the 

following policy outcomes: 

 

1. Engagement with existing cross-sector coalitions that may be addressing important 

issues around public health and community planning.   

 

2. If existing coalitions do not exist, development of a cross-sector coalition that can 

highlight existing challenges and opportunities around health and planning issues, and 

develop short and long range policies and programs to address them, including specific 

elements in the comprehensive plan and other planning documents. 

  

3. Build cross-sector relationships by co-hosting strategic workshops, professional 

speakers, local policy makers and social events that target issues that are best 

addressed with an invitation to groups with a diversity of skills, experiences and 

resources.  

 

4. Develop a simple cross-sector matrix report that lists existing groups and 

organizations that may have the capacity to address critical public health and planning 

issues. Highlight organizational missions, strengths, leadership examples, existing 

programs and other valuable information, and share with all potential coalition 

members.  

 

5. Seek out community demonstration projects or programs and invite cross-sector 

groups and organizations to participate actively. Leverage the project or program to 

strengthen partnerships.  

 

6. Leverage existing organizational newsletter development and distribution by 

volunteering to write articles and share project or program announcements.  

 

7. Partner with diverse leadership and provide brief presentations to group and 

organizational governance meetings together.  

 

8. Partner with diverse leadership and develop presentation proposals together for 

workshops, seminars, conferences and trainings.  
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DEFINING SUCCESS OF HEALTHY COMMUNITIES  

 
Measuring the performance of healthy community initiatives can be a powerful tool 
when supporting and advancing the guiding policies listed above.  Planners should 

create metrics to measure 
and evaluate the success 
of healthy community 
initiatives in their 
communities.  
 
The recently published 
APA “Metrics for Planning 
Healthy Communities” 
demonstrates the benefits 
of planners documenting, 
measuring, tracking and 
designing built environment 
elements that are known to 
be key determinants of 
health.  
Five key measurement 
domains have been 
identified and each is 
broken down into sub-
domains or categories that 
represent areas where 
planners can impact the 
built environment.  
Indicators, or 
measurements used to 
analyze built environment 

characteristics, are assigned to each sub-domain including recommended planning 
policies known to be effective in changing the built environment.  
 
The domains and sub-domains are:  
 
1. Active Living 

¶ Active Transportation 

¶ Recreation   

¶ Traffic Safety  
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2. Healthy Food Systems 

¶ Access 

¶ Production  
 

3. Environmental Exposure 

¶ Air Quality  

¶ Water Quality  

¶ Soil Contamination  
 
4. Emergency Preparedness 

¶ Natural Hazards  

¶ Climate Change 

¶ Infectious Disease  
 

5. Social Cohesion  

¶ Green Infrastructure  

¶ Housing and Community Development 

¶ Public Safety  
 
This report is an excellent companion to these guiding policies. The benefits of the use 
of metrics detailed in the document include supporting smart planning, helping to 
measure progress, and helping to build relationships.  We encourage planners to utilize 
this document as a tool to advance the healthy communities policies. 
 
There is also a diagram in the Appendices that provides helpful examples of 
performance measures.    
 
 
 
GLOSSARY OF TERMS 
 
Chronic Disease  - a health condition that occurs over a long period of time (e.g. several weeks, 
months, or years). 
 
Determinants of Health - The range of personal, social, economic and environmental factors which 
determine the health status of individuals or populations. 
 
Environmental Justice - 1) Circumstances in which no segment of the population, regardless of race, 
color, national origin, or income, suffers disproportionately from adverse human health or 
environmental effects, and all people live in clean, healthy, and sustainable communities; 2) Equal 
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protection from environmental hazards for individuals, groups, or communities regardless of race, 
ethnicity, or economic status. This applies to the development, implementation, and enforcement of 
environmental laws, regulations, and policies, and implies that no population of people should be forced 
to shoulder a disproportionate share of negative environmental impacts of pollution or environmental 
hazard due to a lack of political or economic strength levels. 
 
Health Care - Services provided to individuals or communities by agents of health services or professions 
to promote, maintain, monitor, or restore health. Health care is not limited to medical care.  
 
Health Disparities – The difference in the incidence, prevalence, mortality, and burden of diseases and 
other adverse health conditions that exist among specific population groups. 
 
Health Impact Assessment - Health impact assessment refers to any combination of qualitative and 
quantitative methods used to assess the population health consequences of a policy, project, or 
program that does not have health as its primary objective (i.e., assessing the health consequences of 
non-health-sector actions). 
 
Health in All Policies - A change in the systems that determine how policy decisions are 
made and implemented by local, state, and federal government agencies to ensure that policy 
decisions have beneficial or neutral impacts on the determinants of health. 
 
Health Indicator - A health indicator is a measure that reflects, or indicates, the state of health of 
persons in a defined population, such as the infant mortality rate. 

 
Health Equity - 1) Health equity, as understood in public health literature and practice, is when everyone 
has the opportunity to attain their full health potential and no one is disadvantaged from achieving this 
potential because of their social position or other socially determined circumstance; 2) a situation in 
which, regardless of individual behavior, individuals have access to equal opportunities for positive 
health outcomes. 
 
Health Lens Analysis - Approach based on the recognition that traditional HIA is most 
effective when applied to an existing policy or proposal with clear plans and proposals. 
 
Health Outcome – A change in the health status of an individual, group or population which is 
attributable to a planned or unplanned intervention or series of interventions. 
 
Healthy Community (broadly defined – a more concise definition is used in this Policy Guide) - A place 
where people provide leadership in assessing their own resources and needs, where public health and 
social infrastructure and policies support health, and where essential public health services, including 
quality health care, are available. In a healthy community, communication and collaboration among 
various sectors of the community and the contributions of ethnically, socially, and economically diverse 
community members are valued. In addition, the broad array of determinants of health is considered 
and addressed, and individuals make informed, positive choices in the context of health-protective and 
supportive environments, policies, and systems. 
 
Healthy Communities Checklist - The Healthy Community Design Checklist is a handout for residents to 
use during public meetings or other gatherings where decisions are being made about land use. The 
checklist is a quick way to educate residents about healthy community design and to help them consider 
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health during land use discussions. The checklist covers the following topics: Active Living, Food Choices, 
Transportation Choices, Public Safety, Social Cohesion, Social Equity, and Environmental Health. 
(https://www.cdc.gov/healthyplaces/toolkit/) 
 
Health - A state of complete physical, mental, and social well-being and not merely the absence of 
disease or infirmity. (World Health Organization, as adopted by the International Health Conference, 
New York, 19-22 June, 1946; signed on 22 July 1947 by the representatives of 61 States (Official Records 
of the World Health Organization, no. 2, p. 100); and entered into force on 7 April 1948.) 
 
Community Design - The process of giving form, in terms of both function and aesthetic beauty, to a 
distinct urban area within whole cities. It is concerned with the location, mass, and design of various 
urban components and combines elements of urban planning, architecture, and landscape architecture. 
 
Infectious Disease - An infectious disease is caused by the presence of disease-causing organisms 
or agents, such as bacteria, viruses, and parasitic worms.  
 
Intervention - An intervention is the act or fact of interfering with a condition to modify it or with a 
process to change its course. 
 
Life Expectancy - The probable number of years remaining in the life of an individual or class of persons 
determined statistically, affected by such factors as heredity, physical condition, nutrition, and 
occupation. 
 
Mortality - Death. Usually the cause (a specific disease, a condition, or an injury) is stated. 
 
Premature Death - Premature deaths are deaths that occur before a person reaches an expected age 
(e.g. age 75). Many of these deaths are considered to be preventable. 
 
Public Health - What we as a society do collectively to assure the conditions in which people can be 
healthy.  
 
Vulnerable Population - Those put at-risk by circumstances such as: financial position; place of 
residence; health, age or functional or developmental status; ability to communicate effectively; 
presence of chronic illness or disability; or personal characteristics. 
 
Obesity - Excessively high amount of body fat or adipose tissue in relation to lean body mass.  
 
Overweight - Increased body weight in relation to height, when compared to some standard of 
acceptable or desirable weight. 
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RELATIONSHIP TO OTHER POLICY GUIDES OF THE AMERICAN PLANNING 
ASSOCIATION  
 
This Policy Guide is related to other Policy Guides adopted by the American Planning 
Association in recent years, including:  

1. Aging in Community (2014) 
2. Community and Regional Food Planning (2007)  
3. Food Planning (2007) 
4. Housing (2006)  
5. Smart Growth (2012)  
6. Surface Transportation (2010)   

 
Please refer directly to these closely allied policy guides for additional policy reference 
on those topics: http://planning.org/policy/guides/.  
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1. Active Transportation ï 
 

A.  Walkability = Greater Social Capital  
 

Kevin M. Leyden, PhD, focused on how we design and build communities and 
neighborhoods and their affects on social capital and thus physical and mental 
health.  

 

¶ Objectives. Leyden sought to examine whether pedestrian-oriented, mixed-
use neighborhoods encourage enhanced levels of social and community 
engagement (i.e., social capital). 

 

¶ Results. The analyses indicate that persons living in walkable, mixed-use 
neighborhoods have higher levels of social capital compared with those living 
in car-oriented suburbs. Respondents living in walkable neighborhoods were 
more likely to know their neighbors, participate politically, trust others, and be 
socially engaged. 

 

¶ Conclusions. Walkable, mixed-use neighborhood designs can encourage the 
development of social capital. (Am J Public Health. 2003;93:1546–1551) 

 
B.  A Call to Action ï State Office of Surgeon General ñSteps It UPò  
 
In 2015 the United States Office of the Surgeon General announced “Step It Up” 
a call to action, to promote walking and walkable communities. “The call to action 
and subsequent report are important to this policy document for two reasons. 
  

¶ Grassroots and local policy initiatives often strive to have some level of 
national recognitions, the call for action provides not only national political will 
around the issue but well thought out guidance; and  
 

¶ The call to action reinforces cross-sector allies around healthy community 
design such as the U.S. Department of Transportation’s work around the 
issues reflected below. 8 

 
C. USDOT Takes Formal Responsibility for Walking and Bicycling 

 
 A 2010 policy statement by the U.S. Department of Transportation (DOT) 
specifically stated that:  
 

¶ "Every transportation agency, including DOT, has the responsibility to 
improve conditions and opportunities for walking and bicycling and to 
integrate walking and bicycling into their transportation systems.5 This sector 
can change the design of communities and streets through roadway design 
standards, zoning regulations, and building codes.6 This sector can also 
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improve the pedestrian experience through landscaping, street furniture, and 
building design.7  

 
2. Chronic Disease and Environmental Exposure 
 

A. Community Design Directly Impacts Chronic Desease  
 
The article “Healthy Cities Fighting against Chronic Conditions” published in the 
Journal of the National Association of Environmental Professionals in 2015 
highlights the links between the design of our social environment, lifestyles and 
chronic disease.  
Examples include:  

 

¶ People who live, work, or attend school near major roads are at increased risk 
of health problems related to roadway air pollution such as asthma, 
cardiovascular disease, low birth weight, pre-term birth, premature death, 
reduced lung function, and impaired lung development in children.  

 

¶ Breathing high levels of polluted air (containing PM2.5) and ground-level 
ozone can cause lung inflammation, decreased lung function, and an 
increase in asthma attacks (airway constriction of smooth muscles and mucus 
plugging). 

 

¶ >5% of heart disease deaths could be associated with air pollution and ozone 
exposure (vasoconstriction).  Heart attack survivors who live <100 meters 
(328 feet) from a major road have a 27% increased risk of dying over 10 
years than those living at least 1,000 meters (3,280 feet) away.    

 
3. Health Impact Assessments (HIA) 
 

A. HIAs Translated into Community Action and Design  
 

Use of Health Impact Assessments as a tool for developing baseline community 
data around health issues is proving to be a powerful tool for planners and 
community developers. Examples taken from the PEW Charitable Trust and 
Robert Wood Johnson Foundation’s seven year “Health Impact Project”9 that 
analyzed the use of HIAs includes:  
 

¶ To improve safety for skaters in their neighborhood, a coalition of San Diego 
kids lobbied hard for a new skate park, but they were having a hard time 
getting city officials to take them seriously. To convince decision-makers and 
skeptical community members, the coalition used data from a health impact 
assessment (HIA) to make their case. With support from The California 
Endowment, Human Impact Partners helped the youth to identify priority 
issues and develop a plan for an HIA to highlight benefits that a new skate 
park would bring to the community. The kids’ work paid off. The City Heights 



 24 

Skate Plaza opened in 2016 and is a living reminder that anyone can have a 
voice.  

 

¶ As a result of an HIA by the Maricopa County (Arizona) Department of Public 
Health on policies that allow communities to use school properties, the 
Roosevelt School District has sponsored more community events, field trips, 
and school gardens. One school offered fitness classes outside of school 
hours to encourage physical activity to reduce obesity and related diseases.9 

 
The above examples only scratch the surface of the recent and ongoing research, data 
collection, and resulting knowledge that highlight the significance of advancing healthy 
community design policies.  
 
 

B. OTHER PERFORMANCE MEASURE EXAMPLES  
 
 
The graphic below shows another set of metrics that could be used to measure the 
success of healthy community initiatives.  
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