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Preamble 

A network is defined by the Concise 
Oxford Dictionary (7th edition, 1982) as “a 
chain of interconnected persons，，. In organiza-
tional terms, a network is a loose grouping of 
individuals, organizations and agencies organ-
ized on a non-hierarchical basis around some 
common theme or concern. It exists primarily 
to exchange information and to a lesser extent to 
provide a degree of mutual support. However, 
networks do not usually carry out specific tasks; 
such a role is usually undertaken by a coalition 
which，according to the Concise Oxford Dic-
tionary, is a ‘ ‘temporary combination of parties 
that retain distinctive principles" . A coalition 
is a step beyond a network, bringing together in-
dividuals, agencies and organizations that not 
only share some common interest but wish to 
accomplish some desired objective. 

City networks may be formed to promote 
a variety of goals, e.g. the Metropolis city 
network formed to promote urban development 
and housing, environmental protection, urban 
transport, the urban economy, urban manage-
ment, and health; similarly, the United Nations 
Economic and Social Commission for Asia and 
the Pacific has developed CITYNET to pro-
mote urban management. 

City networks provide the following bene-
fits: 

• sharing of information and technologies 
between members; 

• sharing of scarce resources to solve joint 
problems, e.g. by developing effective ur-
ban management strategies; 

« joint development of standards or codes of 
good urban policies and management prac-

tices; such standards having the effect of 
exerting pressure on all members of the 
network to adopt them, for no member 
wishes to give a bad example. 

• providing a force to influence national 
policies and norms to promote healthy 
urban development 

Since 1986, the WHO Regional Office for 
Europe has been persuing a deliberate strategy 
of networking and coalition building, the pur-
pose of which is to put health on the social and 
political agenda of cities in Europe. The project 
seeks to bring together political and community 
leaders, local citizens, community organiza-
tions, professional associations and national 
and international agencies in a collaborative, 
intersectoral and community-based effort to 
achieve health for all at the local level. Net-
works and coalitions for health have been estab-
lished within cities, between cities nationally 
and internationally and between cities and key 
national and international agencies. 

The success of this strategy, which is sum-
marized in a 1990 review of the project1, can be 
judged by the fact that what was originally 
envisaged as a project of limited appeal involv-
ing 6-8 cities has mushroomed to involve 30 
project cities in Europe, 17 national networks 
(several outside Europe) linking hundreds of 
cities, towns and villages, and a wide range of 
national and international agencies. What started 
as a project is now fast becoming a movement! 

By putting health on the social and politi-
cal agenda of local governments and by creat-
ing new structures and processes for achieving 
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health for all, the Healthy Cities project makes 
it easier for local governments to develop healthy 
public policies, encourages urban environmental 
health services to address not only pollution 
control but also the wider aspects of sustainable 
development, and encourages the reorientation 
of urban health services. 

These issues are addressed in other papers 
prepared for the Technical Discussions while 
this paper provides a description of city net-
works for health within the context of the WHO 
Healthy Cities project 



Introduction 

1.1 Promoting urban health 

The WHO Healthy Cities project takes as 
its starting point the broad concept of health as 
defined in such key documents as the WHO 
Constitution2, the Global Strategy for Health 
for All3 and the Ottawa Charter for Health 
Promotion4. It recognizes thatpeople's health is 
determined by a broad range of factors beyond 
the health care system alone. The health of the 
world's people and towns now and in the future 
will depend, among other things upon: 

• their level of economic development and 
the equitability with which that economic 
development is distributed; 

• the environmental sustainability of that 
economic development; 

• the quality of their built and natural physi-
cal environments; 

• the level and quality of human services 
such as education, health and social serv-
ices; 

• the cohesiveness and supportive qualities 
of their community's social networks; 

• the personal skills, self-esteem and life-
style of families and individuals. 

Decisions which affect these factors are 
taken by national, regional and local govern-
ments, by international organizations, by busi-
ness and industry, by local agencies and organi-
zations, and by community groups and indi-
viduals. Clearly, all of these players must be 
involved in the process of improving health. 
But the present emphasis upon health services 
as the major determinant of health has meant, 
on the one hand, that the health sector has not 
seen the necessity to involve other sectors in the 

challenge of achieving health for all and, on the 
other hand, that these other sectors have not 
seen health as part of their agenda. While 
intersectoral action has been recognized from 
the beginning as a key strategy to achieve health 
for all (and was the topic of Technical Discus-
sions in 1986)5，putting the concept into prac-
tice has proven to be the most challenging and 
difficult aspect of the implementation of the 
health for all strategy at all levels. 

The Ottawa Charter for Health Promotion 
has provided the key strategic framework for 
the Healthy Cities project. It identifies five 
broad action areas for achieving health for all: 
the development of healthy public policies, the 
creation of supportive physical and social envi-
ronments, the strengthening of community ac-
tion, the development of personal skills and the 
reorientation of health services. The Charter 
also identifies equity and social justice as key 
health determinants. 

The rapid urbanization that has character-
ized industrialized countries over the past 150 
years has become a global phenomenon. By the 
end of this decade, roughly half of the world's 
population will live in urban centres. Thus 
achieving health for all is rapidly becoming an 
urban challenge. Not only is urbanization a 
major concern for WHO, it is a major concern 
for all United Nations and other international 
agencies and for national governments, calling 
in particular for a redirection of traditional de-
velopment and aid programmes from rural to 
urban populations. 

Given the rapid urbanization of the world's 
population, the health of urban populations is 
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becoming increasingly important in the effort 
to achieve health for all. On the one hand, the 
urban setting creates some major challenges in 
this respect; while on the other hand, as a focus 
of a society's resources, energy and skills, the 
city has a significant potential and provides 
unique opportunities to promote health. 

One opportunity the city presents is the 
undertaking of intersectoral action for health at 
the local level. Thus, one of the major themes 
at the Second International Conference on Health 
Promotion (Adelaide, 1988) was to examine 
case studies of healthy public policy at the local 
level. These case studies were subsequently 
published6 and it was suggested in the introduc-
tion to this work that healthy public policy may 
be easier to implement at the local level. That 
is because municipal governments, although 
the lowest level of government, nonetheless 
have the skills, resources and jurisdiction needed 
to address the broad determinants of health. 
Moreover, they constitute the level of govern-
ment closest to the people and are more likely to 
be familiar with and understand the problems 
their citizens face. Finally, as the smallest unit 
of government, their bureaucracies are smaller 
and their policy-making processes more inti-
mate. 

1.2 WHO Healthy Cities 
project 

The WHO Healthy Cities project in Eu-
rope, a joint initiative of the health promotion 
and environmental health programmes of the 
WHO Regional Office for Europe, was created 

in recognition of these facts. The project is 
firmly rooted in the concepts and principles of 
health for all and health promotion; its purpose 
is to put health on the social and political agenda 
of local governments and communities, recog-
nizing that they play a crucial role in the crea-
tion of conditions which encourage (or discour-
age) the achievement of health for all, and to 
apply health promotion strategies at the local 
level. The project strives to realize the vision of 
a healthy city through a process of political 
commitment, visibility for health, institutional 
change and innovative action for health and the 
environment, in accordance with certain prin-
ciples: 

• Political commitment and leadership can 
provide the necessary legitimation, direction 
and resources for the project. 

• Visibility for health is necessary to promote 
wide appreciation and recognition of the major 
health issues in the city and the economic, social 
and physical factors that influence health. 

• Institutional change is a fundamental pre-
requisite for change in cities. The process must 
be intersectoral in nature, given that the pre-
requisites for health depend on many different 
sectors, while community involvement should 
be promoted to support and direct the political 
leadership and to ensure community "owner-
ship" of this process. 

• Innovative action for health initiates and 
supports activities that aim to promote equity, 
sustainability, supportive environments, com-
munity action and healthy municipal policies. 



WHO pursues these project objectives and 
the broader objectives of health promotion and 
health for all in five ways: 

• innovation - using an international net-
work of cities to generate and test innova-
tion and to build political support for the 
new public health in cities; 

• dissemination - using national networks to 
promote and disseminate applied innova-
tion and to build national and international 
coalitions for the new public health; 

• developing leadership - facilitating the de-
velopment of skilled and knowledgeable 
decision-makers who are committed to the 
ideas of Healthy Cities and the new public 
health; 

• influencing international organizations -
introducing health considerations into the 
urban programmes of other international 
organizations; and 

• developing and coordinating resources -
establishing effective managerial support 
systems for the project 

Four broad challenges have emerged for 
the project cities: 

• to generate visibility at the local level for 
health issues and the strategy for health for 
all; 

• to move health high on the social and po-
litical agenda of the city and contribute to 
the development of healthy municipal public 
policies; 

• to facilitate organizational and institutional 
changes that encourage cooperation be-
tween departments and key city sectors 
and promote community participation; and 

• to create innovative action for health that 

emphasizes the interaction between people, 
environments, life-styles and health. 

The project's process and style, both within 
WHO and in each individual city, reflect mcxi-
ern management ideas: successful organiza-
tions must experiment, learn, adapt and seek 
change. 

There are no simple solutions or recipes 
for such a process. Strategies at the local level 
must be compatible with the cultural, social and 
organizational traditions of a city. The project 
needs a coherent vision and an overall long-
term goal and direction. At the same time, it 
must be flexible, adaptive and creative, tailor-
ing itself to meet emerging needs and priorities 
and to take advantage of local circumstances. 

The emphasis upon process is reflected 
in the working definition of a healthy city 
adopted for the project, namely: 

“••.one that is continually creating and 
improving those physical and social environ-
ments and expanding those community resources 
which enable people to mutally support each 
other in performing all the functions of life and 
in developing to their maximum potential" 7 

As a process definition rather than an 
outcome definition, this means that a healthy 
city is not judged so much upon its health status 
as upon the effort it is making to become more 
healthy; what is required is a commitment to 
health and a structure and process to achieve i t 
This also implies that there is no end-point - the 
process is continual, a city can always strive to 
be more healthy. 

mm 
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The project pays a great deal of attention to 
process at all levels, from the community level 
up to the international level. A key concept is 
that of the network, linking different sectors 
within a community locally, and linking cities 
and interest groups nationally and internation-
ally; and these networks often evolve into coa-
litions for health. As an international network, 
the Healthy Cities project also aims to increase 
contacts and understanding among ordinary 
people in the cities of the world. The concepts 
of networks and coalitions imply new structures 
which are holistic, flexible, multiple and evolv-
ing. 

The WHO Healthy Cities project has been 
operating since 1986 and has accumulated much 
practical knowledge and experience about the 
application of health promotion concepts and 
principles at local government level and the 
development of new structures and processes to 
achieve health for all. The value of the project 
to cities is evidenced by its startling and unex-
pected growth to involve hundreds of cities and 
towns, not only in the industrialized world but, 
increasingly, in the developing world. 

1.3 What is a healthy city? 
As indicated above, a healthy city is one 

that is putting in place a process to maximize the 
health of its population (particularly those with 
the worst health status) by engaging all sectors 
of the community in this shared objective. The 
qualities of such a healthy city as defined by the 
project are as follows: 

• a clean, safe physical environment of high 
quality (including housing quality); 

• an ecosystem that is stable now and sus-
tainable in the long term; 
a strong, mutually supportive and non-
exploitive community; 

• a high degree of participation and control 
by the public over the decisions affecting 
their lives, health and well-being. 

• the meeting of basic needs (for food, water, 
shelter, income, safety and work) for all 
the city's people; 

• access to a wide variety of experiences and 
resources, with the chance for a wide vari-
ety of contact, interaction and communica-
tion; 

• a diverse, vital and innovative city econ-
omy. 

• the encouragement of connectedness with 
the past, with the cultural and biological 
heritage of city-dwellers and with other 
groups and individuals; 

• an urban form that is compatible with and 
enhances the preceding characteristics; 

• an optimum level of appropriate public 
health and sick care services accessible to 
all; and 

• high health status (high levels of positive 
health and low levels of disease). 

The project cities themselves were chosen 
on the basis of their commitment to a set of ac-
tivities laid out in formal agreement with each 
city. They committed themselves to: 

• formulate and implement intersectoral 
health promotion plans with a strong envi-
ronmental health component, based on 
WHO policies and strategies and with ac-
tive community involvement; 



• secure the necessary resources to pursue 
and implement the plan; 

• report back regularly on progress achieved 
and share information and experience from 
practice with other project partners; 

• support the development of national net-
works of Healthy Cities; 

• establish an intersectoral political commit-
tee to act as a focus for and to steer the 
project; 

• establish a project office with full-time 
staff and resources and a technical com-
mittee that brings together professionals 
from different disciplines and departments 
to develop and implement health plans; 

• establish mechanisms for public participa-
tion and strengthen health advocacy at city 
level by stimulating visibility for and de-
bate on public health issues and by work-
ing with the media; 

• carry out population health surveys and, in 
particular, assess and address the needs of 
the most vulnerable and underserved so-
cial groups; 

• involve and encourage local research insti-
tutions to support the activities of the proj-
ect; and 

• develop active working links with the other 
project cities, fostering technical and cul-
tural exchange and hosting Healthy Cities 
meetings and events. 

While there are a wide variety of ap-
proaches to organizational structure and proc-
esses in the project cities, experience over the 
past five years, and in particular an analysis of 
25 project cities carried out in 1989-19901 indi-
cate that most projects possess a common set of 
ten characteristics. Taken together, they pro-

vide a composite picture of a local Healthy 
Cities project: 

• Political statements and local action plans 
that express the Healthy Cities philosophy are 
developed. They relate to promoting health and 
preventing disease, improving the quality of 
life in cities, balancing the focus on life-styles 
and environmental concerns, and developing a 
commitment to reducing inequalities in health 
status. Intersectoral action and community par-
ticipation are fundamental strategies of the 
project. These action areas provide the basis for 
Healthy Cities policy. 

• Political decisions are made to build struc-
tures and to adopt policies and programmes that 
comprehensively address health issues within 
the city. These decisions are expressed as dec-
larations or resolutions of city councils and 
other partners involved in the project. 

• Committee structures are established that di-
rect policy for the project and create a forum 
that discusses the interests and contributions of 
various project partners and makes decisions 
about plans and priorities. 

• A small organizational unit known as a local 
Healthy Cities project office follows up and 
implements the decisions made by the commit-
tees. 

• Plans for operations and strategy are pre-
pared that express the intentions of the Healthy 
Cities project and, in some cases, outline how 
all sectors of the city administration will con-
tribute to improving the health of the urban 
population. 



• Administrative arrangements arc used to build 
the knowledge base the project needs, to facili-
tate cooperation between the various sectors in 
the city and to encourage community participa-
tion in health planning and action. 

• Existing policies and programmes are changed 
and innovative projects are developed as a re-
sult of Healthy Cities work. Some initiatives 
are carried out within the city administration 
but many others involve the work of other 
statutory bodies, community groups and busi-
nesses. 

• Activities are undertaken to increase the 
awareness of health issues, to promote the strat-

egy for health for all and to gain visibility for the 
Healthy Cities project and its achievements. 

• Mechanisms are developed to ensure that the 
Healthy Cities project is accountable to the 
political system and to the wider community; 
and similar mechanisms develop political ac-
countability for the health implications of pol-
icy decisions made within the city administra-
tion and, ultimately, other sectors of the city 
economy. 

• National and international collaborative links 
within and outside the WHO project are set up 
to exchange information and experience and to 
advocate the Healthy Cities philosophy. 



2. 
Development of the WHO Project 

In 1985，the idea of a Healthy Cities proj-
ect was first put forward within WHO Europe 
as a joint initiative of the health promotion and 
environmental health programmes of the WHO 
Regional Office for Europe. The project began 
with a developmental phase (phase I: 1986-
1987) and is now half-way through an imple-
mentation phase (phase П: 1988-1992). 

In phase I，the initial idea was conceptual-
ized7 and made operational by a WHO advisory 
group, and was further discussed and devel-
oped in meetings and symposia with delega-
tions from European cities. By the end of this 
phase the project developed a realistic five-year 
action plan8 and WHO had designated 11 cities 
(first round of selection, September 1987) that 
were committed to the Healthy Cities network. 

Phase П started with the designation of 
another 14 project cities (second round of selec-
tion, February 1988)，the official endorsement 
by all parties involved of the five-year planning 
framework (1988-1992)，and the establishment 
of a project office at the WHO Regional Office 
for Europe to coordinate the project and to im-
plement a method for joint work with the desig-
nated cities. From 1988 to 1990，the project 
also developed and endorsed an information ex-
change and consultation strategy, a multi-city 
action plan and a series of national networks. 
The project was expanded (third round of 
November 1989 and March 1990) with the 
selection of five more project cities. Thus, the 
Healthy Cities network now consists of 30 
European project cities, 17 national networks 
involving over 400 cities in Europe, North 
America and Australia, and preliminary ar-
rangements in developing countries in the 

Americas and the Eastern Mediterranean and 
African Regions (for a summary of the project's 
development see Table 1). 

The major strength of the project is its at-
tractiveness to many different groups and pro-
fessions and the political and community lead-
ership in many cities. The project has been 
successful in accumulating practical knowl-
edge about the strategies and structures that can 
help to promote the Healthy Cities idea. It is 
now possible to prepare a composite picture of 
the organizational structures and managerial 
processes that predict success in developing 
new approaches to public health at the local 
level. 

Health has been put high on the political 
agenda of cities. About half of the project cities 
have successfully developed a new organiza-
tional model and strategy for addressing health. 

The mayors and senior political represen-
tatives of the project cities have issued a strong 
declaration of political support (the Milan 
Declaration on Healthy Cities), and several 
cities have already devoted significant resources 
to the project. It is based on a spirit of true 
partnership and has well established mecha-
nisms that promote information exchange, shar-
ing of experience, mutual support, adjustment 
of existing plans, development of new strate-
gies and dissemination of ideas and products. 

The project has become one of WHO'S 
major vehicles for achieving the strategy for 
health for all. It has provided the testing ground 
for applying new strategies and methods of 
operation in cities to the technical alliance for 
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1985 

1986 

im 

1989 

THE GROWTH OF THE HEALTHV CITIES MOVEMENT 

WHO conducts feasibility study for project 

January First plannir^; group meeting 

AprU First Annual HeaJthy Cities Symposium, Lisbon 
56 participants, 21 cities，17 countries 

October 11 cities selected in first round 

June Second Annual HeaJthy Cities SymposiwHy Dusseldorf, Germany 
2ÍÚ participants, 54 cities (7 from outside Europe), 23 countries (4 from outside 
Europe) 

January 14 citíes selected in second round, expanding project to 25 cities 

May Jnternationai Conference on Health in Towns, Vienna, co»sponsored with the 
Council of Europe Standing Conference of Local and Regional Authorities of Europe 
and the City of Vienna 
400 participants, 111 cities, 24 countries 

August First national network meeting, Helsinki 
10 ational networks, 155 cities identified as active in networks) 

September Third Annual Cities Symposium, Zagreb，Yugoslavia 
135 participants, 26 cities (2 outside Europe),18 countries (2 outside Europe) 

August Second national network meeting, Eindhoven, Netherlands 
23 participants 

There were: IS networks (2 outside Europe) 
5 subnatíonal networks 
2 international networks, 
over 350 cities active (over 100 outside Europe) 

September Fourth Annual Healthy Cities Symposium, Pics, Hungary 
207participants, 36 cities, 25 countries (6 outside Europe) 

November 5 cities selected in third round • expanding project to 30 cities 

1990 March J additional city selected as part of the third round 

April Milan Déclaration on Healthy Cities approved at the 
Conference of Mayors and City Leaders, Milan, Italy 

May Third national network meeting, Horsens, Denmark 
4S participants 

There are now: IS national networks (3 outside Europe) 
5 subnationai networks 

3 intemntionai networks 
about 400 cities active 

September Fifth Annual Healthy Cities Symposium^ Stockholm 
345piaHcipants, 48 cities, 25 countries (4 outside Europe) 
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health, which is a completely new and fertile 
ground for change and innovative action. New 
channels of communication and potential 
entry-points to other active programmes of the 
Regional Office and other international agen-
cies have been opened up. 

The project has laid the basis for a new Eu-
ropean public health movement, forged links 
between WHO and local governments for the 

first time and has made WHO more visible, 
credible and relevant to local needs and con-
cerns. 

In view of the success of the project to date 
in providing an effective vehicle for developing 
and applying the strategy for health for all at the 
local level and in stimulating local political 
support for this strategy, WHO support to the 
project has been extended at least up to 1995. 



New Strategies，New Styles 

The Healthy Cities project challenges cit-
ies to take seriously the process inherent in the 
Ottawa Charter for Health Promotion: devel-
oping health enhancing public policies that create 
physical and social environments that support 
health and strengthen community action for 
health. These new strategies for promoting 
health are explicitly political, environmental 
and social in nature, complementing the pri-
marily behavioural and medical strategies 
employed by public health in the past few 
decades. Within changed political, environ-
mental and social contexts, people can begin to 
develop new health promotion skills and sup-
port the reorientation of health services. 

3.1. Enable, mediate， 
facilitate，advocate 

The Healthy Cities project advocates not 
only new strategies, but also the new styles of 
action described in the Ottawa Charter. Health 
promotion cannot work if people simply take 
charge, assume responsibility and direct others. 
Instead, Healthy City projects are challenged by 
the principles of health promotion to develop 
new styles of enabling, facilitating, mediating, 
advocating and building new partnerships and 
coalitions for health. Projects should: 

• enable individual people and communities 
to increase control over and assume more 
responsibility for health - without victim-
blaming, without dumping problems on 
them and without abdicating societal re-
sponsibility; 

• mediate between the various and often 

conflicting interests of the various public, 
private, voluntary and community sectors 
involved in creating the conditions for 
better health; 

• facilitate the political, social and commu-
nity processes involved in negotiating new 
ways of doing things; 

.advocate with other social forces and on 
behalf of people who are powerless the 
changes necessary to promote health (this 
advocacy must be directed to the public 
and private sectors at the local, regional, 
national and even international levels that 
have authority over and the responsibility 
for actions that protect and promote health); 
and 

• create new partnerships and coalitions for 
health, sometimes with less and some-
times with more powerful people and 
groups, ideally with both (such partner-
ships need to bring together the public, 
private, voluntary and community sectors, 
united in the common purpose of promot-
ing the health of the city's people). 

3.2 New organizational 
behaviour 

These new approaches mean that cities 
must be managed differently. The present 
systems of organization are rooted in nine-
teenth-century concepts of bureaucracy，hierar-
chy, paternalistic power, professional author-
ity, disciplinary specialization, win-lose and 
either/or strategies and sectoral analysis. To 
address the problems of the twenty-first cen-
Шгу, however, the nineteenth-century ways of 



thinking and working must be abandoned and 
new, holistic, flexible approaches adopted. 

Thus, the old system of organization by 
professional department and by sector has to be 
complemented by new approaches to such health 
issues as equity, sustainability, safety and 
mobility. These issues cut across the old de-
partmental lines and indeed across the different 
sectors - public, private, voluntary and commu-
nity. None can be addressed by one department 
of government alone, nor indeed by city gov-
ernment alone. The whole community has to be 
mobilized and the efforts of all sectors and de-
partments have to be combined and focused. 

In this new approach, power has to be 
wielded by influence more than authority and 
health advocates have to learn to share power 
with people rather than wield power over people; 
this means giving fewer directives and partici-
pating more in negotiations. It also means that, 
although a structure to facilitate the process is 
important, the process needs more attention and 
the structure less. The structures that are imple-
mented should be more collégial and less hier-
archical. These structures and processes should 
enhance collaboration rather than competition, 
analyse issues holistically rather than sector-
ally, and use both/and rather than either/or 
approaches. 

These are profound changes from the way 
things have been done in the past. As much as 
anything, the Healthy Cities project intends to 
change the organizational culture of city gov-
ernments and some basic social values. They do 
not change overnight; indeed, some of these 
changes have already been under way for 20 

years or more already. The expectations of the 
Healthy Cities project should be realistic and 
tempered with a sense of the history of change, 
the nature of the process of change and the 
nature of change itself. 

From the outset, therefore, the project has 
been conceived as a learning project and one, 
moreover, whose lessons would need to be 
learned and applied over the long term. It was 
also recognized that most of the knowledge and 
experience would reside and accumulate in the 
participating cities themselves. Participating 
cities operating within a common philosophy 
develop strategies and find solutions which are 
compatible with their social, cultural, environ-
mental and organizational backgrounds. The 
established evaluation and consultation process 
of the project aims at providing continuous 
feedback and political support to all partner 
cities and developing, out of experience, train-
ing modules, manuals of ‘‘know-how”，hand-
books of application in different fields and 
databases which will further enhance the move-
ment. 

3.3 From ownership to 
leadership: letting go and 

giving it away 
One important implication of the Healthy 

Cities approach, stemming from the broad 
concept of health and the need to build new 
intersectoral networks and coalitions for health, 
is that the process has to be "owned’ ’ by all the 
partners. Since the whole purpose is to put 
health on everyone's agenda, it is important that 



the process not be seen as, never mind become, 
one of imposing health's view of the world on 
other sectors. On the contrary, other sectors 
will have to join with the health sector willingly 
and collaboratively in order to achieve the ob-
jective of health for all. This means that the 
health sector - internationally, nationally and 
locally - at the very least has to ‘ ‘let go’ ’ of the 
project and become a leading partner in, but not 
the owner of, the process. Experience in the 
project has shown what an effective approach 
this can be. 

But letting go may not be enough; it may 
be important to actually ‘‘give the project away”， 
particularly at national and local level. Thus, it 
may be a very useful tactic to ask a key non-
health agency to be the lead agency, particularly 
where that agency has a broad base of political 
support or access to key players. This is the 

reason why some national networks have given 
the leading responsibility to nongovernmental 
organizations such as national associations of 
municipalities or urban planning. At the local 
level, some cities have done much the same 
thing, giving leadership for the project to or-
ganizations outside the health sector, such as 
planning departments, or even outside local 
government altogether, to community-based 
boards. 

This strategy of letting go and giving it 
away should not be seen as one of weakness, nor 
as one of abdication of responsibility. On the 
contrary, it displays a confidence in the strength 
of the idea, while the active participation of the 
health sector ensures that the important health 
perspective is not lost. National and local 
projects that have adopted this strategy have 
found it to be an effective one. 



4. Putting Health on Everyone's Agenda: 
New Networks for Health 

The Healthy Cities Project has been suc-
cessful in establishing new networks for health 
within cities as well as between cities and 
between different sectors both nationally and 
internationally. These networks not only bring 
together different departments within munici-
pal and national governments (interdepartmen-
tal collaboration); they also bring together 
different professional groups that do not nor-
mally work closely together such as public 
health, urban planning, education and public 
works (interdisciplinary collaboration) as well 
as different sectors of the community whose 
participation in achieving health for all is vital, 
such as community groups, business, politi-
cians, voluntary organizations and churches, 
labour and government (intersectoral collabo-
ration). 

This section of the paper describes some of 
the activities that are going on and the networks 
and coalitions that have been established within 
cities, between cities and between sectors. But 
first it is necessary to consider briefly the con-
cepts of networks and coalitions. 

4.1 Networks and coalitions 
A network is a loose grouping of individu-

als, organizations and agencies organized on a 
non-hierarchical basis around some common 
theme or concern. It exists primarily to ex-
change information and to a lesser extent to 
provide a degree of mutual support. However, 
the members of a network may never meet as a 
group, especially if the network is geographi-
cally dispersed; rather, they maintain contact 
through one or more "nodes” which collect 

and disseminate information. At their simplest, 
these nodes may be nothing more than an elec-
tronic bulletin board maintained by an individ-
ual or group and to which anyone with a modem 
has access. Nodes may also be clearing-houses, 
collecting electronic, visual or written materi-
als, performing some analysis and making the 
information available, either locally or via the 
network. Networks may also link to other 
networks, and of course networks of networks 
exist 

Lipnack & Stamps9 have described net-
works as: 

“…appropriate sociology - the human 
equivalent of appropriate technology - provid-
ing a form of communication and interaction 
which is appropriate for the energy-scarce, in-
formation-rich future". 

A coalition is a step beyond a network; it 
brings together individuals, agencies and or-
ganizations who not only share some common 
interest but wish to accomplish some desired 
objective for which they find the shared re-
sources and mutual support of a coalition use-
ful. Coalitions are usually broad-based, bring-
ing together groups that not only may not often 
work together but that may even, in different 
arenas, find themselves working in opposition 
to each other. What unites a coalition is its 
focus on a specific issue and its desire to achieve 
a specific goal. Coalitions are therefore often 
relatively short lived, although if the group 
finds continuing benefits in working together, 
or the task turns out to be lengthy and difficult, 
the coalition may evolve into a formal organiza-
tion. Like a network, a coalition is usually a 
non-hierarchical and loosely-organized group, 



though its shared purpose means that its mem-
bers meet together and contribute resources 
according to their ability. 

The WHO Healthy Cities project has led to 
the formation of both networks and coalitions 
for health at local, national and international 
levels that bring together a very broad range of 
players with the shared purpose of improving 
the health of their communities. The project has 
also gone beyond that, to involve cities in 
setting up the new infrastructures and manage-
rial processes that will firmly entrench the new 
public health at the city level. 

4.2 Networks within cities 
As its name implies, the most important 

networks for achieving health for all in the 
Healthy Cities Project are those within the cities 
themselves. Thus, while the project in many 
cities has started within the health sector (usu-
ally the city's own public health department or 
some form of regional health authority), a first 
priority has been to create a broader-based 
network and to forge a city-wide coalition for 
health. This process has several important 
elements: 

TABLE 2 
EXAMPLES OF HEALTHY CITIES ACTIVITIES1 

Action for social equity 

Social action 
-programmes for 

disadvantaged people 
migrants and minorMes 
the elderly 
mothers and children 

-nutrition programmes 
• decentralizaion of services with public participation 
• development of preventive health services 

Environmental action 
-mapping, monitoring and reducing noise 
• reducing traffic problems 
-improving solid waste disposal 
-reiludng air pollution 
-developing bike trails and footpaths 

Developing a healthy workplace 

'Details are given in Appendix 1. 



• the establishment of formal intersectoral 
structures for the project; 

• collaboration with a wide range of non-
health partners on specific programmes or 
activities, as set out in Table 2 and detailed 
in Appendix 1; 

• involvement of community organizations 
and individual community members; 

• involvement of the media. 

4.2.1 Intersectoral committees 

Project cities are required to establish two 
sorts of intersectoral committee (Figure 1 )• The 
first is a political committee consisting of key 
community leaders, such as politicans, business 
and labour representatives, agency heads from 
such key sectors as education, housing, envi-
ronment, social services and the like, leaders of 
major voluntary and nongovernmental organi-
zations, resident organizations, churches, the 
media and so on. This committee provides the 
overall direction and policy orientation for the 
project, ultimately expressed in a health plan 
for the city. It is essential that its members 
understand and support the broad concept of 
health and the broad strategies of health promo-
tion; at the same time, the committee provides 
an opportunity to reach these key sectors with 
the "health for all" message and to help them 
see their role in the overall strategy. 

Because of the level of representation re-
quired, it is vital that there be a strong political 
commitment to the project in each city; ideally 
the mayor, council leader or some other senior 
politician should chair this political intersec-
toral committee. 

In addition to a political committee, there 

is a need for some form of technical intersec-
toral committee. This committee needs to in-
volve leading professionals within and outside 
city government who have the necessary exper-
tise and command the needed resources to pro-
vide advice to the steering committee and im-
plement the policy directions set by that com-
mittee. Members of the committee would be 
likely to include technical/professional heads 
of important city departments or their desig-
nates, as well as senior technical/professional 
personnel from private and nongovernmental 
organizations. 

Cities in the WHO project as well as many 
other cities in the national networks have for the 
most part been remarkably successful in estab-
lishing effectively functioning intersectoral 
committees. Such committees need to be sup-
ported with health information and that points 
to the broad range of factors which determine 
health in the city, indicates the inequalities in 
health that exist in the city and suggests ways in 
which non-health sectors can play a role in 
improving health. Such information should be 
complemented by health audits that illustrate 
ways in which various departments or sectors 
contribute to better health in the city or identify 
areas where city policies have a negative effect 
on health. Schools of public health and other 
academic institutions can play an important role 
in this process and should be part of the in-
tersectoral committee structure. 

4.2.2 Collaborative projects 

In addition to these formal structures, lead-
ing to broad city health plans, Healthy Cities 
projects find their expression in a very wide 



Examples of multisectoral and 
interdisciplinary arrangements 
for the Healthy Cities project 

Social services 

University 

Trade unions 
Community 

么 representatives 

Mayor 
(chair) Political (steering) committee 

department 

Project 
coordinator 

Health services Environmental services 

Environmental 
officer 

Architect 

Sociologist Public health 
specialist 

Town planner Project coordinator 

Figure 1 
range of collaborative projects which address 
specific issues of concern to the city or to one 
of its communities (see Table 2 and Appendix 
1 for examples of the range of actions that WHO 
project cities are undertaking). An interna-

tional dimension is 
a l s o d e v e l o p e d 
through multi-city ac-
tion programmes (see 
section 4.3.2). What 
characterizes these 
projects is that they 
involve the collabo-
rative efforts of de-
partments and sectors 
both within and out-
side the health sec-
tor, and that they pref-
erably involve col-
laboration between 
formal organizations, 
the voluntary sector 
and the community. 

4.2.3 Com-
munity Invol-

vement 

The involve-
ment of individuals, 
as community mem-
bers, in the Healthy 
Cities project is es-
sential, especially in 
light of the definition 
of health promotion 
as “the process of 
enabling people to in-
crease control over 

and improve their health"4. Involvement of the 
existing community networks, and the mobili-
zation of those networks in the interests of 
achieving health for all, is something that can 
only be done effectively at the local level. 



Indeed, larger cities in the project have found it 
necessary to decentralize their efforts and to 
focus on local neighbourhoods, in effect recog-
nizing that healthy cities are based not only 
upon healthy public policies but upon healthy 
communities. This decentralization also recog-
nizes that services have often been planned and 
implemented without consulting and involving 
the community and taking local people's needs 
and wishes into account. 

The experience of the project cities is that 
tremendous energy and creativity can be un-
leashed when key city sectors work with local 
neighbourhood groups and networks to address 
local concerns, as defined by the community. 
One effective approach has been to work with 
children, through the school system, in identi-
fying their perceptions of, rules for and con-
cerns about their community and their health 
and quality of life. Not only do children have a 
keen perception of their own community and its 
problems, they have boundless energy and a 
wonderful way to reach their parents! In the 
longer run, of course, they are the citizens and 
leaders of tomorrow, and thus a vital ingredient 
in a healthy city. 

4.3 Networks between cities 
The rapid growth of the project, coupled 

with WHO's limited resources and the need for 
project dissemination beyond the 30 project 
cities themselves, quickly led to the establish-
ment of national and international networks 
that link cities to each other. 

The principal role of national networks is 
to expand the Healthy Cities movement and to 

serve and support the needs of participating 
cities at the national level. National networks 
are important because they are able to adapt the 
project to the specific cultural and social char-
acteristics of each nation and to link the partici-
pating cities to key national organizations and 
ministries. In this way, they are well placed to 
harness national resources for the project. In 
some countries, (France, Germany, Spain, United 
Kingdom, Canada, USA) subnational or re-
gional networks have also evolved, reflecting 
specific regional characteristics. 

International networks are themselves of 
two sorts, those between cities and those linking 
national networks. The most prominent inter-
national network of cities is, of course, the 
WHO Healthy Cities project, with its 30 proj-
ect cities in 18 countries. A recent development 
is the multi-city action project, in which small 
groups of project cities will take action on 
specific subjects in conjunction with WHO and 
other partners. One long established mecha-
nism for international links between cities is 
“twinning”. To date, little use has been made 
of this mechanism, but the potential for partici-
pating cities to spread the project to their twins 
is considerable. Other international networks 
include a francophone network and the begin-
nings of networks in two other WHO regions -
the Americas and the Eastern Mediterranean. 
Finally, the national networks themselves have 
found it useful to come together annually to 
share experience and develop joint activités. 

Clearly, the WHO Healthy Cities project 
is fast becoming a network of networks or a 
movement. 



4.3.1 National Healthy Cities 
networks 

When the Healthy Cities project was ini-
tially conceived, and during its first year, na-
tional networks were only a small part of the 
agenda, because the popularity of the project 
had not been foreseen. Nevertheless, the selec-
tion criteria for project cities drawn up in Octo-
ber 1986 included a commitment to developing 
or working with a national network. The five-
year planning framework identified a specific 
role for national networks: to communicate 
with cities not part of the WHO project. At the 
same time, the WHO project office would 
provide these cities with the full range of mate-
rials available to project cities and invite them 
to the annual symposia and co-sponsored meet-
ings. 

The interest in national networks was so 
great and they grew so quickly that a first meet-
ing of national network coordinators was con-
vened in Helsinki in 1988; and this has become 
an annual event. The role and function of na-
tional networks was discussed at the 1989 meeting 
in Eindhoven, Netherlands, at which it was 
agreed that the principal role of a national 
network is to serve and support the needs of its 
participating cities and to expand the Healthy 
Cities movement. Nine national networks re-
ported having a supporting centre and coordi-
nator. At this meeting, it was also agreed to es-
tablish a European network of national Healthy 
Cities networks (EURONET) and to develop a 
system to exchange information. Sixteen na-
tional networks in Europe and in other regions 
attended the 1990 meeting of national net-
works, Horsens, Denmark. The focus was on 

information exchange and the need for training 
at all levels. The national networks noted the 
value of a partnership with their national asso-
ciations of municipalities and expressed inter-
est in links with relevant international organiza-
tions. An advisory group was established to 
catalyse and support training activities, with 
emphasis on the educational needs of trainers. 

National network activities at present in-
clude translating the background and strategy 
documents of the project into other languages, 
producing newsletters and project information 
packages, and organizing business meetings, 
conferences, technical workshops and training 
courses. 

Subnational networks have been estab-
lished in six countries; they function similarly 
to national networks, but on a smaller scale. 
France has seven regional networks; Spain has 
two and is developing a third; USA has two, in 
California and Indiana; and Canada has one, in 
Quebec. The "Villes et villages en santé" net-
work in Quebec involves over 30 communities 
and is the largest formal subnational network 
outside Europe. 

The networks in Canada, Australia and the 
USA as well as the networks in Indiana and 
California, keep in contact with the European 
national networks and the WHO Healthy Cities 
project office, and are usually represented at 
the annual meeting of national network coordi-
nators. 

A major challenge for the project is to re-
spond to the emerging needs and opportunities 
in countries of central and eastern Europe. 
Healthy Cities is part of the WHO strategy for 



these countries and has the following objec-
tives: to reach a wide range of professional, 
political and community audiences with prod-
ucts and action plans that are practical and 
relevant to present problems; to facilitate the 
process of creating political commitment and 
alliances for the new public health at the local 
level; to organize consultation at city level and 
courses for different goups; and to support 
actively the creation and operation of national 
Healthy Cities networks. 

4.3.2 International city networks 

The rapid growth of the Healthy Cities 
project and its evolution into a movement is 
reflected in a variety of international networks 
linking cities including: 

• the project in Europe, including multi-city 
action programmes; 

• twinning between project cities and non-
project cities; 

• the network of national networks; 
• language networks; 
• other WHO regional projects in develop-

ing countries. 

Of those, the project in Europe and the 
network of national networks has already been 
described. However, the recent development of 
multi-city action programmes deserves greater 
attention. 

Multi-city action programmes 

Multi-city action programmes involve 
groups of cities working together to address 
common concerns. The initial projects deal 
with equity, traffic, housing, young people, 
elderly people, tobacco, AIDS care, nutrition, 

mental health and the health-promoting hospi-
tal. The plan will enable smaller groups of 
cities to work together on issues of high priority 
to them and will expand the number of partners 
and the resources made available both in the 
cities and from WHO. Thus, the cities will be 
expected to bring in new partners within the city 
that are relevant to the topic, while WHO will 
also be expected to contribute new resources 
and skills from appropriate programmes not 
currently involved in the Healthy Cities project; 
at the same time, this will provide an entry-
point for these programmes to be involved in 
local action for health. 

The goal of this plan is to develop jointly, 
implement and disseminate innovative models 
of good practice at the local level. The plan 
involves a partnership of project cities commit-
ted to work together on one of the action areas 
for at least two years, and “open market" 
events, which are open to other cities and pro-
vide the forum to present models of good prac-
tice, exchange information and monitor the 
progress of the plan. City networks have the 
potential to provide a force to influence national 
policies and norms to promote healthy urban 
development. This force can, for example, pro-
mote the decentralization of urban management 
functions and urban development decision-
making, from the national government level to 
the municipal government level, that is essen-
tial to allow local participation in urban devel-
opment 

The multi-city action programmes bring 
in new social forces that contribute their time 
and energy to the project. For example, projects 
on housing and health should involve the city's 



housing, town planning and environmental health 
departments; the social services departments 
responsible for caring for groups with special 
needs such as people with disabilities, the eld-
erly and the homeless; local housing coopera-
tives and neighbourhood associaticms; and public 
and private construction firms. At the interna-
tional level, WHO can provide experience and 
expertise and, together with the cities, can also 
bring in resources and expertise from national 
and international organizations (such as the Eu-
ropean Foundation for the Improvement of Living 
and Working Conditions, the European Com-
munity, the Council of Europe and the Organi-
sation for Economic Co-operation and Devel-
opment) that are concerned with housing and 
urban environmental health. 

The key to the success of these multi-city 
action programmes is to ensure that their activi-
ties are consistent with the concept and prin-
ciples of health promotion that are the basis of 
the Healthy Cities project. For example, the 
programme on tobacco, based on the WHO 
Action Plan on Tobacco, seeks healthy public 
policy changes in the cities (such as adopting 
nonsmoking by-laws or banning tobacco vend-
ing machines); the creation of social environ-
ments that support nonsmokers; the mobiliza-
tion of community action to support the rights 
of nonsmokers; and educational campaigns 
focused on personal behaviour and lifestyle 
choices. 

Twinning 

To date, there has been little attempt to use 
the twinning networks between cities that al-
ready exist. But most cities have twinning 
arrangements with at least one and often several 

cities, not only in their own region, e.g. Lenin-
grad is twinned with Barcelona, Milan and 
Zagreb, but also with other regions, e.g. be-
tween Europe and North America. 

While these twinning arrangements have 
for the most part been between cities in the 
industrialized world, there is an increasing 
twinning movement between cities of the in-
dustrialized world and cities of the developing 
world; 15 of the 90 cities identified were in 
developing countries. Thus, the potential for 
using twinning arrangements to disseminate the 
healthy cities concept is considerable. These 
horizontal city-to-city linkages provide per-
haps the best opportunity outside the WHO 
project itself for cities to learn from each other. 

Key international urban organizations in-
volved in twinning include the Paris-based 
Council of Municipalities and Regions of Eu-
rope (CCRE), the Sister Cities organization 
based in Alexandria, Virginia, USA and the 
International Union of Local Authorities. 

The WHO Healthy Cities project intends 
to use twinning links between its project cities 
as an important first step in working with the 
cities of central and eastern Europe; in addition, 
the project intends to work closely with the 
international organizations already mentioned 
(and others) in order to disseminate the project 
more widely through the international twinning 
network. 

Language networks 

Several language networks are emerging, 
including French-, Spanish- and German-speak-
ing networks. The francophone network is the 



first international network to reach out beyond 
Europe and, indeed, beyond the industrialized 
world. It involves cities in Quebec, France and 
Belgium, and is developing further by estab-
lishing relationships with North Africa, South 
America, Portugal, Spain and Italy. The net-
work was officially established in 1988. Its first 
biennial conference was held in Rennes (France) 
in 1988，the second is taking place in Montpel-
lier (France) in 1990 and the third is to be 
convened in Sherbrooke, Quebec, in 1992. 

A Hispanic network, linking Spain and 
cities in Latin America is under development, 
while cities in Germany and Austria have held 
joint meetings in German. 

Developing countries 

The next major step in the Healthy Cities 
movement is its expansion into the cities and 
communities of the developing countries. This 
has begun with the recent announcement by the 
Pan American Health Organization that it will 
be organizing a Healthy Communities project 
in the region of the Americas. The city of La 
Paz, Bolivia, has been very active in this effort. 
The prospects for links between the Healthy 
Cities networks in Spain and in Latin America 
are being explored. 

The first Healthy Cities meeting of the 
Maghreb countries (Tunisia, Algeria, Morocco, 
Mauritania and Libya) was held in Tunis in June 
1990. Participants decided to establish a net-
work (réseau Villes-Santé maghrébin), with a 
coordinating committee and a full-time coordi-
nator. The network will publish a Healthy Cit-
ies journal, organize annual symposia on differ-
ent themes, stimulate exchange of information, 

link with other organizations, sensitize munici-
palities and disseminate the project ideas as 
widely as possible. 

At present the WHO regional offices for 
Africa and for the Eastern Mediterranean have 
expressed interest and taken steps to create 
Healthy Cities initiatives in their areas, while 
cities in the South-East Asia and Western Pa-
cific regions have also expressed interest. An 
Intercountry healthy cities conference in Cairo 
in November 1990 was attended by representa-
tives of 16 cities in 11 countries of that region: 
Egypt (Cairo, Alexandria); Islamic Republic of 
Iran (Teheran, Arak，Gilan); Jordan (Mafraq, 
Al Aghwa); Morocco (Rabat); Oman (Muscat); 
Pakistan (Peshawar, Lahore); Saudi Arabia 
(Riyadh); Sudan (Khartoum); Syrian Arab 
Republic (Damascus); Tunisia (Tunis); and 
Yemen (Sana'a). A representative of the Arab 
Urban Development Institute, Riyadh, also 
participated. The meeting was successful in 
generating enthusiasm and commitment by 
participants to undertake a Healthy Cities proj-
ect, and in drawing up a work plan and deter-
mining the necessary technical and resource 
inputs. 

Commonwealth network 

Another potential network is currently under 
discussion. Three Commonwealth countries 
(Australia, Canada, United Kingdom) are cur-
rently involved in the project. Furthermore, the 
Canadian Institute of Planners, where the Cana-
dian project is based, currently serves as the 
secretariat for the Commonwealth Association 
of Planners. Initial discussions about the possi-
bility of a Commonwealth Healthy Cities/ 
Communities project are just getting underway. 



4.4 Networks between 
agencies 

One of the greatest appeals of the Healthy 
Cities concept is that it requires the collabora-
tion of a broad range of actors. This has already 
been described at the city level; here it is 
described at the national and international level, 
where a variety of agencies concerned with the 
city are brought together by the Healthy Cities 
project 

4.4Л National interagency networks 

The most obvious and important inter-
agency linkages at the national level have oc-
curred in those countries that have established 
formal coalitions to organize their national 
Healthy Cities project. Examples include Aus-
tralia, where the project is a joint programme of 
the Australian Community Health Association, 
the Australian Local Governments Association 
and the Commission for the Future; Canada, 
where the project is jointly sponsored by the 
Canadian Institute of Planners, the Canadian 
Public Health Association and the Federation of 
Canadian Municipalities; the Netherlands, where 
the network is supported by the national gov-
ernments, municipalities and nongovernmental 
organizations; Italy, where the members of the 
national association include local public ad-
ministrations, other interested associations, pri-
vate, public, national and international bodies 
and professional associations; Spain, where the 
support centre is within the Federation of 
Municipalities; and the the USA, with links to 
national health agencies, the National Civic 
League, universities and schools of public health. 

As this list makes clear, key groups in-
clude national organizations of municipalities -
reflecting the need to link the project to local 
political and bureaucratic activities - and asso-
ciations of professionals, particularly urban plan-
ners and other key urban professionals. Putting 
health on their agenda, making them partners 
and players in the process, is essential. 

Another important element in these na-
tional networks is the involvement of national 
ministries. To date, this involvement has been 
almost exclusively with the ministry of health 
or its equivalent; an important priority will be 
also to involve ministries with responsibility 
for municipal affairs, planning, housing, envi-
ronment, social services and other key sectors. 

4.4.2 International interagency 
networks 

Although the Healthy Cities project has 
been developed by WHO, it has always been 
recognized that urban health can only be en-
hanced by a partnership, not only between 
agencies at the local and national level, but also 
at the international level. Thus, one of the first 
collaborative ventures the project undertook 
was á conference on health in towns organized 
jointly with the Council of Europe's Standing 
Conference of Local and Regional Authorities 
of Europe. That collaboration has continued so 
that today, among other things, WHO Europe is 
working with the Council of Europe to provide 
health input to a proposed European Urban 
Charter. Other collaborative ventures in Europe 
include working with international organiza-
tions that deal specifically with cities or that are 
organizations of cities, such as the World Asso-
ciation of the Major Metropolises. 



These linkages go beyond the organiza-
tion of conferences and the development of 
charters, important though they are. Interna-
tional agencies have a wealth of ideas, re-
sources and expertise to offer the project cities 
and other cities in the national networks and 
they are often only too glad of an opportunity to 
work with local governments and communities 
on specific projects that put concepts into prac-
tice. An important way of creating and strength-
ening these networks is through the multi-city 
action programmes. Thus, for example, the 
healthy youth programme will be drawing upon 
an initiative of the Economic Commission for 
Europe, concerned with the health of young 
children, while the equity programme will draw 

upon the European Community's anti-poverty 
programme. 

Finally, important linkages are being made 
with United Nations agencies that are con-
cerned with the health and well-being of urban 
populations. As the world urbanizes, United 
Nations agencies increasingly will have to fo-
cus on the city and to work directly with city 
governments. The Healthy Cities project pro-
vides for them a ready-made network, of inter-
est not only to such obviously city-oriented 
agencies as UNCHS (Habitat) but also to agen-
cies such as UNEP, UNDP, UNICEF and others 
concerned with the physical, social and eco-
nomic well-being of people and the planet 



Conclusions 

Five years' experience with the Healthy 
Cities project has led to the following conclu-
sions about achieving health for all in the face of 
rapid urbanization. 

• Think globally act locally. Global prob-
lems of health for all, sustainable development 
and social justice cannot be solved simply at the 
global level. It is essential that these global 
issues be translated into activities and strategies 
that make sense at the local level, where solu-
tions have to be devised and applied The Healthy 
Cities project does just that. 

• Strengthen local government. Local gov-
ernments are able and willing to play an impor-
tant role in achieving health for all. They are 
aware of local concerns and can mobilize local 
resources. They are or can swiftly become aware 
of the broad determinants of health and they 
often have the knowledge, resources and skills 
necessary to promote health. Furthermore, they 
are often more easily able to bring together the 
many different sectors necessary to promote 
health than higher levels of government. Na-
tional governments and international agencies 
need to examine how they can strengthen local 
governments so as to more readily achieve 
health for all. 

• An holistic approach. Health does not 
exist in isolation, it requires the combined ef-
forts of many different sectors within and be-
yond governments who need to combine their 
efforts through networks and coalitions in search 
of a common goal. 

• A shared goal. Health for all provides 
an important social goal that all groups can 

agree upon and behind which they can unite. 
Moreover, it uniquely brings together concerns 
for ecological sustainability and social equity, 
combining the knowledge, skills and interests 
of both the social and natural sciences. 

• Flexible planning. No two countries, 
nor even two cities, are alike, so no master plan 
can work for every situation. Rather, planning 
must be flexible and adaptable, able to take ad-
vantage of particular and changing circum-
stances. The process should be likened to one of 
‘‘goal-directed muddling through”，where the 
goal is clear - to achieve health for all - but the 
mechanisms are not so much planned as crea-
tively established as opportunity permits. This 
process is particularly well suited to the net-
works and coalitions that are necessary. 

• Leadership, not ownership. It is also 
consistent with the flexible, adaptive, multisec-
toral, locally-based, networking process that 
the Healthy City project represents that no one 
agency or organization can "own" the process, 
be it at local, national or international level. 
Rather, the strategy must be one of sharing and 
of partnership, of being willing to let go of, or 
even give away, the "ownership". At the same 
time, it is clear that what is needed is leadership, 
in particular from health agencies, in defining a 
commonly shared goal and developing a flex-
ible and shared process to move towards i t 

• Integrate horizontally, not vertically. 
Vertical integration within sectors leads to the 
creation of barriers to the achievement of health 
for all, sustainable development and other so-
cietal priorities of this last decade of the twen-
tieth century. There is an increasing need to in-
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tegrate horizontally between sectors at all lev- ing of traditional sectoral and professional 
els. The Healthy Cities project has revealed the ‘ ‘ownership’，of issues and resources. This is 
energy and creativity that can be unleashed often more easily accomplished at the local 
when communities and cities come together, level, but requires leadership, persuasion and 
across traditional sectoral lines, to work for a encouragement from the top. 
common purpose. That requires the abandon-
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6. Possible Action Strategies for 
Urban Health Development 

In light of the comments above, a number 
of possible actions can be proposed with re-
spect to the further development of Healthy 
Cities networks. 

6.1 Possible action 
strategies for WHO 

1. WHO at the headquarters and regional office 
levels might recognize the Healthy Cities proj-
ect as (a) a key means of applying the concepts 
and principles of health for all, health promo-
tion and environmental health at the local level 
and (b) an important opportunity to raise the 
visibility and credibility of WHO among local 
governments and at the community level. 

2. WHO might seek international partners such 
as the U N Œ S (Habitat), the International Union 
of Local Authorities and other suitable organi-
zations that share or are likely to share a com-
mon interest in the Healthy Cities project 

3. WHO might seek funding from international 
organizations to complement its own funding 
for the project. 

4. WHO might support a regional network of 
Healthy Cities in WHO regions, based on the 
experience gained in Europe. 

5. WHO might generate awareness of health 
and environmental problems among municipal 
authorities, nongovernmental agencies and com-
munities through its regional Healthy Cities 
networks. 

6. WHO might urge its Member States to de-
velop national networks of Healthy Cities to 

disseminate the concepts, principles and prac-
tices of the project and to gather and make 
available experience and ideas. 

7. WHO might establish an appropriate mecha-
nism to develop strategy and coordinate activi-
ties at the global level. 

6.2 Possible action 
strategies for other United 

Nations agencies and 
international organizations 

1. Other United Nations agencies and interna-
tional organizations might recognize the impor-
tance of local governments as key partners in 
achieving global aims. 

2. Other United Nations agencies and interna-
tional organizations might work with WHO to 
establish networks and projects that bring to-
gether key partners at the local government 
level to achieve health for all. 

6.3 Possible action 
strategies for national 

governments 
1. All Member States might encourage national 
Healthy Cities networks as a means of achiev-
ing health for all at the local level. 

2. National Healthy Cities networks might ide-
ally be in partnership with non-health sector 
and nongovernmental organizations. 



3. National networks might be adequately funded 
to carry out their tasks of network building, 
collection and dissemination of information 
and experience, skills development and interna-
tional linkage. 

4. National governments might establish spe-
cific research funding to stimulate Healthy Cities 
research. 

5. National governments might strengthen the 
capacity, resources and mandates of local gov-
ernments to enable them to improve the health 
of their citizens. 

6.4 Possible action 
strategies for cities 

1. Cities and other local governments already 
participating in the project might seek the estab-
lishment of national networks and urge their 

national governments to support and fund such 
networks. 

2. Participating cities might utilize their par-
ticipation in twinning arrangements and in ex-
isting national networks and associations of 
municipalities to disseminate the project to other 
cities. 

3. Cities undertaking or contemplating a Healthy 
Cities project might recognize the importance 
of effective political and managerial organiza-
tion and might draw upon the experience of 
WHO's project cities as summarized in this 
paper and elsewhere. 

4. Consideration could be given to possibilities 
for international action, e.g .the city of Vienna 
is exploring the possibility of organizing and 
hosting a world Healthy Cities conference in 
1995 on the occasion of EXPO 1995, on the 
theme ‘‘bridges into the future”. 
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Appendix 1 
Examples of Healthy City Action 

Acting locally: cities take action for health 

Overview 

All over the world people are looking for innova-
tive models to deal with the growing complexities and 
intricacies of life, including health and well-being. 

In industrialized countries, laypeople and profes-
sionals have become increasingly discontent with the 
methods and results of a professionalized, traditional 
health services sector. Self-help groups, consumer 
forums, ecological groups, women's health organiza-
tions and other groups have been formed, as part of the 
movement towards the new public health. 

In addition, demographic, epidemiological and 
sociological data show beyond any doubt that health 
services alone cannot cope with the environmental, 
lifestyle and social determinants of health. Growing 
inequities in health between countries and within coun-
tries, and even more so within cities at the neighbour-
hood level, have forced public health workers to recon-
sider their activities. WHO responded to these develop-
ments with the Healthy Cities project. 

This section describes some of the activities of the 
Healthy Cities project in Europe. Some of them are a 
legacy of an era before Healthy Cities, when some cities 
were already applying principles in accordance with the 
strategy for health for all, the concept and principles of 
health promotion, and the Ottawa Charter for Health 
Promotion. Other actions have been initiated because a 
city joined the project. Some are older activities that 
have been redefined in the Healthy Cities framework. 
Whatever the status of these actions, Healthy Cities co-
ordinators emphasize that these programmes and activi-
ties are unique to their project; the focus of the action is 
entirely different from project to project 

The categories used in this section reflect the 
themes of the annual symposia of the Healthy Cities 
project: equity, supportive environments and sustaina-

bility, community involvement, reorientation of health 
services and healthy public policy. 

The activities described confirm that the Healthy 
Cities movement is indeed dealing with matters beyond 
health care, and thus wants to commit itself to environ-
mental, economic, social and policy changes based on a 
broad concept of health. 

Action for equity 

Equity is crucial to the strategy for health for all in 
Europe, and thus to the Healthy Cities movement. The 
third annual Healthy Cities symposium in Zagreb, 
Yugoslavia, September 1988, was devoted to equity. 
The symposium statement makes the following points: 

- H e a l t h for all implies equity, and the challenging 
target for politicians and decision-makers is to reduce 
the social differences in health and to ensure that all 
people have an equal opportunity to develop and main-
tain their health to the full. 

- T h e patterns of inequalities and inequities in many of 
the participating countries and cities are changing. Parallel 
to traditional types of social and health inequality, new 
types of structurally determined inequity are emerging, 
involving groups such as the elderly, the disabled, the 
unemployed and ethnic minorities. 

-Inequities are caused not only by economic struc-
tures but also by value systems, the skills that people 
have to take advantage of life opportunities and the 
behaviour of various social institutions such as govern-
ment bodies, medical care systems and welfare organi-
zations. 

-Inequities in access to a healthy physical environ-
ment are as important as socioeconomic inequities. 
They are reinforced by standard town planning regula-
tions or through the absence of policies focusing on 
equal access to city amenities. 



- T h e role of cities in achieving equity in health is 
unique because of their control over primary health care, 
environmental protection, town planning and housing. 
- T h e Healthy Cities project has a critical role to play 

in promoting equity and health by identifying issues and 
experimenting with innovative solutions. 

Ron Draper has described inequity as follows: 

‘ ‘If you live longer than I do, or if you suffer from 
less sickness and disability, our health status is unequal. 
There is inequality between us, but not necessarily 
inequity. The difference may not result from our living 
conditions, which may be essentially the same, but from 
accidents, genetics, or lifestyle choice. If, however, the 
differences in our health status result from different 
living conditions, mine being less satisfactory than 
yours, a question of inequity arises. I may have less 
access to nutritious foods, difficulty in finding decent 
housing or high-quality health care sensitive to my par-
ticular needs. My income may be lower, and my work 
stressful and demoralizing, punctuated by frequent peri-
ods of prolonged unemployment. In this case, inequali-
ties in health status are the result of inequities in life.’’ 
(Proceedings of the third annual Healthy Cities sympo-
sium. Health Promotion. 4(2):91 -96,1989). 

Equity is an important concern of the Healthy 
Cities movement, and a large majority of the activities 
undertaken by project cities attempt to promote it. The 
following is a short account of activities in different 
cities in which the projects used equity as the leading ra-
tionale for action. 

Social action 
Years before the United Kingdom metropolis of 

Liverpool entered the Healthy Cities project, it was 
notable for actions taken to promote equity; Liverpool 
is one of the European cities that has been hardest hit by 
economic recession, and many new ways of dealing with 
health risks such as socioeconomic inequities (including 
unemployment and racial tension) were tried out in the 
city on the Mersey. One of these is the Croxteth Health 
Action Area. A health team consisting of social workers, 
community representatives and some health profession-
als is working in this extremely disadvantaged Liver-

pool district to broaden people's consciousness about 
the determinants of health. With an annual budget of 
about US $560 000, a wide range of integrated activities 
are undertaken that affect the environmental, social and 
health services components of the prerequisites for 
health of the district population. Milan has also taken a 
position on equity. In this large industrial metropolis in 
northern Italy, it was found that women and foreigners 
had substantially less access to a broad range of health 
and social services. Milan is now tackling the problem 
by conducting information campaigns targeting specific 
groups and by functionally improving the accessibility 
of services. The industrial city of Düsseldorf in Ger-
many found similar problems, and addresses the issue 
through intersectoral action committees that link activi-
ties for helping the socially disadvantaged and improv-
ing the environmental determinants of health. 

The environmental approach 
The old Italian town of Padua has taken another 

angle to address equity problems. After thoughtfully 
analysing social and health inequities in two pilot dis-
tricts of the project (Arcella and San Carlo), the authori-
ties found that the main determinants of the problem 
were environmental. The Città Sane project therefore 
uses a wide approach to address a range of environ-
mental issues: mapping noise, tackling the district traf-
fic problems, dealing with solid waste disposal, and 
analysing the chemical environment (mostly in respect 
of air pollution) with a sophisticated research system. In 
addition, the mobility of the population was addressed 
by a project to develop bicycling and walking paths 
through town, involving an investment of US$ 1 700 000. 

In Pécs in southern Hungary, the local Egészséges 
városok project found a similar rationale for improving 
the health and living conditions of the suburban popula-
tion. 

Disadvantaged people 
Many cities have found that groups in their popu-

lation need specific and continuous attention. The Za-
greb Healthy Cities office was compelled to do so when, 
after heavy floods, some ghettos that were extremely 



unhealthy places and had previously been ignored could 
no longer be ignored. Now, in the framework of action 
for equity, these bidonvilles are included in the regular 
activities of the Zagreb project 

Similarly, the Seville project in Southern Spain 
found large inequities in inner-city housing. To resolve 
the problem, the first step taken was asking young and 
elderly people in these neighbourhoods what their fa-
vourite areas were and what they should look like. 

Community equity 
The Healthy Cities projects in Bloomsbury/ 

Camden, Glasgow and Belfast in the United Kingdom 
were notable for their strong community emphasis and 
involvement in equity, even before Healthy Cities. All 
three cities have flourishing community activist groups. 
The local Healthy Cities offices and these community 
groups found that emphasizing equity further legiti-
mated their activities. The Drumchapel initiative in 
Glasgow is a well developed health promotion action 
area. The project encompasses all the ideas and pre-
requisites of the Ottawa Charter. It is thus intersectoral 
and participatory, and has a wide range of intervention 
formats using enabling, mediating and advocating tech-
niques to involve as many groups and organizations as 
possible. Similarly, one of the focuses of the Belfast 
project is the maxim ‘‘doing without owning”； in pro-
moting health at the local level, the Belfast project 
carries out every action (including equity actions) with 
the community and not just for it Finally, in Bloomsbury/ 
Camden, inequities are created because the daily influx 
of businesspeople, lawyers, university people and tour-
ists into the borough raises the prices of services and 
goods, making them less and less accessible to the native 
population. This problem is being tackled through 
community action and the development of policy meas-
ures. 

Action for supportive environments 
and sustainability 

Supportive environments 
The environments in which people live determine 

their quality of life, health and wellbeing. Environments 
can include nature, the structures of services, housing 

and facilities, and the social environment people create 
and live in. Providing information on human environ-
ments helps people to know how these environments 
work and how people and the environments can best 
coexist sustainably. Nevertheless, changing environ-
ments to support the prerequisites for health would be 
even better. 

Some Healthy Cities projects try to inform people 
about their environments, and some explicitly try to 
transform and improve the environments. The follow-
ing are examples of action for supportive environments. 

Seville, Vienna and Barcelona are taking a broad 
approach to supportive environments. These cities will 
host major global events in the near future. The Healthy 
Cities projects will link with EXPO 1992 in Seville, the 
1992 Olympic Games in Barcelona and EXPO 1995 in 
Vienna and Budapest. Healthy Cities will thus become 
a theme in these global enterprises, and the organizers of 
the events are being encouraged to make the spectacles 
healthful undertakings. For instance, there is an agree-
ment between the WHO Regional Office for Europe, the 
International Olympic Committee and the City of Bar-
celona to make the 1992 Olympics non-smoking. The 
Olympics have created additional opportunities for 
Barcelona to promote innovative action up to 1992, such 
as programmes to encourage physical activity in the 
community. 

In Denmark, a good example of supportive envi-
ronments is the Horsens initiative to build a new block 
of houses in Torsted Vest to promote integrated living. 
The new living area will site houses and flats for people 
with disabilities next to housing for people without dis-
abilities, and old people will live together with young 
people. 

There are other notable initiatives in housing. 
Vienna and Belfast have neighbourhood offices for 
urban renewal where citizens can consult with social 
workers, architects and health professionals on housing 
conditions, building renovation and neighbourhood 
renewal. In Belfast these offices are called open design 
clinics. 

Yet another approach to supportive environments 
is to provide the resources or means that people need to 
enhance their health. Healthy Cities projects may facili-



tate the creation of citizens' support networks, or pro-
vide wide-ranging information facilities. 

The latter is the case in Rennes (France), Turku 
(Finland) and Eindhoven (Netherlands). In Rennes, the 
Healthy Cities project has linked with a French tele-
matics initiative called Minitel using ordinary tele-
phone lines. The system provides an extremely wide 
variety of information and services through small termi-
nals in еуету household ( train services, advertisements, 
government information, etc.). Health information and 
health education programmes and materials are fed into 
the system in addition to listings of activities related to 
Healthy Cities, even on a worldwide scale. In Turku, a 
special media group was established. The group pre-
pares regular news releases on health issues, and has 
declared Tuesday the information day. In Eindhoven, a 
"gezondheidswijzer” was established in the Municipal 
Health Service. This centre facilitates the exchange of 
information on self-help groups (now linking over 100 
initiatives) and health education materials. 

Some cities have recognized the inextricable link 
between the local economy and health. The Belfast 
project successfully supports the economic regeneration 
of the city, while Gothenburg in Sweden, has an initia-
tive to provide accessible and less expensive health 
services through facilities of the health maintenance 
organization type. 

In a paper prepared for the fifth annual Healthy 
Cities symposium in Stockholm in 1990，Trevor Han-
cock clarífíed the notion of sustainable development in 
the following terms: 

The phrase "sustainable development" has be-
come a buzz word for the 1990s. But what does it mean? 
First of all, it has to be understood as a shortened version 
of what should be the correct phrase - environmentally 
sustainable economic development. There is now a 
widespread recognition that our current form of eco-
nomic development is not indefinitely environmentally 
sustainable. Hence the call by the World Commission on 
Environment and Development for sustainable develop-
ment - a form of development …that meets the needs of 
the present without compromising the ability of future 
generations to meet their own needs. 

Global problems such as the disappearing ozone 
layer, the greenhouse effect and the fînal depletion of 
resources directly affect local affairs. ‘ ‘Think globally, 
act locally" directly applies to sustainable develop-
ment. Sewage treatment plants, solid waste disposal in 
landfills, polluted rivers that require high-technology 
measures to get safe drinking-water, lead-polluted soil, 
and dense traffic in inner cities are specifically local 
problems that determine the state of health in cities. No 
wonder that the participants in the Healthy Cities project 
devote a lot of time, money and energy to environmental 
problems. The following are examples of action for sus-
tainable development in cities, ranging from commu-
nity action to clean up city streets to city traffic policies 
and sophisticated environmental monitoring systems. 

Greening the city 
A city with parks, trees, flowers and meadows is a 

place to relax, be physically active, and feel comfort-
able. In addition, green areas can be the lungs of a city. 
Several projects have undertaken action to green the 
city. 

A major project in Barcelona involves communi-
ties, and specifícally schoolchildren in changing dere-
lict areas into lush inner-city gardens. The children are 
asked to recreate blocks of demolished flats into places 
they like, using geographically appropriate plants. Pro-
fessionals from the Parks Department support this by 
advising on how to take care of these green play areas. 
Similarly, in Bloomsbury/Camden a Greening Forum 
was established in which community groups decide on 
greening activities in the borough. The local Healthy 
Cities office helps and mediates the planned actions. 

Planning ecologically 
Ecological planning consciously shapes the living 

environment in accordance with the requirements of the 
ecological system. At least four cities have employed 
ecological planning to varying degrees, depending on 
the existing infrastructures and environments. 

In Horsens, the Torsted Vest area is to become a 
new town district. In developing this neighbourhood, all 
the known ecological requirements are taken into ac-



count, including the provision of enough green spaces 
and the blending of houses with the natural environ-
ment. 

In Pécs, recreational areas were enlarged as a 
Healthy Cities activity because of the levels of pollution 
in certain places, thus attempting to restore the ecologi-
cal balance. In Turku, children are directly involved in 
landscaping their own environment, together with the 
Urban Planning Department This involves school yards, 
sports facilities and other areas. 

In Glasgow，housing improvement is firmly linked 
with unemployment action, enabling residents to recre-
ate their own environments to meet their actual needs 
and to learn job skills. 

Traffic 

Traffic is a major problem in most urbanized 
areas. Millions of vehicles run in and out of old city 
centres that were not designed to take that load, causing 
massive congestion, noise and air pollution and a high 
degree of discomfort, especially to pedestrians and bicy-
clists. Several cities have taken action to tackle this 
problem. 

In Sofia, air pollution is a severe problem. The 
Healthy Cities project helped in obtaining a decision 
taken in June 1989 to replace the old diesel-powered 
public transport by trolleybuses and electric trams. In 
Padua, the inner-city mobility situation will be im-
proved by the development of a network of bicycling 
and walking paths. Stockholm is undertaking major 
research (to be followed by health action) on a large 
north-south artery running through the middle of town; 
its Health Link project is studying the options for anti-
pollution measures. 

Air pollution 

Traffic is not the only source of air pollution. 
Industry also produces substantial air pollution. Again, 
several cities have found it appropriate that their Healthy 
Cities offices address the problem. 

In Milan, the project office played an important 

mediating role during a long period of toxic levels of air 
pollution caused by inversion, when no traffic was 
allowed to enter town. In Sofía, the office plays a role 
in closing plants that pollute substantially. The Health 
Link project in Stockholm is working on the air pollu-
tion problem. Air pollution has been environmentally 
mapped in Padua, which will lead to policy measures. In 
Jerusalem, environmental issues are high on the health 
agenda, and air pollution is a top priority. A weekly 
Healthy Cities column in a newspaper calls attention to 
this issue, and ecology days are organized with the in-
dustries in the Jerusalem area. 

Water pollution 

Pollution of surface water and drinking-water is 
an obvious threat to public health. Often, however, this 
type of pollution cannot be properly dealt with within 
the boundaries of one municipality. 

Although many cities are experiencing problems 
in sewage treatment, few Healthy Cities activities focus 
on water pollution. Only the city of Patras in Greece 
reported that investigations had shown high levels of 
pollution in the harbour and in beach areas, but no 
subsequent steps have been taken. 

Solid waste 

Households and industry produce millions of tons 
of solid waste in most cities. In most cases, this solid 
waste is deposited at landfills or incinerated outside the 
cities. Many cities are experiencing problems in this 
area, and would like to introduce new, more ecological 
methods of disposal (a technical Healthy Cities work-
shop in 1991 will discuss practical ways to solve this 
problem). The Jerusalem project is monitoring solid 
waste disposal, and consults with various interest groups. 

Cleaning your city 

Sustainable development can generate substantial 
community involvement Economic development means 
the production and consumption of goods and services; 
and in the end, we are all individual consumers, pri-
vately contributing to sustainable or nonsustainable en-
vironments. 



The Liège Healthy Cities office decided to take 
action to involve people in direct environmental action. 
Once the jewel in the crown of the Belgium's Wallonian 
industrial community, Liège has suffered considerable 
socioeconomic setbacks in recent years. The city ad-
ministration has nearly gone bankrupt several times, and 
not all municipal services could be maintained as effec-
tively and adequately as the citizens would want A vi-
cious circle was created: as the municipal services could 
not fully clean up the city, the Liège population no 
longer saw any point in helping to keep the streets clean. 
The Healthy Cities project decided that community 
groups needed a bit of encouragement. Meetings in 
neighbourhood centres were organized, a media cam-
paign was started, and peq)le were supplied with brooms, 
garbage cans and other cleaning materials. The project 
seems to have contributed significantly to cleaning up 
Liège. 

Healthy workplace 

Most people spend a large proportion of their time 
in the workplace: a factory, office or other environment. 
Workplace health promotion has recently received more 
and more attention, and several cities have linked with 
this development. In.a healthy working environment, 
the organizational policies promote positive attitudes 
and creative, effective solutions to work problems. A 
healthy organization is one that is willing to change 
traditional workplace relationships and attitudes that are 
unhealthy and unproductive, support and if necessary 
retrain employees to meet changing demands, help staff 
cope with stress and offer flexible ways for employees to 
balance work and family responsibilities. 

W(»kplace health includes such issues as workplace 
specifíc health and safety issues; policies and working 
conditions (such as work-related stress, the physical 
environment and use of equipment, employee needs for 
child care, and employee involvement in decisions); 
life-styles (such as nutrition, physical activity and fit-
ness, harmful habits and social interaction) and access to 
health-promoting services and support facilities. 

Dr Jo Asvall, WHO Regional Director for Europe, 
said recently at a meeting of the Society of Occupational 
Medicine, in London: 

“It is not enough to treat the individual worker 
with stress as a problem case... increasingly we must see 
disease as expressions of the policies or working condi-
tions of the company itself. This will require a coura-
geous change in attitudes between workers and manage-
ment, and with more willingness to enter into a real 
dialogue and more truly share the responsibility for 
finding solutions that are acceptable both to workers and 
management." 

In Barcelona, the project office is carrying out a 
continuous analysis of work-related risks and a major 
international conference is being prepared for 1991 on 
health at the workplace. Bloomsbury/ Camden has a 
similar occupational health and safety project that de-
velops workplace intervention after carefully analysing 
workplace health risks. 

Action for community involvement 

Community involvement is one of the most cru-
cial components of Healthy Cities projects. If people 
actively participate in determining actions for health, 
they will be more satisfied and appropriate services and 
activities will be stimulated. Glasgow and Belfast have 
taken fundamental steps towards wide community par-
ticipation. Both cities have organized a community 
conference at which the possibilities for action were 
explored with the community. 

Community analysis and community develop-
ment are linked with community involvement In many 
project cities, people have been asked to participate in 
determining and resolving problems. 

In Padua the community of two districts (Arcella 
and San Carlo) has responded extraordinarily well to the 
Healthy Cities project. Citizens, district politicians, 
architects, public health professionals and others spon-
taneously formed an association with a name similar to 
that of the project, to ensure that the municipal authori-
ties (a) fulfíl their commitment to implement, on a 
schedule agreed by the city council, project plans to 
remove architectural barriers in these districts, and es-
tablish a system of integrated care service, (b) respect 
the principles of the project and apply them to all new 
municipal policies, and (c) strengthen and encourage 



community involvement in the decision-making proc-
esses of the project. In April 1990, approximately 900 
local citizens, professionals and academics signed a 
petition asking the municipal authorities to implement 
project plans faster and to organize a community confer-
ence to discuss and agree how the project can best meet 
community needs and wishes. 

Decentralization 

Decentralization of decision-making and services 
is basic to community involvement. Several cities have 
moved to decentralize one or the other. In Belfast, the 
Belfast area action teams play an important role in 
various intersectoral activities. They work on a decen-
tralized basis, and are involved with the Healthy Cities 
project 

From an administrative perspective, another way 
to decentralize is to bring services closer to the public. 
Several cities, including Copenhagen and Horsens, have 
opened storefront shops or offices in an easily accessible 
part of town. The shops provide information and com-
munity groups can meet there. In other cities, the actual 
responsibility for policy-making and neighbourhood 
management is delegated to the community. In Jerusa-
lem, for instance, neighbourhood self-management 
councils are being developed. 

Involving children 

Until recently, children received little attention in 
cities. Children have their own world of living, playing 
and learning, which sets the stage for their further life. In 
recent years, however, many project cities have fol-
lowed a programme initially developed in Seattle, United 
States, by an organization called Kid's Place. In this 
programme, children are asked to draw, paint or write 
about their neighbourhood, and about how they would 
like it to be. Similar projects have been carried out in 
Pécs, Eindhoven, Munich, Copenhagen, Barcelona and 
Horsens, and they will now be followed up by specific 
measures with and for the children to improve their 
neighbourhoods. In addition, Horsens organized an 
international meeting for schoolchildren in 1989, at 
which the Kid's Place principles were further devel-
oped. 

The physical environment 

Communities may also be involved in physically 
shaping their environment, not just by responding to 
developers' plans, but also by participating actively in 
developing the places where they live. Barcelona is 
being "greened" by local people themselves; and this is 
being done also in Liverpool. Nevertheless, community 
urban planning has gone even further, as in Horsens 
(where the community participates in city planning) or 
Bloomsbury/Camden (through the Standing Conference 
and Steering Group of Voluntary Action Camden). 

Action for reorienting health services 

Health services are also a concern of cities. Many 
cities are therefore making a major effort to reorient 
health services to meet the needs of the population. This 
is not always an easy task, however. In some countries 
health services are a regional or national responsibility, 
and city administrations cannot interfere with the qual-
ity and quantity of health services. Nevertheless, 
Bloomsbury/Camden, Milan, Sofia, Stockholm, 
Gothenburg, Horsens and Liège have initiated innova-
tive projects to improve health services in urban areas. 

The Bloomsbury Health Authority, which is re-
sponsible for providing health services in Camden, has 
a longstanding commitment to the strategy for health for 
all. This commitment has been translated into a wide 
range of actions that has influenced the authority's 
policies and approaches to planning, the provision of 
services to vulnerable and underserved social groups, 
training and sensitization of care professionals, estab-
lishment of public health accountability mechanisms 
and collaboration with other local agencies, in particu-
lar, the Borough of Camden. In Milan, the accessibility 
of health services to such underprivileged groups as 
women and immigrants has been determined. Informa-
tional booklets have been written and referral systems 
set up, and a research effort has been coordinated. In 
Sofia, actions have been undertaken to renovate primary 
health care facilities for children with chronic diseases. 
In Stockholm, a community programme to prevent 
cancer was established, using the experience of health 
promotion and community-wide integrated intervention 



schemes. Gothenburg is strengthening its primary health 
care system, and Horsens and Copenhagen have initi-
ated major programmes to inform people about how to 
dispose of unused medicine. Liège has the highest per 
capita tranquillizer consumption of any city in Europe, 
and a new educational programme to reduce the use of 
these drugs was therefore developed. 

Mothers and children 

Cities have traditionally been involved in mater-
nal and child health. Thus, several programmes for this 
purpose have been incorporated in Healthy Cities proj-
ects. In Montpellier, a city-wide breast cancer screening 
project was set up; Seville has undertaken targeted 
vaccination programmes for the children of gypsies and 
transients, who have traditionally been underserved. In 
Sofía, adequate primary health care and counselling for 
children is emphasized. Barcelona combines these 
approaches in one project in which disadvantaged moth-
ers and children in poor neighbourhoods receive inten-
sified attention; Jerusalem has taken a similar path to 
improving health and wellbeing in this area, in accor-
dance with the European regional targets for health for 
all. 

Elderly people 

Elderly people are an important group at risk in 
urban environments. The number of elderly people in 
cities is increasing, and problems in their health status 
grow accordingly. Elderly people may become isolated, 
may suffer from multiple diseases, disabilities and dis-
comforts, and can be confronted with inadequate sup-
port facilities. The Pécs and Bremen projects specifi-
cally target elderly people. In Pécs, a swimming pro-
gramme was set up,encouraging regular light exercise in 
addition to the fun and social contacts the swim would 
provide. Bremen has developed a nine-point action plan 
for elderly people with an intersectoral and integrated 
policy to improve the accessibility of services, provide 
support systems and facilitate self-help groups. 

Food and nutrition 

Nutritional state is one of the most powerful 
determinants of health. In cities, food is purchased and 
consumed in neighbourhood shops，homes, restaurants, 

catling enterprises and the workplace. Two cities have 
acted to stimulate healthy purchasing and consumption 
of foods, consid^ing that a more structural approach to 
food and nutrition issues is appropriate. In Copenhagen, 
an educational programme to reduce fat intake during 
lunch was combined with meetings, seminars and other 
activities with workplace caterers to improve the label-
ling, preparation and presentation of healthier food-
stuffs. A similar programme was established in Munich, 
where hospital cooks were offered advice on purchasing 
and preparing nutritious products. 

Immigrants and ethnic minorities 

Immigrants and ethnic minorities have previously 
been mentioned as a target group of interventions in 
accessibility issues and maternal and child health pro-
grammes. Some cities take the group of immigrants as 
a whole into consideration. In Vienna, various health 
promotion campaigns are aimed at diffo-ent popula-
tions, notably immigrants. 

Action for healthy public policy 

Healthy public policy is a cornerstone of health 
promotion; and this also applies to urban settings. The 
Second International Conference on Health Promotion 
(Adelaide, Australia, 1988) was devoted to healthy 
public policy. The report of the conference states: 

"Healthy public policy is holistic and ecological, 
recognizing that health in its broader sense depends on 
an integrated view of people's physical, mental and 
social dimensions, as well as on the fact that people react 
to and in turn shape their environment 

Healthy public policy encourages politicians 
and policy-makers at all levels to become more aware of 
the effects their decisions have on people's health. 

This applies whether they are building a new 
road or a new city; planning a new school or the food to 
stock its canteen; deciding support levels for welfare 
mothers or whether to provide programmes for unem-
ployed youth”. (Report on the Adelaide Conference. 
Adelaide, Department of Community Services, 1988) 



Traditionally, actions and policies for improving 
health have focused on state intervention; and in many 
countries, national health services and insurance schemes 
have been considered to be exclusively responsible for 
people's health. In an increasingly complex world, this 
vision is now changing. Communities want to take re-
sponsibility for their own health, and their (elected) 
representatives more often than ever want to respond to 
this need. Hence, the following statement: 

"The local level is where the practice of healthy 
public policy is developing most rapidly and where its 
effects are most visible. There are clear reasons for this: 
many of the problems that have environmental or serv-
ice dimensions are more obvious at the local level. So 
are the changes needed. Politicians at this level are more 
closely in touch with their electors and respond more 
clearly to their concerns. Governmental structures, even 
in large cities, interact more easily with each other and 
find ways to coordinate their planning and action more 
readily than at the national level." (Kickbuscht I. et al. 
In : Evers, A. et al., ed. Healthy policy at the local level. 
Frankfurt am Main and Boulder, CO, Campus Verlag 
and Westview Press, 1989) 

So, what is happening in healthy public policy in 
the Healthy Cities movement? Several cities have acted 
to place health on the wider urban political agenda, 
including Montpellier, Rennes, Seville, Vienna, Za-
greb, Belfast, Bloomsbury/Camden and Copenhagen. 

In Montpellier, an initiative links up more than 
600 different organizations with an interest in health to 
explore the possibilities for further intersectoral deci-
sion-making and policy development. In Rennes, the 
Healthy Cities project developed a city-wide Charter for 
the Disabled, establishing principles for policy on acces-
sibility and services for people with disabilities. In 
Seville, policies are being developed that target risk 
groups more broadly than health services alone. The 
process of determining urban renewal policies in Vienna 
is structured through neighbourhood offices where the 
community may participate in the decision-making 
process. Zagreb has undertaken a project to label spe-
cific factories as being healthy workplaces and is ex-
panding this policy. Copenhagen is using its Healthy 
Cities shop as its major vehicle to further develop local 
healthy public policies in close collaboration with the 
public. 


