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0. Forewords. What 
there is in this report, 
and what there is not 
 
During the Second BHC Thematic 
Workshop, held in Torino in March 
2010, participants discussed about 
their Local Action Plans, the difficulties 
they were encountering in drafting 
good and effective plans, the chal-
lenges to put lots of ideas into a co-
herent instrument, the need to define 
a realistic work programme in which 
the greatest part was probably des-
tined to remain as a wish because it is 
normally difficult to raise money, fig-
ure out in crisis time! 
The LAPs, though, were there to be 
discussed, more or less advanced but 
still never disappointing. Very differ-
ent, 10 peculiar action plans, and yet 
somehow grouped in two groups: 
some based on existing broader de-
velopment projects or strategies in 
which the challenge of taking into 
account health and quality of life 
needed to be highlighted; some oth-
ers developing the knowledge ca-
pacity of cities’ departments or local 
authorities responsible for health issues 
through the improvement of assess-
ment and monitoring methodologies. 
All the cities focusing their efforts in 
improving the networking among 
local partners, in order to work to-
gether to reach common goals. This 
can be considered a real added 
value of the URBACT experience for 
partner cities. 
Still, the theme of the Workshop was 
“Healthy Sustainable Lifestyle”, as if a 
clarification on what this is was 
needed. It was not. It become clear, 
hearing the presentations, that (first) 
there were at least as many healthy 

sustainable lifestyles as many cities in 
the network, and (second) what was 
more urgent was a better understand-
ing of what was going to happen right 
after the ending of the project. This 
has to do with the Third – and last offi-
cial – Thematic Network, on the “Use 
of Structural Funds in Developing 
Health Gains”, but it has also a lot to 
do with a wider knowledge of the 
framework in which in the EU is pos-
sible to develop policies and projects 
dedicated to health and quality of life 
issues. 
Be that as it may, this report is there-
fore not dedicated neither to de-
scribe what a healthy sustainable life-
style is the different lifestyles in partner 
cities. This report is, instead, an at-
tempt to provide a synthetic and ef-
fective guide through the wider Euro-
pean context of initiatives and options 
to which cities can be interested for 
carrying on their action plans well af-
ter the end of BHC. 
In a draft stage it is evident, in fact, 
that cities will not be able to rely 
completely (or at all) on Structural 
Funds, but will need to “creatively” 
imagine to fund action plans with dif-
ferent funding sources, at EU, national 
and local level, public and private 
funds. This understanding is also a di-
rect result of the unequal relation be-
tween the critical mass of challenges 
that have to be faced at local level 
and the practically insufficient rel-
evant means and competences at-
tributed to cities. 
BHC does not call, anyway, neither for 
a major devolution of competences 
to cities, nor for a generic increase of 
available funding. The focus is instead 
in the improved assessment capaci-
ties to help citizens, politicians and 
experts to know more about their cit-
ies and to define better policies for a 
healthy development. Since the be-
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ginning of the Building Healthy Com-
munities project there has been a 
common understanding among part-
ners: to share knowledge and prac-
tices and to know more about what 
was going on elsewhere when deal-
ing with the issues of health, quality of 
life, wellbeing, sustainability. 
 
Another added value of the network 
 
Apart from the three thematic work-
shops, foreseen at the beginning of 
the project, there has been a con-
stant request for more exchanges on 
specific topics that may have come 
out during our meetings, via email or 
through the newsletter. The first of 
these meeting, that we decided to 
call “Exchanges”, has taken place in 
Belfast and was focused on Health 
Impact Assessment (main findings in 
BHC First Report). In this case a city 
was considered as a donor, because 
of its long experience in HIA, and 
other cities came as beneficiaries to 
the meeting. 
A second meeting took place four 
months after the Torino Workshop and 
thanks to the discussion occurred dur-
ing the works. Its theme was social 
marketing and the donor city – and 
host – has been Barnsley. 
A third meeting then occurred in 
December in Madrid and this time its 
focus was on the mix of urban regen-
eration strategies and use of indica-
tors of quality of life that the Spanish 
partners introduced in their LAP. 
Both the Barnsley and the Madrid Ex-
changes will be briefly reported re-
spectively in Annex 1 and 2. The need 
for exchanges is not over yet, though, 
and a fourth is foreseen in Lecce in 
March 2011, on urban regeneration 
strategies oriented towards green en-
ergies and environmental safeguard. 

Its results will be available in the Final 
Report. 
 
Marco Santangelo 
BHC Lead Expert 
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1. Health and Quality 
of Life in Cities 
 
Healthy, sustainable lifestyles in Euro-
pean cities have a variety of possible 
definitions according to place’s pecu-
liarities, social conditions, cultures, cli-
mate, etc. This is true if we consider 
the differences between a city in 
Northern Europe and another one in 
the Southern part of the continent, 
but it can also be said for people with 
different income living in the same 
city and sometimes in the same 
neighbourhood. The European social 
model, well before its codification1 
and taking into account the differ-
ences among Member States, has 
proved that in the European Union is 
shared a specific attention to the 
balance between competitiveness 
and cohesion policies that results in 
the search for the provision of equal 
and fair living conditions for all its citi-
zens, no matter where they are living. 
This is witnessed at the EU level by the 
five Cohesion Reports that have been 
published, the last of which – Investing 
in Europe’s Future. Fifth Report on 
Economic, Social and Territorial Cohe-
sion – has been released in its draft 

                                                 
1 The Commission’s 1994 White Paper on 
social policy (COM (94) 333) described a 
“European social model” in terms of values 
that include democracy and individual rights, 
free collective bargaining, the market econ-
omy, equal opportunities for all, and social 
protection and solidarity. The model is based 
on the conviction that economic progress 
and social progress are inseparable: “Com-
petitiveness and solidarity have both been 
taken into account in building a successful 
Europe for the future.” 
(http://www.eurofound.europa.eu) 

version in November 20102. In the Re-
port there is a section that is titled 
“Improving well-being and reducing 
exclusion” (p. 73-117), in which tradi-
tional data to assess quality of life 
conditions in EU countries are showed 
(e.g. related to the access to health 
care, ageing, unemployment, etc.), 
but there is also a hint to the new 
trend of coupling GDP with some 
more relevant (and yet fuzzy) indica-
tors of development (see box 1). The 
“Happiness Index”, for instance, tries 
to measure the degree of satisfaction 
of their own life of EU citizens because 
“more economic growth does not 
necessarily lead to a happier popula-
tion” (Fifth Cohesion Report, p. 115)3. 
 
Box 1. Happiness and life satisfaction 
 
A growing number of academics4, re-
searchers5 and politicians argue that 
wellbeing, in the form of a long and 
happy life, should be an important 
goal of public policy6. Research has 

                                                 
2 
http://ec.europa.eu/regional_policy/sources/
docoffic/official/reports/cohesion5/index_en 
.cfm 
3 Some Member States started to measure 
people’s psychological and environmental 
wellbeing by creating their own happiness in-
dex. See for instance the cases of Italy, United 
Kingdom and France and the methodology 
set up by the New Economics Foundation 
(http://www.neweconomics.org/programmes
/well-being). The most quoted publication on 
this issue is the Stiglitz, Sen and Fitoussi “Report 
by the Commission on the Measurement of 
Economic Performance and Social Progress” 
(2009; www.stiglitz-sen-fitoussi.fr). 
4 Layard, Richard (2006), “Happiness: Lessons 
from a New Science”, Penguin, London. 
5 New Economics Foundation (2009), NEF, 
National Accounts of Well-being, nef, Lon-
don. 
6 Stiglitz, J., Sen, A., Fitoussi, J. (2009), “Report 
by the Commission on the Measurement of 
Economic Performance and Social Progress”. 
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shown7 that although more devel-
oped countries tend to be happier 
than less developed ones, more eco-
nomic growth does not necessarily 
lead to a happier population. An in-
crease in economic activity does not 
always lead to more and better jobs. 
Nor does it automatically lead to an 
increase in average income. In some 
countries, the benefits of economic 
growth have largely gone to high-
income groups or to companies, while 
median household income has barely 
increased or has even fallen. Eco-
nomic growth can also be accompa-
nied by longer working hours, more 
stress and a deterioration in the 
quality of life. In 2007, the three Mem-
ber States with the highest scores on 
the happiness index were the three 
Nordic countries. The three with the 
lowest scores were Bulgaria, Latvia 
and Portugal. Although overall, hap-
piness tends to be less in the less de-
veloped Member States, this is not al-
ways the case. Malta is an extreme 
case, ranking only 18th in terms of 
GDP per head, but 7th according to 
the happiness index, while Austria has 
the 4th highest GDP per head but 
ranks 19th on the happiness index. Life 
satisfaction is another frequently used 
subjective indicator of wellbeing. It is 
highly correlated with happiness. The 
three Nordic Member States also  
had the highest life satisfaction, ac-
cording to a Eurobarometer survey 
conducted in 2009. One reason cited 
for the high levels of happiness in 
these countries is not only their high 
income but also the relatively equal 
distribution of this. 
(Fifth Cohesion Report, p. 115) 
 
                                                 
7 Veenhoven, Ruut (2000), “Well-being in the 
welfare state: Level not higher, distribution not 
more equitable”, Journal of Comparative Pol-
icy Analysis, vol. 2, pp 91–125. 

It is, however, at the city level that 
main effects and impacts of a good 
balance between economic devel-
opment strategies and policies pro-
moting wellbeing can be seen. Cities 
have, in fact, a direct contact with 
citizens’ life conditions – and thus di-
rect responsibilities in providing heal-
thy and fair living conditions – but 
smaller and weaker competences in 
terms of finances and legislation es-
pecially as far as the impact of the 
economic crisis is concerned. As it is 
stated in the recent study URBACT Cit-
ies Facing the Crisis. Impact and Re-
sponses (2010): “cities are clearly on 
the front line when it comes to the 
impact of the crisis and they will play 
a major role in both exploring and im-
plementing many of the solutions 
which directly affect people’s lives” 
(p. 10)8. Different answers have been 
designed to respond to the crisis, but 
apart from the common idea of the 
need of a sound city-level approach 
in dealing with the problems arising, it 
is clear that cities are just increasing 
their efforts in fields in which they were 
already active. The crisis didn’t create 
new problems, it exacerbated many 
of them (unemployment, provision of 
social services, etc.). This is recognized 
in the last EU documents that regard 
European cities. 
The Toledo Declaration is a reference 
document on integrated urban re-
generation and its strategic potential 
for a smarter, more sustainable and 
socially inclusive urban development 
in Europe (thus referring to the EU2020 
Strategy)9 (see box 2). In the docu-

                                                 
8 
http://urbact.eu/fileadmin/general_library/Cri
se_urbact__16-11_web.pdf 
9 Toledo Informal Ministerial Meeting on Urban 
Development Declaration, Toledo, 22 June 
2010. 
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ment the strategic importance of inte-
grated urban regeneration to 
achieve a smarter, more sustainable 
and inclusive urban development is 
highlighted10. 
 
Box 2. The Toledo Declaration and EU 
cities 
 
As has been addressed in the Europe 
2020 Strategy, the European Union 
faces a number of major challenges 
in terms of economics (financial and 
economic recession, globalisation, 
etc.), social issues (unemployment, 
social integration, demographic struc-
ture, inequality, etc.) and the envi-
ronment (climate change, preserving 
natural resources, etc.), maintaining 

                                                                            
(http://www.eukn.org/News/2010/June/Minist
ers_of_Housing_and_Urban_Development_ap
prove_the_Toledo_Declaration). 
For the EU2020 Strategy, see: http://ec.euro 
pa.eu/europe2020/index_en.htm 
10 There is also a Toledo Declaration on 
Health and the Global Crisis, which has been 
promoted by the International Association of 
Health Policy in September 2009. This declara-
tion states that: “the economic and financial 
crisis which affects all countries of the world is 
the result of economic globalisation and of 
international relations made hegemonic by 
ideology and neoliberal forces, which have in 
essence steered it towards the imposition of 
market relations, a reduced role for the state 
as a guarantor of human rights, the elimina-
tion of public services (education, health and 
social services) and the deregulation of eco-
nomic and commercial relationships at an 
international level. Significant global organisa-
tions have played a part in this, including the 
World Trade Organisation, the World Bank, 
the International Monetary Fund, among oth-
ers. These organisations have promoted the 
privatisation of public services (General 
Agreement on Trade and Services), the re-
duction of social spending, the casualisation 
of working conditions and the elimination of 
constraints upon the circulation of capital, in 
favour of freedom to speculate”. 
(http://privatizationhealthobse 
rvatory.eu/node/27). 

that “our exit from the crisis must be 
the point of entry into a new econ-
omy. For our own and future genera-
tions to continue to enjoy a high 
quality of healthy life, underpinned by 
Europe's unique social models, we 
need to take action now. What is 
needed is a strategy to turn the EU 
into a smart, sustainable and inclusive 
economy delivering high levels of 
employment, productivity and social 
cohesion”(p. 8)11. To do so, the Europe 
2020 strategy sets out three mutually 
reinforcing priorities: smart growth, 
developing an economy based on 
knowledge and innovation; sustain-
able growth, promoting a more re-
source efficient, greener and more 
competitive economy; and, inclusive 
growth, fostering a high-employment 
economy delivering social and terri-
torial cohesion. 
In this regard, cities and towns are vi-
tal for achieving the general objec-
tives and specific headline targets of 
the Europe 2020 strategy. If the im-
pact of these challenges on Europe’s 
cities is considered and examined 
from the classical viewpoint of the 
multiple dimensions of sustainability 
(economic, social, environmental, cul-
tural and governance), it comes out 
that urban regeneration may have a 
truly strategic role to play in the future 
of urban development in Europe, and 
come to represent an opportunity to 
help to address the challenges of 
European cities from this multiple per-
spective, and particularly to address 
them in the existing urban fabrics. 
(from the Toledo Declaration, pp. 1-4) 
 
The Toledo document is very import-
ant because it calls for a renewed EU 
effort for European cities, both in 

                                                 
11 “Europe2020. A strategy for smart, sustain-
able and inclusive growth”, COM(2010)2020. 
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terms of strategies and program-
mes/projects. Yet, the Toledo De-
claration draws mainly from the 
Leipzig Charter, which, by the way, 
makes more direct reference to citi-
zens’ wellbeing (see § 4). What is im-
portant to stress is that the challenge 
of working for healthy sustainable life-
styles in EU cities is made more com-
plicated by the crisis, but still cities act 
in the framework of the EU policies 
and directives and can exploit also 
the knowledge and programming 
capacities that the World Health Or-
ganisation is providing, especially 
through its “Healthy Cities” experi-
ence. In the next pages EU and WHO 
roles will be analyzed, updating the 
contents of the BHC Baseline Study 
that forms the basis of the network 
common work. 
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2. The EU role 
 
On the European stage the EU, and 
especially the European Commission 
through the DG SANCO, is active in 
health promotion and linking issues of 
the environment12 and health policies 
together. 
 

“We need to ensure that health 
is at the very heart of policy 
making at regional, national 
and EU level. We need to pro-
mote health through all poli-
cies. Policy measures as differ-
ent as inner city development, 
regional transport infrastructure, 
applied research, air pollution, 
or international trade must take 
health into account. Health 
needs to be integrated into all 
policies, from agriculture to 
environment, from transport to 
trade, from research to hu-
manitarian aid and develop-
ment.” (Byrne, 200413) 

 
Improving quality of life and good 
health is the EU major goal, and it is 

                                                 
12 Although there is a Directorate General 
dedicated to the environmental issues: DG 
Environment. Its mission is to protect, preserve 
and improve the environment for present and 
future generations. It is possible to see that 
many projects – and possibly some funding 
sources – are related to the fields of action 
that BHC partner cities are undertaking in 
their LAPs. LIFE+ its the most important finan-
cial instrument for DG Environment and has 
entered into force with the publication of the 
Regulation in the Official Journal L149 of 9 
June 2007. The 2011 call for proposals will be 
published in Mid-February 2011, with a dead-
line for submission for the end of Mid-July (see 
http://ec.europa.eu/ 
environment/life/funding/lifeplus.htm). 
13 Byrne D. (2004), Enabling good health for 
all. A reflection process for a new EU health 
strategy, EC – DG Health and Consumer Pro-
tection, Bruxelles. 

achievable by approaching it from a 
broad perspective. While acknow-
ledging the role of Member States in 
this policy area, the EU do not pro-
poses legislation at European level, 
just raises awareness of the issue. 
Under the EU Treaty (Treaty of Amster-
dam, 1997), actions must aim to im-
prove public health, prevent human 
illness and diseases and identify sour-
ces of danger to human health. This 
has led to integrated health-related 
work at EU level, aiming to bring 
health related policy areas together. 
Article 152 of the Treaty is, in fact, 
concerned with public health when it 
says: 
 

“A high level of human health 
protection shall be ensured in 
the definition and implementa-
tion of all Community policies 
and activities. Community ac-
tion [...] shall be directed to-
wards improving public health, 
preventing human illness and 
diseases, and obviating sources 
of danger to human health”. 

 
The Lisbon Treaty recalls this attention 
to health and quality of life in article 3, 
when it highlights that “the Union’s 
aim is to promote peace, its values 
and the well-being of its people”. It is 
through the Health Strategy (adopted 
in October 2007) and the related 
Health Programme, anyway, that the 
EU plays its part in improving public 
health in Europe. The role of the EU is 
to support Member States in their ac-
tions of public health and to assist 
national decision-making. Thus, EU ac-
tion focuses on strengthening co-
operation and coordination, support-
ing the exchange of evidence-based 
information and knowledge. Public 
authorities in Member States have a 
responsibility to ensure that these 
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concerns are reflected in their poli-
cies. In addition, the European Union 
has a vital role to play through the ob-
ligations placed on it by the European 
Treaties. Community actions com-
plement the Member States’ national 
health policies, but at the same time 
bring European added value: issues 
such as cross-border health threats – 
for example influenza - or free move-
ment of patients and medical per-
sonnel need a response at European 
level. 
 

2.1 The Health Strategy 
and the Health Pro-
gramme 
 
“Together for Health: A Strategic Ap-
proach for the EU 2008-2013” is EU’s 
current Health Strategy main docu-
ment. This Strategy aims to provide, for 
the first time, an overarching strategic 
framework spanning core issues in 
health as well as health in all policies 
and global health issues. The Strategy 
aims to set clear objectives to guide 
future work on health at the European 
level, and to put in place an imple-
mentation mechanism to achieve 
those objectives, working in partner-
ship with Member States. The Strategy 
focuses on four principles and three 
strategic themes for improving health 
in the EU. 
The principles include: 
- taking a value-driven approach; 
- recognising the links between 

health and economic prosperity; 
- integrating health in all policies; 
- strengthening the voice of the EU 

in global health. 
 
The strategic themes include: 
- fostering good health in an age-

ing Europe; 

- protecting citizens from health 
threats; 

- dynamic health systems and new 
technologies. 

 
The Health Programme is the key 
means to implement health objec-
tives at European level. The “Second 
Programme of Community Action in 
the Field of Health 2008-2013” follows 
the first Programme of Community ac-
tion in the field of public health (2003-
2008), which financed over 300 pro-
jects and other actions. 
The Health Programme is based on Ar-
ticle 152 of the Treaty establishing the 
European Community. It is an incen-
tive measure designed to protect and 
improve human health, excluding any 
harmonisation of the laws and regula-
tions of the Member States. The Health 
Programme 2008-2013 is intended to 
complement, support and add value 
to the policies of the Member States 
and contribute to increased solidarity 
and prosperity in the European Union 
by protecting and promoting human 
health and safety and by improving 
public health. 
The Programme objectives are: 
 
To improve citizens’ health security: 

• Developing EU and Member 
States’ capacity to respond to 
health threats, for example with 
health emergency planning 
and preparedness measures; 

• Actions related to patient 
safety, injuries and accidents, 
risk assessment and community 
legislation on blood, tissues and 
cells. 

 
To promote health, including the re-
duction of health inequalities: 

• Action on health determinants - 
such as nutrition, alcohol, to-
bacco and drug consumption, 
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as well as social and envi-
ronmental determinants; 

• Measures on the prevention of 
major diseases and reducing 
health inequalities across the 
EU; 

• Increasing healthy life years 
and promoting healthy ageing. 

 
Health information and knowledge: 

• Action on health indicators and 
ways of disseminating informa-
tion to citizens; 

• Focus on Community added-
value action to exchange 
knowledge in areas such as 
gender issues, children's health 
or rare diseases. 

 
Aspects regarding actions or projects 
selection and implementation have 
been delegated to and Executive 
Agency (see box below). 
 

Box 3. The Executive Agency for 
Health and Consumers 
 
The Commission delegated to the 
Executive Agency for Health and 
Consumers the responsibility for im-
plementing the Public Health Pro-
gramme, the Consumer Programme 
and the Food Safety Training Meas-
ures. There are various funding possi-
bilities under the EU Health Pro-
gramme 2008-2013, although at the 
moment there are no calls available. 
Funding possibilities include (see 
ec.europa.eu/eahc/health/health.ht
ml): 
- grants for action (projects); 
- operating grants for organisations 

or specialised networks; 
- co-financing of conferences; 
- joint action by the Community and 

Member States as well as other 
(third) countries participating in the 
Programme; 

- tendering of actions to achieve the 
Programme objective. 

 
Apart from actions and policies di-
rectly promoted by DG SANCO, many 
other Community interventions have 
an impact on health and health sys-
tems across Europe. They are often 
developed within a different policy 
logic and decision makers are often 
not well aware of potential health ef-
fects. Important health determinants 
cannot be influenced by health pol-
icy on its own; there is a need for co-
ordinated actions involving other pol-
icy areas such as environmental, 
social or economic policies. 
To this purpose, it is essential to take 
into account the Lisbon Agenda, be-
ing the key EU policy on economic 
growth and productivity, and to main-
stream health into the Lisbon Agenda 
is one of the most important achieve-
ments of mainstreaming health into 
other policies. The link between health 
and economic prosperity is more and 
more widely recognised, in particular 
in relation to the ageing population 
(the Healthy Life Years indicator, a 
measure of years lived in good health, 
being the only European Structural 
Indicators of the Lisbon Agenda that 
directly relates to health). 

The Finnish Ministry of Health and 
Social Affairs has especially taken 
forward the up the theme of Health in 
All Policies as part of its 2006 Presi-
dency of the European Union. With 
co-funding from the Community Pub-
lic Health Programme the Presidency 
co-ordinated a project entitled “Eu-
rope for health and wealth”, which 
consists of influencing determinants of 
health in other national and Com-
munity policies and gathering the 
best available knowledge on good 
practices to engage other sectors in 
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improving health and reducing health 
inequalities. To this purpose, also The 
contribution of health to the economy 
in the European Union (2005), must be 
taken into account, since “there is a 
sound theoretical and empirical basis 
to the argument that human capital 
contributes to economic growth. 
Since human capital matters for eco-
nomic outcomes and since health is 
an important component of human 
capital, health matters for economic 
outcomes. At the same time, eco-
nomic outcomes also matter for 
health” (p.9)14. One of the latest rel-
evant document on this issue is Soli-
darity in health: reducing health in-
equalities in the EU (2009), in which 
the Commission shows its concern 
over the extent and the conse-
quences of health inequalities both 
between and within Member States, 
suggesting an improved coordination 
of policies and efforts in Europe 
(COM(2009)567final). 
According to what has been said 
above, the attention can be focused 
on three issues of the European Health 
Strategy – and their determinants – 
that can, in particular, been con-
sidered as important for an healthier 
Europe in which there are better 
quality of life conditions for all, taking 
into account the city/region level. 
These issues are: lifestyle, health in-
equalities and their socio-economic 
determinants, the environment. A 
brief description of these issue will be 
provided, while in the following 
pages, to reinforce the link between 
health and all policies and between 
health and a more local focused ap-
proach, the point of view of the WHO 
will be highlighted. 
 
                                                 
14 
http://ec.europa.eu/health/ph_overview/Do
cuments/health_economy_en.pdf 

2.2 Lifestyle 
 
Lifestyle related health determinants 
are multi-dimensional. These determi-
nants are linked to number of major 
health problems. Also, some health is-
sues share same determinants such as 
tobacco, alcohol, and nutrition. 
Health problems linked to lifestyle re-
lated health determinants can be life-
situation specific (e.g. in childhood or 
in old age) but they can also be 
strongly linked to cultural aspects. In 
addition, socio-economic factors are 
an important reason for variations in 
health. Addressing these factors is 
considered as important in the 
framework of the EU Health Strategy, 
and a comprehensive health promo-
tion in various settings (e.g. schools, 
workplaces, families and local com-
munities) has proven to be efficient in 
addressing health determinants. 
 

2.3 Health inequalities 
and socio-economic de-
terminants of health 
 
Health inequalities lower the ability of 
huge numbers of EU citizens to 
achieve their potential. Action to re-
duce health inequalities aims: 
- to improve everyone’s level of 

health closer to that of the most 
advantaged; 

- to ensure that the health needs of 
the most disadvantaged are fully 
addressed; 

- to help the health of people in 
countries and regions with lower 
levels of health to improve faster. 

 
At the EU level this involves many pol-
icy areas including: 
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- Economic, employment and social 
policy - through the Lisbon process 
to strengthen the European econ-
omy and at the same time ensure 
social protection and measures to 
improve social inclusion. 

- Regional Policy - to support the 
economies and health infrastruc-
ture of countries and regions of the 
EU which are lagging behind or 
have special needs. 

- Research - to identify the causes of 
socio-economic health inequalities 
and to develop and evaluate 
measures to combat them 

- Public Health - action to reduce 
health inequalities is an overall aim 
and objective of the public health 
action programme 2007-2013. 

 

2.4 Environment 
 
The presence of natural or man-made 
hazards is a source of environmental 
diseases, which might be seen as the 
visible and clinical indication of inad-
equate environmental conditions. Key 
areas of action could be: 
• Outdoor and indoor air pollutants 

quality, 
• Noise 
• Indoor environment and housing 

conditions, 
• Water quality contamination, 
• Electromagnetic fields and radi-

ation, 
• Chemical exposures. 
 
The impact of these factors are felt in 
association with hearing problems, 
sleeping disorders, stress leading to 
hypertension and other circulatory 
diseases, skin and other cancers, 
asthma, or birth defects. 

 

2.5 Europe at a glance: 
health data and the per-
ception of quality of life 
 
The EU has also promoted several at-
tempts to monitor its citizens living 
conditions. The Eurostat offices work 
on collecting and harmonizing data 
from national statistical offices with 
sometimes very different collecting 
methodologies, and efforts have 
been made to collect comparable 
data at city level (especially through 
the Urban Audit). Two of the most in-
teresting and recent studies in this 
field are the Health at a glance: Eu-
rope 2010 (2010) co-production of 
OECD and European Commission 
(see box 4) and the Perception survey 
on quality of life in European cities 
(2010) (see box 5 and fig. 1). 
 

Box 4. Health at a Glance: Europe 
2010 
OECD (2010), Health at a Glance: Europe 
2010, OECD Publishing.  
http://dx.doi.org/10.1787/health_glance-
2010-en 
 
The first edition of “Health at a 
Glance: Europe 2010” presents a set 
of key indicators on health and health 
systems across 31 countries –the 27 
European Union member states, three 
European Free Trade Association 
countries (Iceland, Norway and Swit-
zerland), and Turkey. The selection of 
indicators is based on the European 
Community Health Indicators (ECHI) 
shortlist –a set of indicators used by 
the European Commission to guide 
the development of health informa-
tion systems in Europe. In addition, the 
publication provides detailed informa-
tion on health expenditure trends 
across countries, building on the 
OECD’s established expertise in this 
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area. 
Health at a Glance: Europe2010 pre-
sents evidence of wide variations 
across European countries in popula-
tion health status, risk factors for 
health, the inputs, outputs and out-
comes of health care systems, and 
levels of health expenditure and 
financing sources. It offers some ex-
planation for these variations, provid-
ing a background to understand 
more fully the causes underlying such 
variations and to develop policy op-
tions to reduce gaps across countries. 
It should also be noted that while 
basic population breakdowns by sex 
and age are presented, this publica-
tion does not generally provide detail 
by sub-national regions, by socio-
economic groups or by ethnic/racial 
groups. For many indicators, readers 
should keep in mind that there may 
be as much variation within a country 
as there is across countries. 

 
 
Box 5. Perception survey on quality of 
life in European cities 
http://ec.europa.eu/regional_policy/sources/
docgener/studies/pdf/urban/survey2009_en.
pdf 
 
The survey was conducted in Novem-
ber 2009 to measure local percep-
tions in 75 cities in the EU, Croatia and 
Turkey (see fig. 1, below). Its main find-
ings are related to 9 topics: 
  
Health care, jobs and housing 
· Of the 75 cities surveyed, residents of 
North-Western European cities were 
most satisfied with health care ser-
vices: at least 80% of respondents in 
those cities said they were content. 
The levels of satisfaction were 
considerably lower in many southern 
and eastern European cities. 
· The picture in regard to job oppor-

tunities was rather bleak: there were 
only six cities where more than half of 
respondents agreed that it was easy 
to find a good job.  
· Apart from 10 cities, respondents 
held a pessimistic view about the 
availability of reasonably priced hous-
ing; many cities where respondents 
held such a view were capitals and/or 
large cities. 
 
Poverty / economic situation  
· Except for nine cities, respondents 
who thought that poverty was a prob-
lem in their city outnumbered those 
who believed it was not an issue. 
· Despite those prevailing views about 
poverty, it was rare for more than half 
of respondents in any of the cities to 
admit that they have financial difficul-
ties themselves.  
Immigration / presence of foreigners  
· Opinions about the presence of for-
eigners in the surveyed cities were 
generally positive: in 68 cities, a slim 
majority of interviewees, at least, 
agreed that their presence was bene-
ficial.   
· However, in almost all cities, the pro-
portion who agreed that foreigners in 
their city were well integrated was 
lower than the proportion who a-
greed that their presence was good 
for the city. 
 
Safety and trust  
· As to whether people could be 
trusted, the picture across cities was 
mixed. In about one-third, less than 
half agreed that most of their fellow 
citizens were trustworthy. Several 
eastern European capitals were at the 
lower end of the scale.  
· In most Nordic cities, about two-
thirds of respondents always felt safe 
in their city. There was a strong corre-
lation between the proportion of re-
spondents who agreed that most of 
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their fellow citizens could be trusted 
and the proportion who always felt 
safe in their city.  
· Respondents across all surveyed cit-
ies were more likely to say they always 
felt safe in their neighbourhood than 
they were to say that they always felt 
safe in their city. 
 
Main issues facing city dwellers  
· When asked to list the three main is-
sues facing their city, respondents 
typically opted for “job cre-
ation/reducing unemployment”, 
“availability/quality of health services” 
and “educational facilities”.   
· Job creation and reducing unem-
ployment appeared among the three 
most significant problems that re-
spondents’ cities faced in 64 of the 75 
surveyed cities.  
· The need to improve the 
quality/availability of health services 
appeared among the top three prob-
lems in 54 cities. 
 
Pollution / climate change  
· There appears to have been an im-
provement in the situation regarding 
air and noise pollution in European cit-
ies.  
· In all Italian cities in this study, a large 
majority of respondents agreed that 
air pollution was a major problem. A 
large number of cities in that same 
situation were capitals and/or large 
cities (with at least 500,000 inhabit-
ants).  
· In most cities, more than half of re-
spondents agreed that noise was a 
major problem in their city – this pro-
portion ranged from 51% in Rotterdam 
and Strasbourg to 95% in Athens. 
· As with the results for air and noise 
pollution, a majority of cities seemed 
to have made progress in terms of 
cleanliness in the past few years.   
· There was a strong correlation be-

tween the perceived levels of air pol-
lution and perceptions about whether 
a city was healthy to live in or not - the 
same cities appeared at the higher 
and lower ends of the rankings.   
· Cities where respondents were more 
likely to agree that there was a com-
mitment to fight climate change were 
also the ones where respondents we-
re somewhat more likely to agree that 
their city was a healthy place to live. 

 
Administrative services  
· In roughly one in three of the sur-
veyed cities, a slim majority of re-
spondents – at least – thought that 
their city spent its resources in a re-
sponsible way.   
· All surveyed German cities (except 
Munich) were at the bottom of the 
ranking relating to administrative ser-
vices – the proportion of respondents 
who disagreed that resources were 
spent responsibly in their city ranged 
from 52% in Leipzig to 73% in Dort-
mund.  
· There was a strong correlation be-
tween the proportion of respondents 
who agreed that resources were 
spent in a responsible way and those 
who felt that administrative services 
helped citizens efficiently. 
 
City infrastructure  
· In a majority of cities (54 of 75), at 
least three-quarters of respondents 
were satisfied with their own city’s cul-
tural facilities, such as concert halls, 
museums and libraries.  
· In 69 cities, a majority of respondents 
said they were satisfied with public 
spaces, such as markets and pedes-
trian areas. Many cities at the higher 
end of the ranking (where most re-
spondents were satisfied with their 
city’s markets and pedestrian areas) 
were situated in northern and western 
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European countries.  
· In 25 cities, at least three-quarters of 
interviewees were satisfied with the 
beauty of streets and buildings in their 
neighbourhood, and in another 40 cit-
ies, between half and three-quarters 
of respondents expressed satisfaction.   
· Nonetheless, in almost all cities, re-
spondents were more likely to be satis-
fied with their city’s markets and pe-
destrian areas than they were to be 
satisfied with the outlook of the streets 
and buildings in their neighbourhood.   
· A majority of citizens were satisfied 
with parks and gardens in their cities 
except in 7 of the 75 listed cities. Simi-
larly, a majority of citizens were satis-
fied with outdoor recreational facilities 
in all cities except for 9 of the 75.   
· Many citizens found it difficult to es-
timate their satisfaction with their 
city’s sports facilities – the proportion 
of “don’t know” responses reached 
44% in Liege and Riga.  
· Overall, a positive picture emerged 
in terms of satisfaction with the types 
of facilities provided. In a majority of 
surveyed cities, at least three-quarters 
of respondents were satisfied with at 
least four of the six items listed in the 
survey, while this proportion dropped 
below 50% in just 11 cities. 
 
Public transport  
· In about half of the surveyed cities 
roughly two-thirds of respondents said 
they were very or rather satisfied with 
their city’s public transport.  
· The largest proportions of “frequent 
public transport users” were found in 
Paris, London, Prague, Stockholm and 
Budapest – there, at least three-
quarters of respondents took a bus, 
metro or another means of public 
transport in their city at least once a 
week. 
· Europe’s capitals were among the 
cities with the highest proportions of 

respondents who used public trans-
port to commute – for example, 90% 
in London, 56% in Bratislava and 52% 
in Sofia. 
· Commuting times were the longest 
in Europe’s capitals and large cities 
(i.e. those with more than 500,000 in-
habitants). 
· In eight cities, a relative majority of 
respondents – at least – said they usu-
ally walked or cycled to work or col-
lege. 
 
The OECD study and the EU survey 
shows an improved capacity of the 
EU to know more about health and 
quality of life related issues, and this 
has to be paired with the direct and 
indirect actions that DG SANCO and 
other DGs (REGIO, ENVIRONMENT, 
EMPLOYMENT) have promoted. But 
from the point of view of the possibili-
ties to exchange practices and to 
create thematic networks of cities the 
WHO role is quite important at Euro-
pean level. 
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Fig. 1 – Urban Audit Perception Survey Participating Cities 
 

 
 
Source: European Commission, DG REGIO 
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3. The WHO role 
 
WHO action in public health policies – 
especially referring to the WHO Euro-
pean Regional Office – goes hand in 
hand with EU policy developments. 
Since health habits and outcomes of 
health behaviour are highly affected 
by other social-economic circum-
stances, in 2005 the Director General 
of the WHO set up a global commis-
sion on the “Social Determinants of 
Health”. The objective of the commis-
sion was to achieve policy change by 
learning from existing knowledge 
about the social determinants of 
health and turning that learning into 
global and national political and 
economic action15. 
According to the definition given by 
WHO: 
 

“[h]ealth is a state of complete 
physical, mental and social 
well-being and not merely the 
absence of disease or infirmity. 
The enjoyment of the highest 
attainable standard of health is 
one of the fundamental rights 
of every human being without 
distinction of race, religion, po-
litical belief or economic and 
social condition” 16. 

 
Not only does this statement define 
health, it is evidence of the public 
health pendulum swinging away from 

                                                 
15 
http://www.who.int/social_determinants/en/. 
16 Preamble to the Constitution of the World 
Health Organization, as adopted by the 
International Health Conference, New York, 
19 June - 22 July 1946. Signed on 22 July 1946 
by the representatives of 61 States (Official 
Records of the World Health Organization, no. 
2, p. 100) and entered into force on 7 April 
1948. The definition has not been amended 
since 1948. 

a medical model and back towards a 
social model – the new public health 
paradigm. The medical model fo-
cuses on the individual and on inter-
ventions that are used to treat dis-
ease. By contrast, a social model con-
siders health as an outcome of the ef-
fects of socio-economic status, cul-
ture, environmental conditions, hous-
ing, employment and community in-
fluences. 
This perspective conveys the breadth 
of public health and the need for 
health, in the broadest sense, to be 
considered in development processes 
and in policy-making. Its tenets are as 
follows: 
1. health is not merely the absence 

of disease or disability; 
2. health problems are defined at 

the policy level; 
3. health is a social issue; 
4. improving health status requires a 

long-term focus on policy devel-
opment; 

5. improving health status requires a 
primary focus on changing basic 
conditions; 

6. improving health status requires 
involving natural leaders in the 
process of change. 

 
Good health is, in fact, something that 
everyone wants – for themselves, their 
children and for the wider economic 
and social benefits it brings to our 
society. It plays a major role in long-
term economic growth and sustain-
able development. This is especially 
true in urban areas, where the envi-
ronmental, economic and social di-
mensions meet most strongly. Cities 
are where many environmental, eco-
nomic and social problems are 
concentrated, but they are also the 
national economic drivers, the places 
where business is done and invest-
ments are made. Four out of five Euro-
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European citizens live in urban areas, 
and their quality of life, wellbeing and 
health is directly influenced by the 
state of the urban environment, eco-
nomic and social factors. The attrac-
tiveness of European cities will en-
hance their potential for growth and 
job creation, and cities are therefore 
of key importance to the implementa-
tion of the Lisbon Agenda17. 
At the United Nations World Summit 
on Sustainable Development in Jo-
hannesburg (South Africa, 2002) WHO 
identified urbanization as a key chal-
lenge for health and sustainable de-
velopment, along with poverty, global 
environmental change, globalisation 
and disasters. Air pollution, noise, 
overcrowded housing, and inad-
equate water and sanitation – con-
sidered as characteristics of urban 
areas – continue to be major contri-
butors to bad health in Europe, par-
ticularly among migrants, children, 
women and elderly people. 
Differences in health condition, then, 
arise from differences in the factors 
that influence health. These factors, 
that refers to many different condi-
tions, can be summarised as: 

- age, sex and hereditary factors; 
- individual lifestyle factors; 
- social and community influen-

ces; 
- living and working conditions; 
- general socio-economic, cul-

tural and environmental condi-
tions. 

 
Some of these factors cause differ-
ences that cannot be avoided. Dif-

                                                 
17 European Commission (2006), Cities and the 
Lisbon Agenda: Assessing the performance of 
cities, EC – DG Regional Policy, Bruxelles 
(http://www.eu 
kn.org/binaries/eukn/eukn/research/2006/2/c
ities-and-the-lisbon-agenda.pdf; visited on 
the 15th of October 2007). 

ferences in gender and/or in age can 
result, for example, in differences in 
health conditions, but sometimes im-
provements arise if specific measures 
are adopted. 
WHO uses equity and inequity to refer 
to “differences in health that are not 
only unnecessary and avoidable but, 
in addition, are considered unfair and 
unjust”. “Equity is [...] concerned with 
creating equal opportunities for 
health and with bringing health 
differentials down to the lowest 
possible”18. Approaches that are used to reduce 
inequity in health can be broadly di-
vided into four different measures 
that: 
a) strengthen individuals; 
b) strengthen communities; 
c) improve access to essential facili-

ties and services; 
d) encourage macroeconomic and 

cultural change. 
 
A programme to address inequity in 
health and in quality of life conditions 
will require initiatives at all four levels. 
 

3.1 Health as a resource 
 
As per the “Ottawa Charter for Health 
Promotion” (17-21 Nov. 1986), health 
promotion is the process of enabling 
people to increase control over, and 
to improve, their health. To reach a 
state of complete physical mental 
and social wellbeing, an individual or 
group must be able to identify and to 
realize aspirations, to satisfy needs, 
and to change or cope with the envi-
ronment. Health is, therefore, seen as 

                                                 
18 WHO Glossary created by Ruth Barnes and 
the Health Development Agency 
(http://www.who.int/hia/about/glos/en/index
.html) (web site consulted on the 15th of 
October 2007). 
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a resource for everyday life, not the 
objective of living. Health is a positive 
concept emphasizing social and per-
sonal resources, as well as physical 
capacities. Therefore, health promo-
tion is not just the responsibility of the 
health sector, but goes beyond heal-
thy lifestyles to wellbeing. 
Good health is a major resource for 
social, economic and personal de-
velopment and an important dimen-
sion of quality of life. Political, eco-
nomic, social, cultural, environmental, 
behavioural and biological factors 
can all favour health or be harmful to 
it. Health promotion action aims at 
making these conditions favourable 
through advocacy for health. Health 
promotion generates living and work-
ing conditions that are safe, stimulat-
ing, satisfying and enjoyable. 
The responsibility for health promotion 
in health services is shared among in-
dividuals, community groups, health 
professionals, health service institutions 
and governments. They must work to-
gether towards a health care system 
that contributes to the pursuit of 
health. 
The role of the health sector must 
move increasingly in a health promo-
tion direction, beyond its responsibility 
for providing clinical and curative ser-
vices. Health services need to em-
brace an expanded mandate that is 
sensitive and respects cultural needs. 
This mandate should support the 
needs of individuals and communities 
for a healthier life, and open channels 
between the health sector and 
broader social, political, economic 
and physical environmental compo-
nents. 
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4. The importance of 
the urban dimension 
 
Given the general context provided 
by the WHO, the EU and other 
national and international agencies, 
specific attention should be paid to 
the urban level and to quality of life in 
the cities. This has also been high-
lighted in the Leipzig Charter, in which 
it is stated that: 

“all dimensions of sustainable 
development should be taken 
into account at the same time 
and with the same weight. 
These include economic pros-
perity, social balance and a 
healthy environment. At the 
same time attention should be 
paid to cultural and health as-
pects. […] Our cities possess 
unique cultural and architec-
tural qualities, strong forces of 
social inclusion and excep-
tional possibilities for economic 
development. They are centres 
of knowledge and sources of 
growth and innovation. At the 
same time, however, they suffer 
from demographic problems, 
social inequality, social exclu-
sion of specific population 
groups, a lack of affordable 
and suitable housing and envi-
ronmental problems” (p. 1)19. 

 
The Charter also recommends to 
make greater use of integrated urban 
development policy approaches by: 
- creating and ensuring high-quality 

public spaces; 
- modernize infrastructure networks 

and improving energy efficiency; 

                                                 
19 
www.eu2007.de/en/News/download_docs/M
ai/0524-AN/075DokumentLeipzigCharta.pdf 

- proactive innovation and educa-
tional policies. 

 
In this framework specific attention 
has to be paid to deprived neigh-
bourhoods within the context of the 
city as a whole, especially by: 
- pursuing strategies for upgrading 

the physical environment; 
- strengthening the local economy 

and the local labour market pol-
icy; 

- proactive education and training 
policies for children and young 
people; 

- promotion of efficient and afford-
able urban transport. 

 
All these suggestions directly, or indi-
rectly, refer to health and quality of 
life and, thus, need to be tackled. It is 
also clear, though, that these sugges-
tions call for a greater effort than 
those that can be done by cities 
alone, thus stressing the importance 
of a coordinated action among the 
EU, the national, the regional and the 
local level in the field of health and 
health related policies. Conditions in 
cities, sometimes compounded by 
urban planning practices, can be in 
fact detrimental to health. Healthy 
urban planning focuses on the posi-
tive impact that urban planning can 
have on human health, well-being 
and quality of life, and reflects WHO's 
broad definition of health. 
The health and wellbeing of any 
population requires a holistic ap-
proach that includes the involvement 
of many agencies and gives owner-
ship to the communities involved. 
The traditional notion of top-down de-
livery of health care is no longer ac-
ceptable to central governments, 
who are seeking greater value for 
money, or – from another point of 
view – who are continuously reducing 
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the amount of budget for local auth-
orities. In the same time, the increas-
ing return to the principles of public 
health signifies that a purely medical 
approach to health cannot by itself 
resolve the many health problems in 
increasingly complex cities. 
Government health strategy docu-
ments increasingly recognize the im-
portance of the views of the people 
receiving services in needs-based ser-
vice delivery and espouse the in-
volvement of individuals and com-
munities as a key objective in the fu-
ture delivery of health services. To 
give people an effective voice in the 
shaping of the health services there 
needs to be a move away from one-
off consultation towards ongoing in-
volvement of local people. 
Healthy urban planning, in the sim-
plest terms, should mean planning 
that (a) is not unhealthy and (b) pro-
motes health. Factors affecting urban 
planning and health include: 
- high priority of urban planning and 

health in the political agenda; 
- monitor pollution level (air, water, 

outside and inside air pollution, 
etc.) and maintaining pollution 
under control; 

- plan, design and build urban 
areas focusing on people’s health 
(green areas, housing, availability 
and accessibility of health and 
social services, etc.). 

 
Planners must fully recognize the im-
portance of housing environments, 
but an appreciation of the social and 
ecological consequences for the 
whole community is fundamental. For 
example, the spacious single-family 
home on a large lot may meet the 
needs of a single family, but such a 
solution is not feasible on a global 
level. When considering healthy hous-
ing design, it is necessary to strike a 

balance between the needs of the 
individual, of the family and of the 
larger community. 
Learning from mistakes, made in pre-
vious efforts to provide quality hous-
ing, is another vital component of 
healthy planning. Urban renewal was 
intensely popular in the 1960s and 
1970s in North America and Europe. 
Between 1964 and 1974, the London 
County Council built 384 high towers 
with the intention of providing quality 
housing and less oppressive conditions 
for the economically disadvantaged. 
This practice is also known as “slum 
clearance.” The results have been a 
failure: in fact, some communities 
were found to be stronger, more vi-
brant and more hopeful prior to their 
dislocation. Dwelling types have also 
been linked to feelings of loneliness 
and isolation, particularly among the 
elderly and women. Such feelings of 
isolation are at their extreme among 
those living in high rises that are social 
housing projects, for these people 
have no other choice but to live in a 
place that isolates residents from one 
another and from the outside world 
based on their socio-economic status. 
To save costs, the design of each 
dwelling unit has often been repeti-
tive, not taking into account the spe-
cific needs of a diversity of individuals, 
families and social activities. Isolation 
is intensified by the fact that social 
housing projects often look very similar 
and are easily identifiable, thus 
heightening the social stigma along 
with the increased feelings of loneli-
ness among residents. Forcing people 
to live where they do not want to be 
and where they have not been given 
the opportunity to contribute to the 
process is essentially a recipe for 
social chaos in several EU cities. “Pub-
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lic spaces become barren zones 
where gangs wage war.”20 
If a community does not have ad-
equate health services, schools, libra-
ries, recreational facilities or access to 
food and parks, the community loses 
a major buffer against violence. With-
out these critical institutions, not only is 
a buffer missing, but there is no com-
munity infrastructure and thus minimal 
opportunity for community cohesion, 
resulting in intensified fragmentation. 
This places urban planners in a posi-
tion of great importance. It stresses 
the need for creating neighbour-
hoods that foster pride, respect and 
friendliness and ensure accessibility of 
services. It provides evidence of the 
importance of “liveable urban spaces 
located at the heart of the city or 
neighbourhood … [That] exemplify 
the essence of the community”21. 
There are, of course, many different 
opinions as to what constitutes a heal-
thy city, depending upon one’s disci-
pline, values and point of view. Never-
theless, general principles, theories 
and common parameters can be 
applied in working towards healthy 
urban planning. 
 
An healthy city should then focus on: 

- equity. All people must have 
the right and the opportunity to 
realize their full potential in 
health; 

- health promotion. A city health 
plan should aim to promote 
health by using the principles 
outlined in the “Ottawa Charter 

                                                 
20 Duhl L. J. and Sanchez A. K. (1999), “Heal-
thy cities and the city planning process”, 
WHO Regional Office for Europe, Copen-
hagen. 
21 Cohen L. (1993), “A public health ap-
proach to the violence epidemic in the 
United States”, Environment and urbanization, 
5, pp. 50–66. 

for Health Promotion” (17-21 
Nov. 1986): build healthy public 
policy; create supportive envi-
ronments; strengthen com-
munity action and develop 
personal skills; reorient health 
services; 

- inter-sectoral action. Health is 
created in the setting of every-
day life and is influenced by the 
actions and decisions of most 
sectors of a community; 

- community participation. In-
formed, motivated and actively 
participating communities are 
key elements for setting priori-
ties and making and imple-
menting decisions; 

- supportive environments. A city 
health plan should address the 
creation of supportive physical 
and social environments. This 
includes issues of ecology and 
sustainability as well as social 
networks, transportation, hous-
ing and other environmental 
concerns. 

 
The tools and techniques used to initi-
ate an alternative, healthy urban 
planning process will undoubtedly 
vary from city to city, neighbourhood 
to neighbourhood and group to 
group. Whatever the overall process, 
it must take into account the various 
cultures, religions and lifestyles in the 
community. Healthy urban planning 
does not view multiculturalism and di-
versity as problems to be overcome 
but rather as rich opportunities waiting 
to be seized. Urban planning must be 
sustained by dynamic leadership 
styles and open to various configura-
tions. For example, it should be open 
to collaborative and bottom-up ac-
tions. Healthy urban planning thus 
makes room for citizens as leaders 
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and requires catalytic leadership from 
planners. 
Disadvantaged and marginalized 
groups are particularly at risk in urban 
areas. In order to ensure health for all, 
the standards of health must consider 
the most vulnerable populations. This 
approach is often used in the setting 
of environmental health standards. 
For example, the standard for the 
maximum allowable levels of lead ex-
posure is set for the most susceptible 
population, in this case children. This 
concept relates to urban planners: 
“To create a liveable city for all the 
community, one must design for its 
weakest members, children, disabled 
and the elderly. A city that is hospit-
able to these groups will foster a sense 
of well-being among all its citizens.”22 
 

4.1 Cooperation between 
the public, private and 
voluntary sectors 
 
Broader inter-sectoral cooperation in 
the city is vital to ensure a coordi-
nated intervention, without one ag-
ency undermining others. This applies, 
for example to education authorities, 
health and social services in relation 
to equitable access, to transport 
authorities working with land-use 
authorities, to major investors in the 
private and voluntary sectors recog-
nizing their social and environmental 
responsibilities. 
In a pluralist society, achieving heal-
thy and socially inclusive cities is diffi-
cult unless businesses and public sec-
tor investors accept some shared re-

                                                 
22 Crowhurst-Lennard S.H. and Lennard H.L. 
(1987), “Liveable cities”, Gondolier Press, 
Southampton, NY. 
 

sponsibility with planning and health 
agencies. On the other hand, success 
relies on the central authorities acting 
transparently, being willing to pool re-
sponsibility and coordinate action. 
Political backing from the top tier of 
the city government is, therefore, an 
essential prerequisite for the devel-
opment of long-term programmes 
and for effective liaison between de-
partments in a situation in which each 
department tends to have its own 
specific remit and professional per-
spective. 
Given this co-operative framework, 
the critical factor that will help to en-
sure that planning policy is aimed to-
wards health is absorbing health into 
the mainstream of plan making and 
plan implementation activities. Merely 
tagging on a health objective or 
retrospectively assessing health im-
pact is not enough. 
 

4.2 What is special about 
urban health 
 

“Where people live affects 
their health and chances of 
leading flourishing lives. Com-
munities and neighbourhoods 
that ensure access to basic 
goods, that are socially cohe-
sive, that are designed to 
promote good physical and 
psychological wellbeing, and 
that are protective of the 
natural environment are essen-
tial for health equity.” 
Closing the gap in a genera-
tion, WHO headquarters, 2008 

 
Two thirds of the population in Europe 
live in towns and cities. Urban areas 
are complex living environment and 
often unhealthy places to live, char-
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acterized by traffic, pollution, noise, 
violence and social isolation for el-
derly people and young citizens. 
Urban health is therefore complex 
because the solutions to health chal-
lenges in towns and cities do not lie 
with the health sector alone but with 
decisions made by others: in local 
government, education, urban plan-
ners, engineers and those who de-
termine physical infrastructure and 
access to social and health services. 
These professionals have to face the 
challenges of overloaded water and 
sanitation systems, polluting traffic 
and factories, lack of space to walk or 
cycle, inadequate waste disposal, 
crime and injury. 
Nevertheless, as we all can witness, 
solutions exist to tackle the root 
causes of urban health challenges. 
Urban planning can promote healthy 
behaviour and safety through invest-
ment in transport or in designing areas 
to promote physical activity. Improv-
ing urban living conditions in the areas 
of housing, water and sanitation will 
go a long way to mitigating health 
risks, together with building green, in-
clusive cities that are accessible and 
age-friendly, to the benefit all urban 
residents and their health. 
One of the most interesting experi-
ences in recent years is the WHO 
“Healthy Cities” programme. 

4.3 Healthy Cities 
 
The WHO European Healthy Cities 
Network consists of cities around the 
WHO European Region that are 
committed to health and sustainable 
development: more than 90 cities and 
towns from 30 countries. They are also 
linked through national, regional, met-
ropolitan and thematic Healthy Cities’ 
networks. 
The WHO European Healthy Cities 

Network has six main strategic goals: 
‐ to promote policies and action for 

health and sustainable develop-
ment at the local level and across 
the WHO European Region, with an 
emphasis on the determinants of 
health, people living in poverty and 
the needs of vulnerable groups; 

‐ to strengthen the national standing 
of Healthy Cities in the context of 
policies for health development, 
public health and urban regenera-
tion with emphasis on national–
local cooperation; 

‐ to generate policy and practice 
expertise, good evidence, know-
ledge and methods that can be 
used to promote health in all cities 
in the Region; 

‐ to promote solidarity, cooperation 
and working links between Euro-
pean cities and networks and with 
cities and networks participating in 
the Healthy Cities movement; 

‐ to play an active role in advocat-
ing for health at the European and 
global levels through partnerships 
with other agencies concerned 
with urban issues and networks of 
local authorities; and 

‐ to increase the accessibility of the 
WHO European Network to all 
Member States in the European 
Region. 

 
A city joins the WHO European Heal-
thy Cities Network based on criteria 
that are renewed every five years23. 
Each five-year phase focuses on core 
priority themes and is launched with a 
political declaration and a set of stra-
tegic goals. The overarching goal of 
the current Phase V (2009–2013) is 
health and health equity in all local 

                                                 
23 http://www.euro.who.int/en/what-we-do/ 
health-topics/environmental-health/urban-
health/activities/healthy-cities/who-europe 
an-healthy-cities-network 
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policies. The three core themes are: 
‐ caring and supportive envi-

ronments; 
‐ healthy living; 
‐ healthy urban design24. 
 
Phase V is supported by the Zagreb 
Declaration for Healthy Cities. 
The WHO Healthy Cities project en-
gages local governments in health 
development through a process of 
political commitment, institutional 
change, capacity building, partner-
ship-based planning and innovative 
projects. The primary goal of the WHO 
European Healthy Cities Network is to 
put health high on the social, eco-
nomic and political agenda of city 
governments. Health is the business of 
all sectors, and local governments are 
in a unique leadership position, with 
power to protect and promote their 
citizens’ health and wellbeing. 
The Healthy Cities movement pro-
motes comprehensive and systematic 
policy and planning for health and 
emphasizes: 
‐ the need to address inequality in 

health and urban poverty; 
‐ the needs of vulnerable groups; 
‐ participatory governance; 
‐ the social, economic and envi-

ronmental determinants of health. 
This is not about the health sector 
only. It includes health considerations 
in economic, regeneration and urban 
development efforts. 
A process, not an outcome, defines a 
healthy city: 
‐ A healthy city is not one that has 

achieved a particular health status; 
‐ It is conscious of health and striving 

to improve it. Thus any city can be 
a healthy city, regardless of its cur-
rent health status; 

                                                 
24 Urban health was also the theme of the 
World Health Day organised by WHO in 2010. 

‐ Requirements are a commitment to 
health and a process and structure 
to achieve it; 

 A healthy city is one that contin-
ually creates and improves its phys-
ical and social environments and 
expands the community resources 
that enable people to mutually 
support each other in performing all 
the functions of life and developing 
to their maximum potential. 

 
The Healthy Cities approach recog-
nizes the determinants of health and 
the need to work in collaboration 
across public, private, voluntary and 
community sector organizations. This 
way of working and thinking includes 
involving local people in decision-
making, requires political commitment 
and organizational and community 
development, and recognizes the 
process to be as important as the 
outcomes. 
The concept of Healthy Cities was in-
spired and supported by the Euro-
pean WHO “Health for All strategy” 
and the “Health21” targets. 
Some BHC partner cities are members 
of the Healthy Cities network (among 
them Lodz, Amaroussion, Torino), thus 
profiting from the available know-
ledge and linking future strategies, 
possibly inspiring other BHC members 
to foresee future collaborations. 
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Annex 1. The Barnsley Exchange on Social Mar-
keting 
 
 
A brief report on the Exchange 
 
Representatives from the cities of Lidingö (SE) and Torino (IT), plus Marco Santan-
gelo, BHC Lead Expert, and Antonella Cardone, BHC Thematic Expert, gathered in 
Barnsley (UK) on 8-10 July 2010 to learn more about a new methodology that ap-
plies marketing techniques to social issues.  
NHS Barnsley (the National Health Service agency for Barnsley) hosted the two day 
workshop and its results will be shared across the BHC network during the third 
thematic workshop in Bacau. During the first day Steve Turnbull, Assistant Director 
Public Health for NHS Barnsley and Barnsley Metropolitan Borough Council (and 
the city representative in BHC Steering Group) welcomed the BHC delegation. Kir-
sty Waknell, Marketing and Communication Manager for NHS Barnsley gave an 
overview of social marketing and how it is used in Barnsley. 
Two projects were then presented to demonstrate how social marketing has been 
used in social policies.  Alison Millbourn, Physical Activity Lead for NHS Barnsley, 
presented a project on ‘increasing physical activity in men over 40’, while Ian Mor-
ley, Arts Development Officer at Barnsley Metropolitan Borough Council, presented 
a project for promoting positive lifestyles.  
The morning of day two was dedicated to the principles of social marketing. Kirsty 
Waknell presented the eight benchmark criteria which NHS Barnsley use for this 
approach. In the afternoon examples of actions implemented in Lidingö were 
tested and discussed taking into account social marketing principles. The partici-
pants agreed that the interesting results of this exchange could usefully become 
part of the final BHC thematic workshop. The rest of the day was dedicated to site 
visits led by Alan West from Barnsley Metropolitan Borough Council and Councillor 
Jenny Platts, Cabinet Spokesperson for Adult Social Services and Health.  
The delegation visited the Athersley area in which two projects are implemented: 
the “Roundhouse Motorskills Project – Motormouth”, especially for young people, 
and the “Romero Project”, developed for the benefit of the local community. 
 
 
What is social marketing? 
 
Social marketing regards the “systematic application of marketing and other con-
cepts and techniques to achieve specific behavioural goals, for a social or public 
good” (French, Blair-Stevens, 2006, available in www.thensmc.com). It is an ap-
proach that is increasingly being used to achieve positive impacts on the behav-
iour of individuals and groups, and to help sustain these over time. Since the 1970s, 
when the term was first used, a range of descriptions and definitions has been de-
veloped25. Originally, in the 1960s and 1970s social marketing was described as the 

                                                 
25 Based upon a review of these, this paragraph builds on the latest thinking and approaches to 
social marketing and is based on the publication Social Marketing Works! A powerful and adapt-
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use of commercial marketing in the public sector. However, in the last decades it 
has become a much more integrated and mature approach that harnesses the 
best of marketing alongside the extensive learning and experience from social sci-
ences and social policy. This means that rather than competing with best prac-
tices in public health and health promotion it increasingly integrates with them. 
Social marketing is based on a number of core concepts and principles, and it 
mainly differs from traditional health promotion techniques because those tends to 
communicate some “healthy” messages (e.g. smoking will kill you) hoping that the 
customer will choose to act correctly. In social marketing, instead, the intervention 
is focused on the customer needs and behaviours, thus promoting a more interac-
tive strategy in which conversation (i.e. not simply delivering a message and then 
hoping, but collaborating to achieve positive results) and measurement (i.e. a 
constant monitoring of the situation) are equally important. Traditionally marketing 
is around what people (should) want, but not around how people (could) live, and 
there comes the contribution of marketing techniques paired with social issues. The 
social marketing customer triangle is a simple device to help highlight some of the 
principles that form part of a social marketing intervention, with the customer or 
consumer placed at the centre (see fig. 2). 
 
Fig. 2 – The customer triangle in social marketing 

 
Source: www.thensmc.com 
 
Social marketing interventions, however, usually follow a procedure that includes 
eight steps and their relative benchmark criteria (as in fig. 3). Each step helps to 
build a correct procedure whose effects should be positively accepted by the citi-
zens. In the first step for instance, “Customer orientation”, there is on one side a re-
search with ethnographic methodologies (e.g. vox pops, diaries, focus groups, 

                                                                                                                                                                  
able approach for achieving and sustaining positive behaviour (http://www.thensmc.com), and on 
other documents of the National Social Marketing Centre. 
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alongside the more traditional consultation of existing researches and publica-
tions), but to this there is a verification phase that can be obtained only by living 
and talking with the target people. Another step, the one that regards segmenta-
tion variables, is more directly linked to the collection of data for a good interven-
tion. Beside traditional data collection, especially in the field of demography (age, 
gender, income, religion, etc.), more data are collected on geography (to map 
where people live), on behaviour (what people do, when, how much, etc., of 
course in relation with the goal of the intervention), on psychographic issues (social 
class, motivations, aspirations, lifestyle, values, etc.). These are not data that are 
usually taken into account when designing a policy or an intervention, but their 
collection certainly could enrich the quality of the action. 
The aim of the eight criteria is then to help bring rigour and consistency to the way 
in which social marketing is approached in order to increase its chances of deliver-
ing successful outcomes. These criteria can be used in a range of ways including: 

1. Commissioning. Commissioners can use the benchmark criteria with organi-
sations or individuals tendering for social marketing related work, so that their 
proposals are considered in terms of consistency with the criteria. 

2. Development of interventions. The criteria provide a checklist on which to re-
flect and therefore assist the development process. They identify the issues 
that will need to be addressed and during the work they act as a guide to 
keeping work and processes on track with the key elements of social mar-
keting. 

3. Review and evaluation. The criteria also provide a checklist of key issues to 
include and consider in any review and evaluation process. For example, 
the extent to which work was based on deeper understanding and insight of 
the customer had a clear behavioural focus and specific measurable be-
havioural goals. 

 
Social marketing can be used to inform and assist policy formulation, strategy de-
velopment and related implementation and delivery, including service develop-
ment and design. To know more and to see more about good practices see the 
National Social Marketing Centre website (www.thensmc.com). 
 
 
Social Marketing in Barnsley∗ 
 
The social marketing approach has been adopted in Barnsley since 2003, for the 
set up of the Fit for the Future programme. The need for a change in the approach 
came from the recognition that in order to tackle inequalities a different way of 
working was to be found. There was, in fact, a growing understanding of what 
people’s health was like (through health assessments or the use of performance 
indicators), but it was less clear why people got to that point. Being social market-
ing approach known at the UK level, NHS Barnsley decided to employ a marketing 
communication agency and then a full time practitioner to introduce social mar-
keting principles and methodologies in everyday work. Since then many pro-

                                                 
∗ This paragraph is based on the presentation that Kirsty Waknell, from NHS Barnsley, gave during 
the Exchange. 
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grammes have been developed according to social marketing techniques – on 
alcohol consumption and on physical activity of sedentary adults, to name few of 
them – and this has led to future goals, including the development of programmes 
which aren’t related to a single issue, and the promotion of wider partnerships in 
the implementation of the different interventions. 
For more information on cases and practices of social marketing see: 
http://www.thensmc.com/ 
resources/showcase/case-studies-home.html 
This website is rich with case studies, but in other countries it is possible to find re-
sources available in local language, as social marketing techniques are spreading. 
See for example in Italy and Spain respectively a website and an article: 

‐ http://www.marketingsociale.net/ 
‐ Leal Jiménez A. (2004), “El marketing social en España: situación actual y es-

trategias para su desarrollo”, Revista Internacional de Marketing público y 
no lucrativo, vol. 1, n. 1, pp. 35-52. 
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Fig. 3 – The social marketing benchmark criteria 

 
Source: www.thensmc.com 
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Annex 2. The Madrid Exchange on Urban Regen-
eration and Use of Quality of Life Indicators 
 
 
A brief report on the Exchange 
 
Representatives from the cities of Bacau (RO), Baia Mare (RO), Lecce (IT) and Tor-
ino (IT), plus Marco Santangelo, BHC Lead Expert, Antonella Cardone, BHC Them-
atic Expert, and Delia Giorgianni, BHC Communication Assistant, met in Madrid 
(ES) on 16-18 December 2010 to learn more about the Local Action Plan and the 
use of quality of life indicators to improve urban regeneration processes occurring 
in the central city. The Oficina del Centro, part of Madrid Municipality, hosted the 
workshop and a site two site visit were organised, to see the areas of the city in 
which regeneration is taking place and where BHC focus is. 
The Madrid Local Action Plan was presented as it is in this finalization phase, just 
before the end of BHC. The LAP is focused on a renewed use of some parts of the 
historic city, the Embajadores area, to achieve at least three main goals: to redis-
cover new ways of living the city, to facilitate the communication between two 
large green areas of the city, to promote a healthier lifestyle through improved 
walking facilities. The project has been developed taking into account several in-
dicators that could help in monitoring the quality – from the health point of view – 
of the whole operation. This approach is new to Madrid, or at least is new in such 
an extensive way: to define a working methodology efforts have been made to 
create a common language and, thus, a common understanding; a list of indica-
tors have been defined and for each one a specific table has been created so to 
allow constant monitoring; a risk checklist has been created to better define and 
reshape the LAP. A walking site visit to the Embajadores areas allowed all the par-
ticipants to experience the challenges and potentials linked to this regeneration 
project. 
A second project was then presented, the Madrid Rio. This is a major project in the 
city of Madrid and regards the creation of a park alongside the Manzanares river, 
in which both the goals of linking together the historic city with its first belt and the 
regeneration of large areas are achieved. A visit to the area was also scheduled 
and various art installations created for the regeneration process were visited. 
Part of the workshop was also dedicated to meet members of the Local Support 
Group, among which members of the Complutense University and members of dif-
ferent departments of the Municipality. Their main message being that a significant 
result of their involvement in BHC is the opportunity to work together, to share ideas 
and to create solid networks. 
 
 
The Madrid Local Action Plan 
 
As said above, Madrid LAP is focused on the regeneration of one of the inner city 
areas, Embajadores, through the creation of a walking path to promote a sport at-
titude among citizens (see fig. 4). This is the final and concrete objective, but from 
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the methodological point of view a much wider set of objectives has been fore-
seen: 

‐ to promote a comprehensive and innovative working methodology that 
brings together the different aspects of reality and fosters global actions, 
with the objective of creating a healthy community; 

‐ to establish this methodology as a working practice for the different areas of 
government, providing a support tool for work groups; 

‐ to create a work tool to support the prior methodology; 
‐ to capitalise on the knowledge derived from this work, in order to monitor 

and evaluate the process; 
‐ to disseminate knowledge, acknowledging and reinforcing good practices, 

and promoting transfer and exchanges. 
 
There is also another important objective, which is less methodological but as 
much as important: to present the selected action to the relevant Structural Fund 
programmes for financing. 
 
Fig. 4 – The Itinerario deportivo between the Casa de Campo (W) and Retiro (E) parks, right below 
the city historic centre. The pathway is 8 km long. 

 
Source: Madrid LSG 
 
The Local Action Plan of the city of Madrid is structured around three development 
phases:  

‐ Designing of the work methodology and support tool; 
‐ Application to the Embajadores area as a practical validation of the docu-

ment; 
‐ Selection and preparation of the pilot action development proposal. 

 
As said above, one of the main objectives of the LAP of the city of Madrid include 
the design of a work methodology that will ultimately allow identifying areas of 
intervention on the basis of specific risk levels that will help to: 

‐ distinguish among the causes of urban deterioration linked to the physical 
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and environmental specificity of the area, those linked to the actions of the 
public administration and those related to the mutual interaction between 
the two; 

‐ analyse the effects and impacts of public interventions, in light of the pre-
ceding point; 

‐ design interventions to prevent, treat and reduce risk, coordinating actions 
between the administration and other public officials (e.g. members of the 
local social services), applying and developing these actions and measuring 
their impact, allowing comparisons with other relevant experiences so that 
effective intervention methodologies may be transferred from one geo-
graphical area to another; 

‐ reflect on the concept of vulnerability from a holistic perspective, as a 
multidimensional concept; 

‐ perform this task taking into account control and monitoring mechanisms in 
which the Community is directly involved. 

 
 
How to define a healthy city as an operative concept? 
 
The definition of a “good” level of quality of life in a certain area is difficult, as it is 
based on an ideal level that must be agreed, even from a political point of view, 
and it certainly depend on local features and expectations as much as on a neu-
trally defined level according to a healthy urban environment. The definition of a 
healthy level of quality of life thus started by paying attention to issues that are 
common to any city. 
To this extent, at an early phase of the LAP development, a desk research was car-
ried on different documents (regarding urban planning, construction, social issues, 
economic ones, etc.). Working groups formed by mixing the different LSG mem-
bers, in order to facilitate the debate, carried on this research. Each group then 
gave a discussion result guide. Aspects included in this document were: 

‐ Aspects of a “healthy city”; 
‐ Strategic definition lines and related aspects; 
‐ Quantification; 
‐ Relationship with health-related aspects. 

 
The final objective of this work was to define key fields for a healthier intervention in 
the city. The initial proposal included urban planning, construction, environment, 
economy and bio-psycho-social aspects. The development of this task has re-
quired several meetings, finally reaching a “consensus” in the form of a document 
that envisages urban planning, residential, environmental, economic, bio-psycho-
social and institutional aspects. Each theme contains basic strategic lines and pa-
rameters that define them. After mapping the “attractive city” as the ideal city, an 
indicator system has been developed, paired with a risk checklist, where risks 
come from the non-fulfilment of the goal defined and considered correct by the 
indicator. 
The application of the key indicators allows accessing the necessary information 
on the status of any city area we wish to study and intervene in. Although the “re-
sponsible person” for defining new plans and actions belongs to a specific sphere 



 34 

of competence, he/she will also be able to access a minimum of holistic informa-
tion that will alert him/her on other aspects to which attention must be paid, in 
order to neutralise their potential sabotaging effect or, on the contrary, enhance 
their capacities, providing the necessary tools to establish the required coordina-
tion mechanisms. 
 
 
The next months 
 
In the next phases of the LAP development more focus on the Embajadores 
neighbourhood is expected, both from the analytical and operative point of view. 
A special effort will be made for coordinating actions foreseen in the LAP to al-
ready existing or planned interventions in the area (as in the case of the possible 
relocation of the alternative cultural centre that is already established in this area). 
This process will also allow to further selecting indicators for future monitoring, to 
identify main problems to tackle and to promote a visioning process for future de-
velopments. 
 
 
 


