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Robert Wood Johnson Foundation Foreword

How healthy we are has a lot to do with where we live our
everyday lives: where we work, learn, spend time with our
families, and mix with each other in our shared public spaces.

At the Robert Wood Johnson Foundation, we have commit-
ted to building a Culture of Health, where everyone—regard-
less of where a person lives or how much money they
make—has a fair and just opportunity to live the healthiest life
possible.

Public places that promote health, trust, and inclusion are
essential to that vision. Every community needs such places,
where all feel welcome and where all can “enjoy being part of
the great congress of humanity,” as John Robert Smith, presi-
dent and CEO of Reconnecting America, puts it.

Recognizing that good ideas have no borders, we decided to
explore how communities around the world are designing and
using their public spaces to improve the health and well-being
of their citizens. We drew inspiration and ideas from cities like
Copenhagen, Denmark, and Coimbra, Portugal, along the way.

We have been particularly fortunate in this endeavor to
have Gehl Institute as our partner—to lead us on this global
learning journey and to develop a framework to illuminate a
path forward.

Good public spaces allow for healthy public life—for social
interactions both planned and spontaneous on sidewalks or at
bus stops, in parks, at street fairs, urban plazas, outdoor con-
certs, and art installations.

That’s what this report is about. It is designed to bridge the
fields of public health and community planning and design in
new ways, with a focus on supporting inclusive healthy public
spaces.

As we’ve seen in places like Copenhagen, these spaces don’t
just build themselves. They don’t happen in a vacuum. We need
to plan, create, refresh, and promote them, intentionally, with
the involvement of an engaged community.

In Copenhagen, where bicycling is part of the culture, trash
cans along bike routes are angled to make it easier for cyclists
to dispose of their garbage. Trash cans also have small side
shelves for recyclables so that people can retrieve bottles and
cans and redeem them for cash without digging through gar-
bage. These small details reflect not only a concern for safety
and health but also for dignity, respect, and inclusion.

To be clear, the intersection of health and public space is
not new to the United States, and there are many encouraging
examples from New York City to Chattanooga, Tennessee, to
Normal, Illinois. We still, however, have much to learn.

Our learning journey helped us to draw out key principles
and build a usable framework for inclusive healthy places that

we hope will accelerate momentum across US communities. It

has engaged people from many backgrounds and sectors—from
researchers to advocates to community developers to urban
planners to leaders in social and environmental justice—be-
cause we know that improving opportunities for health and
well-being for everyone requires working with those who think
and act outside health.

We’ve learned that whether a project involves a riverside
promenade, a new transit station, a small park, a neighborhood
gathering place, or even a trash can, there are many ways to
bring forward health, equity, and dignity in public places.
Inclusion can be signaled in a collaborative process and
through attention to detail and scale of design.

Our public places can help to unite us, and they can pro-
vide everyone with opportunities for good health.

We hope that you will take the principles described in this
Framework and test them in your communities. Try them out,
and please share your reactions with us. We know that this work
is far from complete, and that there is still a great deal to learn

as we travel this road together.

Karabi Acharya, ScD

Director, Robert Wood Johnson Foundation

i Tvacq Orleand’
Tracy Orleans, PhD

Senior Scientist and Senior Program Officer, Robert Wood

Johnson Foundation

T 31 Qondy™

Sharon Z. Roerty, AICP, PP, MCRP

Senior Program Officer, Robert Wood Johnson Foundation
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Executive Summary

The Inclusive Healthy Places Framework

Place is integral to health. Our everyday environments play a
fundamental role in shaping how healthy we are, as individuals
and as communities. Where we live, work, and play has a lot to
do with why some people are healthier than others, and can
have a key role in determining why some people are not as
healthy as they otherwise could be. A wealth of research
demonstrates that place matters when it comes to health.

In practice, our most important shared places—our public
spaces—continue to be planned and designed without consider-
ing all users or an entire range of well-being. There’s no com-
mon framework; it’s almost as though people in the fields of
public health and urban planning and design speak different
languages.

To bridge these gaps, Gehl Institute and the Robert Wood
Johnson Foundation (RW]JF), with a group of global advisors,
have developed the Inclusive Healthy Places Framework (“the
Framework,” for short) as a tool for evaluating and creating
healthy, inclusive public places that support health equity. The
Framework and supporting analysis presented in this report
represent a synthesis of research and expertise in public health
and urban planning and design, focusing on those social deter-
minants of health that can be viewed clearly through the lens of

public space.

Public Space, Health Equity, & Inclusion

This work looks primarily at public spaces as those publicly acces-
sible outdoor spaces that we encounter in our everyday lives and
that offer distinct physical and mental health and well-being
benefits to individuals and communities. These include streets,
sidewalks, parks, plazas, parts of our transportation networks, and
more. These are the spaces that support recreational physical
activity, play, and active transportation; give us opportunities to
meet and see others in our communities; provide us with access to
nature and greenery; and more. Everyone has access or exposure
to some form of public space.

However, not all public spaces are created equally or equi-
tably—nor are the neighborhoods, towns, or cities that sur-
round them. Indeed, the health disparities and inequities that
this work is concerned with often track with such factors as
access to and quality of available public spaces and degree of
representation and participation in the process of shaping and
maintaining public spaces. The Guiding Principles of Inclusive
Healthy Places introduced in this report and in the Framework
describe four distinct but interrelated areas in which public
space intersects with health equity and inclusion. Inclusion
itself is a complex concept that is challenging to define; it is

not just the opposite of exclusion.

We present a working definition of inclusion as an outcome and

a process—and as a tool for change.

Inclusion is an outcome: All people who use a public space feel

welcome, respected, safe, and accommodated, regardless of who
they are, where they come from, their abilities, how old they
are, or how they use the space.

Inclusion is a process: Inclusionary public space processes rec-

ognize and respect the needs and values of people using the
space and the assets present in a place, actively engaging and
cultivating trust among participants, ultimately allowing all
members of the community to shape, achieve, and sustain a
common vision. This is a deliberate process that requires
understanding of context and lived experience, among other
factors.

Inclusion is a tool: As a tool, inclusion can help practitioners

and communities reduce and ultimately eliminate health
inequities stemming from long-term systemic discrimination
and other barriers. Inclusion has the power to create real

change—in practice, in process, and in people’s lives.

Over time, with greater experience and implementation, we will
expand our understanding and improve our tools for fostering
inclusion as a means toward increasing health equity through

public space.

Healthy inclusive public places can support health equity in

many ways, including:

— Being both accessible and welcoming to all

— Reflecting shared social values such as dignity and respect

— Demonstrating the value of processes that promote trust
and participation, particularly among marginalized groups

— Promoting vibrant and diverse social interaction

— Offering everyone opportunities to enjoy and use public
space in diverse ways, such as for physical activity or
relaxation

— Helping communities overcome barriers to better physical
and mental health

— Supporting and sustaining the natural assets and strengths of

a place and its people

Inclusion efforts at the intersection of public space and public
health should focus on populations and neighborhoods that
have experienced disenfranchisement and disinvestment or that
have access challenges (e.g., wide intersections that are
difficult for pedestrians to cross; neighborhoods that don’t have

enough parks).
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A Conceptual Framework for Inclusion &
Health in Public Space

The Framework is a guide for leveraging inclusion to advance
health equity through public spaces. The Framework supports
both action and evaluation. It may be used to inform the de-
sign, planning, and development of public space projects and to
measure, assess, and communicate their impacts.

Instead of offering step-by-step instructions, we designed
this Framework with the expectation that users will adapt and
apply it to their work in different ways. The Framework demon-
strates themes and connections that are essential to under-
standing health equity and public space and is a guide for
leveraging inclusion to advance health equity through public
spaces using a set of drivers, indicators, and metrics
Opportunities for considering inclusion and health in public
spaces abound at all levels and all scales within the Framework.
We invite readers to approach this report with their own ques-
tions, public spaces, projects, and processes in mind.

The Framework aims to challenge—and change—traditional

planning, design, and public health practice by offering

guidance in:

— Creating public spaces designed to support inclusion,
individual and community health, and health equity; and

— Building a field of practitioners across the disciplines and
sectors that shape public space who put health and health

equity at the center of their work.

A set of actors who are closest to this work include:

— Built environment practitioners, including planners, design-
ers, policymakers, and others who are working to shape their
communities by focusing on health and inclusion.

— Public health professionals and policymakers who are engaged
in issues connected to place and the social determinants
of health.

— Community leaders, directors of community-based organiza-
tions, advocates, and others who need evidence-based metrics
to demonstrate the value of inclusionary processes and out-
comes that leverage and build on local assets.

— Engaged community members and residents who bring vital

knowledge and lived experience.

Cyclists commuting via Olafur Eliasson's Cirkelbroen (Circle Bridge) in Copenhagen (Photo: Steven Johnson, Boundless)
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The Guiding Principles of Inclusive Healthy
Places

We identify four guiding principles for shaping and assessing

public space projects. Only one principle addresses physical

space, reflecting the need for practitioners to look beyond physical

designs and placemaking to create change. The context, process,

and sustainability associated with public space design have to

be considered.

Recognize community context by cultivating knowledge of the

existing conditions, assets, and lived experiences that relate to

health equity.

Characteristics of People Present: Demographic

characteristics of the impacted or local population.

Community Health Context: Snapshot of existing health at

the community scale, including physical and mental health
and well-being, socioeconomic health, environmental health,
and housing conditions.

Predictors of Exclusion: Essential measures of inequality and

indicators of discriminatory practices or experience.

Community Assets: Every place possesses assets on which to

build, such as public space and transportation access and the

presence of local and cultural institutions.

The drivers, indicators, and metrics of Principle 1 are all about

establishing the existing or baseline conditions within a study area.

Principle 2: Process

Support inclusion in the processes that shape public space by

promoting civic trust, participation, and social capital.

Principle 2 Drivers:

A.

Civic Trust: Trust in public institutions and our neighbors can
be measured by a suite of indicators, including rate and
type of civic engagement (i.e., participation), degree of
knowledge of public processes, and level of reported trust

among community members.

. Participation: Broad-based participation in publicly accessible

events or programs, attendance at public meetings, and the
degree of investment in participatory public processes and in

stewarding public assets are all essential factors.

. Social Capital: Strong social capital is an indicator of identity,

ownership, and strong social networks, and can be

enhanced through cultural diversity within a place as well

as through cross-collaboration and acting with shared purpose.
Principle 2 focuses on developing an understanding of the
depth of social relationships and the breadth of civic and pub-
lic participation as factors contributing to shared ownership of
public spaces and the effectiveness of advocacy for the public

realm.

Principle 3: Design & Program
Design and program public space for health equity by improv-

ing quality, enhancing access and safety, and inviting diversity.

Principle 3 Drivers:

A. Quality of Public Space: Quality is a driver of use and a

factor contributing to how much time people spend in a
place, including for social and physical activities, as well as
their level of comfort in and enjoyment and ownership of a
space. We measure quality through a mix of observational
and survey-based indicators to capture user experience
—essential in planning with inclusion in mind.

B. Accessibility: The Framework uses accessibility to refer to
both specific ADA and/or universal design elements for users
with disabilities as well as to the physical accessibility
of a public space for all users.

C. Access: Distinct from accessibility, access is a measure of how
easily one might have the opportunity to use a public space.

D. Use and Users: Diversity of uses and of users—and evidence
of social mixing among them—in public space are indica-
tors of the social benefits of public space on health and
well-being. Similarly, this driver accounts for users’ level of
physical activity in a specific space or more broadly.

E. Safety and Security: Safety can be measured objectively/obser-

vationally and through user perception.

The design, quality, and characteristics of a public space affect
physical activity and use and determine a sense of inclusion for

different groups of people in a place.

Principle 4: Sustain
Foster social resilience and the capacity of local communities
to engage with changes in place over time by promoting repre-

sentation, agency, and stability.

Principle 4 Drivers:
A. Ongoing Representation: The degree to which local stake-

holders are represented in broad-based public processes
and civic action indicates how well a community will retain

control over what happens in the long term; similarly, the
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degree to which diverse local stakeholders are represented as
users of a public space over time indicates how well the space
accommodates changing uses and groups.

B. Community Stability: Communities are dynamic, and measur-

ing changes related to shifts in housing affordability and
neighborhood economic conditions can inform an understand-
ing of where local benefits of public space improvements

are accruing.

0O

Collective Efficacy: The efficacy of a community is measured

by the value of its members’ input as stakeholders in ongoing
processes shaping public space and in the strength of

social networks.

o

Ongoing Investment in Space: Presence of funding channels

for public space maintenance or improvements, in addition to
local capacity for care as stewards or volunteers, can demon-
strate financial or sweat equity ownership of a public space.

E. Preparedness for Change: Adaptability is an essential capacity

of both physical public spaces and of communities. Spaces

that adapt to changing need, and communities that can assess

their own needs as they change, are well-matched to see

long-term benefits of inclusionary processes.

The indicators and metrics in Principle 4 measure how inclu-
sion and health can be maintained in public spaces, and the

communities they serve, over time.

Summary

To promote inclusion in public spaces, we must design, pro-
gram, maintain, and evaluate public spaces with the knowledge
that our differences affect our experiences, perceptions, and
needs. We hope that users will layer the Framework’s guiding
principles, drivers, indicators, and metrics into their work in
public health, planning, policy, design, engagement, and other

areas of practice to promote better health outcomes.

Community outdoor yoga at Church Street Marketplace in Burlington, Vermont (Photo: Steve Mease via Churchstreetmarketplace.com)
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Introduction

In Copenhagen, Denmark, Folkets Park is a true “people’s
park” designed for all the people in the neighborhood to enjoy,
regardless of whether they’re parents with young children,
elderly people longing for fresh air and a bit of comradery,
teens looking for a safe place to hang out, or a group of men
who prize their privacy in the park they consider their living
room.

The latest renovation of the park several years ago was
more than just another community development project. It set
out to create social change by engaging people from different
walks of life with the goal of helping all to feel safe and com-
fortable while sharing a public space. This approach required
the leaders of the project, an artist and an urban planner, to
get the perspectives of all the people using the park—and
engage them in a process of identifying their shared values and
interests.

That’s how, for example, instead of brightly illuminated
pathways at night, Folkets Park wound up with soft, carefully
located lighting. Homeless people who used the park worried
that traditional flood lighting would make them vulnerable. The

Community design in action at Folkets Park, Copenhagen (Photo: Steven Johnson, Boundless)

project leaders listened to them and came up with a solution
that addressed these concerns while ensuring park safety for
other users who had different concerns about visibility. The
finished park design also includes features for creative play for
all ages, a shade and weather shelter, a new restroom facility,
ping-pong tables, and rolling grassy areas. Each of these fea-
tures required thoughtful and careful design. But by consider-
ing how the space could be both inclusive and healthy, the park
designers worked with community members to achieve a far
more holistic public place. The Folkets Park project shows how,
when designing healthy places, inclusion can be a goal, a pro-

cess, and a result.

Inclusive Healthy Places & the Culture
of Health
Place is integral to health.! Our everyday environments play a
fundamental role in shaping how healthy we are, as individuals
and as communities.

Yet, typically, we give little thought to the impact of public

spaces on health. Research is thin, and, in practice, spaces
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Creative play at the center of a multi-purpose space in Folkets Park, Copenhagen (Photo: Steven Johnson, Boundless)

continue to be planned and designed without considering all
users, or an entire range of well-being. There’s no common
framework; it’s almost as though people in the fields of public
health and urban planning and design speak different lan-
guages. Small wonder, then, that they seldom work together to
create inclusive and healthy public spaces.

To bridge these gaps, Gehl Institute and the Robert Wood
Johnson Foundation (RW]JF), with a group of global advisors,
have developed this Inclusive Healthy Places Framework (“the
Framework,” for short), as a tool for creating inclusive public
places that support health equity. A place that supports health
equity helps reduce and ultimately eliminate disparities in the
controllable or remediable aspects of health.

RWIJF is dedicated to building a Culture of Health in The
United States where all people—regardless of their circum-
stances—have the opportunity to live the healthiest life possi-
ble. Health equity is essential to this vision. As part of its quest
to build a national Culture of Health, the Foundation invests in

learning how other countries have created large-scale change to

improve health and well-being and in studying how those mod-
els might work here. This global search for ideas and solutions
has helped shape development of the Framework. It is our
hope that a broad, global audience of practitioners will use this
approach to measure, understand, and promote health equity
and inclusion through public space in a variety of cultural
contexts.

The Framework represents a new way of looking at the
connection between health and public space and then leverag-
ing that connection to create places that restore advantage to
populations that have been overlooked or excluded. It is an
evolving field. With greater experience and implementation, we
will expand our understanding and improve our tools for in-

creasing health equity through public space.

Place Influences Health
Where we live, work, and play has a lot to do with why some
people are healthier than others and can have a key role in

determining why some people are not as healthy as they

Introduction
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otherwise could be.? A wealth of research demonstrates that
place matters when it comes to health.

Place—the broader physical and social environment where
we lead our lives, both in and outside our homes and workpla-
ces—influences our likelihood of becoming or staying sick with
chronic conditions and of developing certain diseases within
our communities. The physical and social characteristics of our
environments influence our ability to access and benefit from
safe streets, great urban parks, quality transportation networks,
meaningful public engagement, and more—making us more or
less physically active and socially engaged.

Both the physical and social factors, or determinants of
health, are important for us as we consider the role of place in
health and well-being. The quality of our air, water, and food
are determined by geography, development, surrounding infra-
structure, and more. Place determines, to an important degree,
our susceptibility to mental health issues like anxiety or depres-
sion, influenced by factors as wide-ranging as urban stressors
or the presence of greenery near our homes. Where we live
affects the quality of our schooling, our likelihood of being
involved in the judicial system, and our access to economic
opportunity over the long term. Day to day, factors like the
number of social interactions we experience or the number of
minutes we spend using active forms of transportation become
the building blocks of good health.

The factors that influence our individual health outcomes
tend to concentrate health issues at the community scale, while
community-level health issues also have an impact on the
individual.? For example, the correlation between life expectan-
cy and ZIP code is well-documented,* reflecting glaring dispari-
ties in health outcomes from neighborhood to neighborhood.
Local life expectancy is affected by a range of considerations,
including wealth, housing quality, availability of safe outdoor
spaces for physical activity, and the level of social cohesion and
trust we feel in our communities.

How important are these indicators of health? Research
shows that clinical care accounts for only approximately 20
percent of health outcomes, while up to 80 percent of health is
determined by environmental and behavioral factors.”’ These
factors are social determinants of health.

Social determinants of health are important because these
are factors that we, as individuals and as a society, have the

power to change and improve.

Public Space, Inclusion, and Health Equity
How do public space, inclusion, and health equity interact? The
answer depends on how we understand these terms. A public

space is an accessible, shared physical space where people can

socialize, exercise, play, relax, volunteer, buy and sell goods and
services, make connections, express their political views, appre-
ciate art or architecture, or simply enjoy being outdoors.

Public space is made up of the spaces that shape our every-
day experience in our neighborhoods and communities: side-
walks and public squares, parks and other green spaces, and
spaces that are part of our transportation networks, including
everything from streets and bike lanes to bus stops and rail
stations.

For this work, we further define public spaces as those
primarily outdoor spaces that do not require special access—
such as keys, admission fees, or membership. Outdoor public
spaces offer physical and mental health benefits that are dis-
tinct from those of indoor public or civic facilities and institu-
tions, such as libraries, schools, government buildings, and
recreation facilities. Virtually everyone will pass through or look
out on an outdoor public space every day. Inclusion, both
within these spaces and in the processes used to develop them,
is central to addressing health disparities and ensuring that
people with disadvantages are not left behind. Indeed, dispari-
ties in serious health challenges, including lack of physical
activity, social isolation, and environmental exposure, are influ-
enced by the level of inclusion in public space and community
life.

Inclusion is a complex concept and difficult to define. It is
not the opposite of exclusion. It is an outcome and a process,
and it can be used as a tool for change.

As an outcome, inclusion means that all people who use a
public space feel welcome, respected, safe, and accommodat-
ed—regardless of who they are, where they come from, their
abilities, how old they are, or how they use the space.

As a process, inclusion recognizes and respects the needs
and values of people using the space as well as the assets in the
place—even historical ones. It actively engages people and
cultivates trust among them and in the process of engagement
and creation. Ultimately, it allows all members of the commu-
nity to shape, achieve, and sustain a common vision for the
space.

It’s a deliberate process that requires an understanding of
each place’s demographic, socioeconomic, health, and historic
context. We build this understanding by seeking out local ex-
pertise, experience, participation, and representation.

We offer a working definition of inclusion as the leveraging
of resources (such as power, time, and money) and assets
(social, cultural, and physical) to continuously reduce and
eliminate systemic barriers to access, focusing on underserved
and historically overlooked or excluded populations.

However, it is not our intention to establish a rigid

Introduction
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definition of inclusion. Rather, we have developed the
Framework to organize core themes and research as a support
for practitioners in planning, design, and health who are work-
ing to advance health equity in public realm projects. We hope
that this Framework will demonstrate to these practitioners the
value that inclusion brings to the field—and to communities.

Not to be confused with equality, kealth equity means recog-
nizing that everyone has different needs for good health and
ensuring that those needs are met. It also means removing all
barriers to good health—not just lack of medical insurance or
ability to get medical care, but barriers like lack of access to
good jobs with fair pay, quality education, healthy foods, safe
environments, opportunities for recreation and socializing, and
quality, affordable housing. In the end, everyone must have the
basics of what they need to be healthy.

Because we want practitioners to use the Framework as a
tool for promoting health equity through public spaces, the
Framework is somewhat more focused on inclusion as a pro-
cess for achieving that important goal, rather than as an

outcome unto itself. There is no standard or benchmark for

achieving inclusion; we don’t want to be prescriptive about
inclusion as an outcome. Inclusion may look somewhat differ-
ent in different places, depending on the local needs and values.

Successful inclusive processes increase the diversity of users,
the level of quality, and the degree of accessibility of a public
space. In the longer term, inclusion can foster social resilience,
or the ability of a group of people to adapt to stresses in the
social, economic, or physical environment.

When used as tool for change, inclusion can help practi-
tioners and communities reduce health inequities stemming
from long-term systemic discrimination and other barriers.
Inclusion can be a lever of change—in practice, in process, and
in people’s lives. Healthy, inclusive public places can support
health equity in many ways, including:

— Being both accessible and welcoming to all

— Reflecting shared social values such as dignity and respect

— Demonstrating the value of processes that promote trust
and participation, particularly among marginalized groups

— Promoting vibrant and diverse social interaction

— Offering everyone opportunities to enjoy and use public space

Social dancing on Malmé, Sweden's recently renovated waterfront promenade (Photo: Steven Johnson, Boundless)
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in diverse ways, such as physical activity or relaxation

— Helping communities overcome barriers to better physical and
mental health

— Supporting and sustaining the natural assets and strengths of

a place and its people

Inclusion efforts at the intersection of public space and public
health should focus on populations and neighborhoods that
have experienced disenfranchisement and disinvestment or that
have access challenges (e.g., wide intersections that are difficult
for pedestrians to cross; neighborhoods that don’t have

enough parks).¢

A Conceptual Framework for Inclusion

& Health in Public Space

This Framework is a guide for leveraging inclusion to advance
health equity through public spaces using a set of drivers, indi-
cators, and merrics. You may use the Framework to plan, design,
implement, and evaluate the context, process, and outcomes
and effects of interventions and programs in public spaces.”
These interventions and programs range from new park designs
to citywide health evaluations. Opportunities for considering
inclusion and health in public spaces abound at all levels and

all scales.

Plan 4

AQ:
. apt Design —

Do+
Measure =*

* *
* %%

Act, Evaluate, Adapt

To create inclusive healthy places, practitioners should
adopt a process that incorporates a cycle of action,
evaluation, and adaptation. Public spaces are dynamic,
as are the communities who use and depend on them.
Inclusion and health equity are moving targets, and our
approaches to project and program planning and imple-
mentation should be responsive to changing needs and
to testing methods to achieve better outcomes.

The Framework guides both acrion and evaluation. It may be
used to inform the design, planning, and development of public
space projects and to measure, assess, and communicate their
impact. Instead of offering step-by-step instructions, we de-
signed this Framework with the expectation that users will
adapt and apply it to their work in varied ways. As such, the
Framework aims to challenge—and change—traditional plan-

ning, design, and public health practice by offering guidance in:

— Creating public spaces in ways that support inclusion,
individual and community health, and health equity; and

— Building a field of practitioners across the disciplines
and sectors that shape public space who put health and
health equity at the center of their work.

The Framework identifies themes and connections that are
essential to understanding health equity and public space. As
mentioned earlier, inclusion is highly contextual; there is no
turnkey solution or gold standard benchmark. As the
Framework makes clear, there are many ways to use inclusion

as a driver of health equity in public space projects.

Guiding Principles for Mobilizing Inclusion
in Practice
The Framework proposes a set of interconnected drivers, indi-
cators, and metrics to help practitioners build inclusion into
their public space projects, use it to increase health equity, and
assess its effects.

The Framework offers four guiding principles for shaping

and assessing public spaces.

Recognize community context by cultivating knowledge of the
existing conditions, assets, and lived experiences that relate to

health equity.

Principle 2: Process

Support inclusion in the processes that shape public space by
promoting civic trust, participation, and social capital.
Principle 3: Design & Program

Design and program public space for health equity by improv-

ing quality, enhancing access and safety, and inviting diversity.

Principle 4: Sustain
Foster social resilience and capacity of local communities to en-
gage with changes in place over time by promoting representa-

tion, agency, and stability.
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Audiences & Cross-Sector Collaboration

Fostering health equity requires collaboration across sectors,
fields, scales, and geographic areas. Our ambition is that the
Framework will assist practitioners from a range of professional
backgrounds (government, planning, design, and public health
from both the public and private sectors) to engage in new

forms of collaboration.

A set of actors who are closest to this work include:

— Built environment practitioners, including planners, design-
ers, policymakers, and others who are working to shape
their communities by focusing on health and inclusion.

— Public health professionals and policymakers who are
engaged in issues connected to place and the social determi-
nants of health.

— Community leaders, directors of community-based organi-
zations, advocates, and others who need evidence-based
metrics to demonstrate the value of inclusionary processes
and outcomes that leverage and build on local assets.

— Community members and residents who bring vital knowl-
edge and lived experience and should be integrally involved
with every partnership or effort to plan for our shared

resources—not just in situations where equity or inclusion

among aspects of public spaces, the processes that shape them,
and key social determinants of health. Practitioners of public
space planning and design, including community-based leaders
and advocates, can use the Framework to understand and

measure the impact of public space interventions on health.

Context & Scale of Inclusive Healthy Places
The Framework is meant to be flexible. It is intended for use in
a range of urban, suburban, urban fringe, and rural town cen-
ters. However, some indicators and measures will be best applied
in areas with larger or denser populations, and most of the
research underpinning the Framework was developed in urban
contexts. The research base also draws on studies carried out in
contexts around the world; we hope that the Framework can
have value across cultural contexts. The Framework may be used
to address spaces of all sizes and scales—from plazas and main
streets to full neighborhoods or regional parks. The Framework

can be applied at scales right down to individual design details.®

are express policy goals.

We hope that the Framework will help these groups develop a

common language that supports collaboration. Public health

professionals can use the Framework to identify connections

Public Space

Neighborhood

City

Regional/National

— Street and sidewalk/
plaza redesign

— Community garden
project

— New waterfront access
area or esplanade

— Lighting on a sidewalk

— Events held on a square/
in a street

— Improvement to a
public transit entrance

— Community park
design-build project

— Renewal program for
an urban district

— New bike lane
connections on a street
network

— Construction of a
regional destination
waterfront park

— Day worker meeting site

— Main street

revitalization or redesign

Installation of street

lighting fixtures

— New friends-of-park
group formation

— Food distribution area

— Public space network
plans

— Resiliency strategy for
urban waterfront parks

— Mobility plan

— Bus rapid transit or light
rail corridors

— Bikeshare network
stations or bike racks

— Zoning for access to
healthy food stores

— Active design guidelines

— Mental health awareness
campaigns

— Environmental justice
campaign

— Congestion-pricing policy

— Walk-to-work policy
initiative

— Large-scale rails-to-trails
project

— Regional economic
development strategy

— Public land conservation
plan

— Environmental cleanup
project

— National 10-minute
walk-to-a-park goal

— Regional health
framework plan

Introduction
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Public space shapes our health in different ways. Here, the open, playful design of Copenhagen’s harbor front invites physical and social
activity for all ages and provides a sense of identity. (Photo: Steven Johnson, Boundless)

What’s Inside
This report includes both the Framework and supporting re-

search, organized in two main sections, with a short appendix.

Introduction
Establishes background context, need, and audience to ground

the report and the Framework.

Guiding Principles

Introduces each guiding principle for inclusive healthy places;
discusses the themes, research, and theory needed to under-
stand the Framework’s drivers and indicators; and offers sam-
ple questions for connecting the principles for inclusive healthy

places with research and practice.

Inclusive Healthy Places Framework
Presents a detailed matrix of drivers, indicators, and metrics
with research citations. The content is organized according to

the guiding principles.

Appendix
Contains essential project background, methodologies and
definitions, as well as other essentials for practitioners using the

Framework.

We invite you to approach this report with your own questions,
public spaces, projects, and processes in mind. As we hope
you’ll see, there are numerous opportunities to shape public
space in ways that contribute to greater inclusion and achieve

better health for everyone.

Introduction
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Footnotes: Introduction

1. Physical and mental health status and well-being, as
distinguished from health care. Paula Braveman et al., What

Is Health Equity? And What Difference Does a Definition Make?
(Princeton, NJ: Robert Wood Johnson Foundation, 2017), https:/
www . rwjf.org/en/library/research/2017/05/what-is-health-equity- .
html.

2. “Social Determinants of Health,” Healthy People 2020, Office
of Disease Prevention and Health Promotion, accessed May 31,
2018, https:/www. healthypeople.gov/2020/topics-objectives/topic/

social-determinants-of-health.

3. The connection, for example, between poverty and health

is both at the individual and community level. People’s health is
affected by the general level of affluence of the community in which
they live, not just by their own income.

John W. Seavey, “How’s your health? What’s your zip code?
Poverty and health,” University Dialogue 42 (2008), http://scholars.
unh.edu/discovery_ud/42.

4. Sabrina Tavernise and Albert Sun, “Same City, but Very Different
Life Spans,” New York Times, April 28, 2015, https:/www.
nytimes.com/interactive/2015/04/29/health/life-expectancy-nyc-chi-

atl-richmond. html.

“Does where you live affect how long you live?” Robert Wood
Johnson Foundation, accessed May 31, 2018, https:/www.rwijf.

org/en/library/interactives/whereyouliveaffectshowlongyoulive . html.

5. Steve Teutsch, “Getting to Average Life Expectancy: It Takes
Commitment,” American Journal of Public Health 108, no. 1

(January 2018): 17.

6. Howard Frumkin, “Guest Editorial: Health, Equity, and the Built
Environment,” Environmental Health Perspectives 113, no. 5 (May
2005): A290-A291.

7. An evaluation framework is a practical tool to summarize and
organize the components of program evaluation.

“A Framework for Program Evaluation,” Program Performance and
Evaluation Office of the Centers for Disease Control and Prevention,
accessed December 22, 2017, https://www.cdc.gov/eval/

framework/index. htm.

8. The Framework was developed primarily for the US context, with
global influences among the cases, best practices, inspiration, and

literature-based research.
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Guiding Principles

The Inclusive Healthy Places Framework is built around four
guiding principles for shaping and assessing public space proj-
ects. Only one principle addresses physical space, reflecting the
need for practitioners to look beyond physical designs and
placemaking to create change. Additional knowledge, practices,
processes, and policies are necessary to support inclusion and
health.

The guiding principles are four distinct yet interrelated
concepts that integrate inclusion and health equity into the
analysis, planning, design, programming, and sustainability of
public spaces.

These themes often overlap. For example, indicators of civic
trust, an essential component of inclusion in democratic design,
helps to demonstrate the strength of local social networks
(Principle 2) and are connected to the level of social cohesion
contributing to community stability (Principle 4). Likewise, the
quality of a public space and level of perceived safety (Principle
3) influence both how it is used (Principle 3) and how much it

is used (Principle 2). Funding for maintenance and care of a

public space (Principle 4) may benefit the community, but the
degree of that benefit will be influenced by factors such as the
representative participation of local residents and stakeholders
in deciding how that funding is invested (Principle 2).

These examples illustrate and help explain why we are not
presenting this Framework as a how-to handbook for promot-
ing inclusion or health. The outcomes and impacts of public
space practice (planning, programming, designing, building)
will vary, based on the context, so there are no universally
prescribed steps for achieving health equity and improving
community health. Instead, we recommend thinking about how
the guiding principles align with the challenges or objectives of
a particular place or project and “layering in” the relevant
components.

Nor is it our intention to establish standards or benchmarks
for inclusive healthy places. However, we hope that, with con-
tinued application and testing of the guiding principles and the
Framework, new best practices will emerge for measuring

impact and progress toward inclusion and health equity.

A project of Mexico City's public planning innovation office, Laboratorio para la Ciudad, Peatonifios uses creative youth engagement strategies

to raise pedestrian safety awareness. Here, a street festival in Iztapalapa, Mexico City. (Photo: Laboratorio para la Ciudad via Flickr)
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Finally, we do not intend to impose an outside perspective
on local projects. These measures are about understanding and
demonstrating the value of place to promote health equity and
social inclusion and integrating that value into all aspects of
planning, shaping, assessing, and using inclusive, healthy
public spaces.

We present the guiding principles to help

practitioners see possible “ways into” the Framework.

Requires an assessment of the preconditions and baseline data
in a place and is especially geared toward researchers, profes-
sionals in statistical data or public health departments, or
anyone beginning a design, plan, or evaluation of a public
space. Principle 1 speaks to the need for background data to
understand the context of a place or community and set appro-

priate goals for inclusionary practices.

Principle 2: Process

Focuses on social and process indicators of trust, participation,
and other drivers of inclusion and health in place. It may be
most relevant to policymakers and practitioners who work
directly with people to advocate for, plan, design, and sustain
more inclusive healthy places.

Principle 3: Design & Program

Centers on the physical aspects and design of places and may
serve as a checklist for architects and urban designers, in addi-
tion to researchers investigating correlations between place and
health equity. The metrics may serve as a tool for architects
and urban designers as well as for researchers investigating

correlations between place and behavioral health outcomes.

Principle 4: Sustain

Stresses social resilience and capacity building, which will
benefit community residents and the long-term work of strate-
gic planners, policymakers, politicians, advocates, and commu-

nity leaders and organizations.

We developed these guiding principles from a research process
that included extensive expert interviews (see Appendix), site
visits and tours, a global practice scan, and additional second-
ary research reviews. The following sections describe the
Framework’s structure by highlighting the key findings and
considerations that form the research basis for each of the four

guiding principles.

North Philly Peace Park is an open, intergenerational, neighbor-
hood-maintained space for gardening, education, and other
programming (Photo: Gehl Institute)

Patricia's Green in Hayes Valley, San Francisco is the result of
community fight to turn the Central Freeway into public a space.
(Photo: Jennifer Gardner)

A temporary sandy beach installation in downtown Detroit's

Campus Martius Park gathers people around unexpected design.
(Photo: Michigan Municipal League via Flickr)
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Principle 1: Context

— Helps practitioners and researchers identify baseline condi-
tions relevant to health equity in context of place.

— Establishes a snapshot of key health status factors at the
community scale.

— Provides an assessment of systemic inequities and root causes
of community health challenges.

— Guides users in identifying community assets (physical, social,
economic, political) that reflect local trends, history, and needs.

— Is especially geared toward researchers, professionals in statis-
tical data or public health departments, community advocates,
or anyone beginning a design, plan, or evaluation of a
public space.

— Is useful for arming advocates, identifying appropriate strate-
gies, and in raising awareness around the conditions that

created or attributed to existing health disparities.

Principle 1 establishes the baseline conditions of a specific
place or community.® As discussed, context is key to using
inclusion to advance health equity in public spaces. Contextual
factors need to be considered and addressed when developing

inclusive practices.!?

In this principle, we recommend using a context-specific, lo-
cally defined approach to understanding baseline conditions,
local assets, and lived experiences that can inform the project
at hand. With strong background data, practitioners can mea-
sure impact against an informed understanding of what inclu-
sion and health mean in zhis place.

We wish to stress that it is essential that practitioners com-
ing from outside a community (e.g., government, design con-
sultants, national nonprofits, academic researchers) seek and
prioritize the expertise and experience of stakeholders in a
place—from established organizations to everyday citizens. For
a process or outcome to be truly inclusive, meaningful partner-

ships are essential. In gathering background data about context,

many embedded community organizations and individuals
already own this information. In particular, they are the only
reliable source of qualitative feedback on lived experience.

The indicators and metrics in Principle 1 may be used to
measure baseline conditions related to social determinants of
health. They focus on people and their environment. In addi-
tion, we recommend using indicators to build an understanding
of predictors of exclusion present, as well as the presence of
community assets, to better understand demographic and com-
munity health data. These indicators can help contextualize
other relevant data gathered about a project as well.

Throughout the Framework, we include indicators and
metrics that can be used to measure lived experience or self-re-
ported data. In referring to lived experience, we acknowledge
the value of local people’s insights into their own health assets
and challenges and related factors. For example, it’s not useful
to tell people to eat better and exercise to reduce diabetes when
they have no solutions to challenges such as lack of access to
supermarkets that offer healthy foods or to parks or other

public recreational spaces.!!

Public parks officials and children break ground at Longfellow

Playground in New York City's South Bronx. The project was a
part of the Community Parks Initiative, a citywide effort to
reinvest in the open spaces serving low-income neighborhoods,
and to bring a greater degree of public engagement into the
design process. (Photo: NYC Parks)
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It is important to know the demographic characteristics of the
people in a place of interest. Demographics are statistical data
for a defined population or groups within it and include gen-
der, age, race and ethnicity, status of homeownership or tenure,
marital status, household income, rate of poverty, country of
birth, etc. Demographic data on a place of interest can inform
practitioners about key factors related to inclusion—for exam-
ple, whether people participating in a public engagement are
representative of the broader community. Furthermore, demo-
graphic analysis can identify important determinants of poor
health and health inequity, such as relative concentrations of
poverty, degrees of racial segregation, aging populations, low
rates of educational achievement, or other indicators of popula-
tion-level health risk.

From a perspective of inclusion, demographic baseline data
can also shape an understanding of who that space serves.
“Inclusion means facilitating well-being as defined by who; we
need cities where everyone can reach their potential and make
a contribution in whichever way they want to,” according to
Layla McKay, Director of the Centre for Urban Design and
Mental Health.!?

Over time, changes in demographics can also help commu-

nities tell the story of changing local needs and preferences.

Our definition of health context is broad. The Framework incor-
porates a range of community and population vital statistic
metrics, such as rates and causes of morbidity and mortality,
and many important socioeconomic and physical environmental
factors that affect health. Combined, these factors constitute
“health context,” which tells a story of how place may shape
health challenges, risks, and opportunities.

Indeed, health equity goals need to be context-specific and
locally defined, because lived experience and health risks are
influenced by place. Who we are (e.g., our genes), where we
are, and our accumulated experiences and exposures to health
risks and benefits in our environments determine our health,
both on an absolute scale (“Is my own health the best it can
be?”) and relative to others (“As a group, how does our health
compare to that of other groups?”).

Environmental health challenges naturally intersect with the
built environment and public space. For example, air, water,
and noise pollution can have substantial effects on community
mental health, as well as physical health. Living near major
roads or airports increases exposure to traffic noise and pollu-
tion and is associated with higher levels of stress and aggres-

sion.!* Health inequities in cities are often rooted in residential

segregation and uneven access to community resources, assets,
and services, as well as uneven exposure to harmful industrial
activity. For example, an estimated 22 million Americans suffer
from asthma, which is triggered by various environmental
factors, including air pollution, allergens, exercise, stress, cer-
tain chemicals in the workplace, etc.!* Asthma rates vary greatly
from neighborhood to neighborhood but disproportionately
affect communities of color and low-income communities.'®

These kinds of disease triggers may be reduced through
greater access to open, green spaces that offer opportunities to
walk, mingle with others, and enjoy nature without noise and
other urban stressors. Research has found that children living
within one kilometer (0.6 miles) of a park or playground are
five times more likely to have a healthy body weight,!” demon-
strating in one way how essential equitable access to public
space can be to health.!®

These are just a handful of statistics representing a growing
body of knowledge on how our shared and public built envi-
ronment can influence individual and community health; addi-
tional metrics may be found under Principle 1 in the
Framework. Practitioners interested in advancing community
health should expand their understanding of basic demograph-
ics to help identify gaps and barriers to good health, as well as

local conditions that drive social inequalities in health.!®

Achieving health equity requires getting at the root causes of
health disparities (differences in health outcomes) and inequi-
ties (systemic differences in access to the resources and oppor-
tunities required for optimal health). Numerous factors
contribute to place-based health inequities. This work focuses
on key predictors of exclusion, supported historically by poli-
cies and practices that have perpetuated inequality. Specifically,
we recommend assessing indicators of economic inequality and
discriminatory practices within the community.

“Longstanding and rising income inequality, combined with
a history of racial residential segregation, has led to startling
health inequities between neighborhoods,” notes New York City
Health and Mental Hygiene Commissioner Mary Bassett, MD.
“Poor health outcomes tend to cluster in places that people of
color call home and where many residents live in poverty.”!®

A significant and compelling body of research demonstrates
that economic opportunity is a leading determinant of health
and longevity; disadvantage drives health disparities.?® Living in
poverty limits healthy lifestyle choices and makes it difficult to
access health care and other resources that promote health and

prevent illness.?!
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For example, research shows that physical inactivity contributes
to health inequity across certain groups. Black and Hispanic
adults, older adults, less educated adults, and adults living at
or near the poverty line are less likely to meet physical activity
guidelines than other groups.?> Other US-based research con-
nects historically underserved populations—African American,
American Indian, Hispanic, Asian American, and Pacific
Islander cultures—to lower activity levels, which is a major risk
factor for obesity and other chronic conditions. These same
populations often have limited opportunities for physical activi-
ty in their communities.?® Local environments also affect the
eating and activity habits of residents. Obesity and related
chronic diseases, such as diabetes and heart disease, are most
prevalent among low-income persons of color.?*

Access to high-quality green spaces, including playgrounds
and parks, can help to rebalance these outcomes. Populations
exposed to the greenest environments have the lowest levels of
income-related health inequality, demonstrating that physical
environments that promote good health may help reduce socio-
economic health inequalities.?” Drivers and indicators of park
use and access are discussed in more detail under Principle 3.

Poverty and health are connected at both the individual and
community levels. A person’s health is affected by the affluence
of the community where she lives, not just her own income.
Although discriminatory practices and policies that isolate
racial and ethnic groups may not reduce the economic capital
of all members of those groups, the health effects of exposure
to inequality within a society may be significant.?®

Practitioners working at all scales, from the grassroots up,
can learn from the lived realities of discrimination.?” Historical
oppression and trauma associated with public space and poli-
cies must be acknowledged as part of a community’s lived
experiences.?® Of course, overcoming institutionalized exclusion

requires work beyond public space and health equity.

Finally, recognizing community context should also take an
asset-based approach that identifies, acknowledges, and builds
upon opportunities and strengths in a place. Place-based assets
may take many forms. People are an obvious though often
overlooked asset; they offer both individual and shared experi-
ence and expertise. Inclusive practice should involve dialogue
on how the public space will be used collectively and on the
shared benefits arising from that use.?®

There are also more formal types of assets and resources
that can be useful to acknowledge and engage with in public
space—shaping processes. For example, it is important to under-

stand how local institutions support opportunities in building

Bogotéa, Columbia is where the Ciclovia originated, over 40
years ago. Today, streets close to bicycles every Sunday.
(Photo: Carlos Felipe Pardo via Flickr)

Adapted to other contexts, the Ciclovia takes on new character.
Here, cyclists take to Los Angeles' downtown streets.
(Photo: Jennifer Gardner)

Slow Roll Detroit is a leisurely weekly bike ride meant for all

ages and abilities that regularly gathers over 3,000 participants.
(Photo: Flickr user Russ)
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and maintaining social relationships, a core community asset
and component of social capital.>® Local institutions like
churches, libraries, schools, hospitals, cultural organizations,
community garden groups, and more may serve as forums and
resources for people to discuss health and healthy choices and
as places to connect with one another.

There are often opportunities to collaborate across sectors
to leverage community assets. Professional perspectives and
community-based knowledge and expertise can operate hand in
hand. For example, professional planners and designers can

offer technical support to community efforts to plan and evalu-

ate public spaces.?!

Sample Research Questions
for Principle 1

— How can detailed and specialized data
about community health across a city/
region inform design, planning, and
program interventions?

— How can local health drivers and
amenities be tapped to address
the needs of people of all ages and
socioeconomic circumstances?

— What are key community assets
supporting health, economic well-being,
and public space?

— How do different forms of inequality
correlate with access to open space
resources and with community health?

— What evidence is needed to determine
whether or how a public project or
policy helped improve community health
outcomes?

Local identity can be expressed through program-
ming as well as design. Five Points Plaza, a
transformed vacant lot in Charlotte, North
Carolina (Photo: Cherie Jzar)
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Principle 2: Process

Support inclusion in the
process that shapes public
space by promoting

civic trust, participation,
& social capital.

What does this component of the Framework do?

— Establishes the basic ingredients for social inclusion in
public processes through indicators of civic trust, civic or
other types of participation, and social capital.

— Acknowledges systemic exclusion as a barrier to inclusion
and identifies numerous opportunities for inclusion.

— Aims to demonstrate the impact of strong local networks,
grassroots and community-based engagement, advocacy,
planning, and programming.

— Captures the value of social capital as an observable measure
or outcome of an inclusive process.

— Serves as a point of access to the Framework for policymak-
ers and practitioners who work directly with people to
advocate for, plan, design, and sustain more inclusive

healthy places.

Inclusion is as much about the process as the finished prod-
uct.?? Public space can support healthy social outcomes, such
as high levels of civic trust associated with “neighborliness,”
large turnouts for community events and programs, or a strong
sense of community ownership for a shared space. Public spac-
es can be important sites for the formation and growth of social
capital within communities. Research shows that these qualita-
tive characteristics are also measurable outcomes of social
inclusion with health equity.

Changing a physical space will not necessarily change un-
derlying social structures or enable inclusion or equity.
Dialogue and direct engagement must be part of the process
that creates the space; they are essential to sustaining or
strengthening a community’s sense of belonging.?? This
Framework defines that sense of belonging as a combination of
civic trust and community ties, both of which are challenged by
the many processes that shape the context of our
neighborhoods.

Principle 2 proposes examining how processes and systems

that shape public spaces can promote or have promoted

inclusion and healthy equity from the perspective of trust,

participation, and structural barriers.

Civic Trust and Inequality Are Linked

Civic trust reflects the degree to which people feel they can
participate meaningfully in their communities through voting
and activities such as community organizing and joining com-
munity groups.>* Civic trust is built on strong social ties and
networks and can be measured using indicators of civic partici-
pation such as voter turnout, knowledge of public processes,
and self-reported levels of trust and social contact.?®

Trust among people within a network can enhance that
network’s effectiveness: “Social associations by themselves are
expected to be an important foundation for civic engagement,
but their positive impact on participation in collective action
effort is expected to be even greater among those people who
believe people are trustworthy.”?® Where rates of civic participa-
tion, knowledge, and trust in neighbors and institutions are
high, civic trust grows and can drive greater inclusion and
equity in public and civic processes.

Conversely, segregation and inequality have demonstrated
effects on civic trust. In his seminal text The Truly Disadvantaged,
William Julius Wilson describes concentration effects as the cu-
mulative disadvantages of residents living in racially segregated
urban areas.?” Systemic conditions may increase segregation and
inequality and affect opportunities for participation in a place.
This can lead to the exclusion of certain groups and reinforce
barriers to health. In the US and other countries, structural
racism involves interconnected institutions whose linkages are
historically rooted and culturally reinforced.*® Examples of
institutional racism include discriminatory policies and practice
carried out by state and other institutions that perpetuate
systemic inequities.?’

The San Francisco Indicator Project finds that segregated
neighborhoods have fewer institutional assets (schools, libraries,
public transit), the lack of which may erode civic trust.*°
Meanwhile, segregated low-income neighborhoods host more
than their fair share of power plants, solid and hazardous waste
sites, bus yards, and other such public facilities. Indeed, place
often is the point of conflict between various agendas, wherein
underserved communities are pushed to the margins.*' Take, for
example, the ongoing residential segregation of African
Americans through housing, economic, and other policies that
shape health, as reflected through higher levels of exposure to
air pollution, incidence of chronic disease, and lower access to
health care services.*? These are among the historic effects of
midcentury redlining practices in American cities that, in their

day, were designed to codify exclusion in an integrating world.
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Such practices continue to have repercussions on residential
segregation and wealth accumulation, as well as on other types
of disinvestment in affected communities today, such as the
incidence of health care and food deserts in African American
communities. A key aspect of achieving health equity through
the urban built environment is identifying and dismantling
structures of exclusion that shape public space.*

Although many policies and attitudes have shifted toward
advancing diversity and inclusion, direct and implicit biases
still pervade public processes of all kinds. Developing aware-
ness and evidence of systemic barriers to inclusion is essential
to evaluating whether a process can advance inclusion or health

equity.

Community Participation Builds Social
Capital & Better Health

When people can take part in community activities and access
a wide range of community services, they tend to feel more

included. “To develop and strengthen partnerships between

organizations and groups, stakeholders must have the ability to
come together and organize, and voice activist demands,” notes
the Mexico City-based pedestrian activist Jorge Cafiez.** When
people trust members of their community—even those with
whom they have had little or no direct interaction—that trust
contributes to collective action.®

Recent research has found “strong reasons to believe that
high levels of inequality depress civic participation.”*® The
effect of inequality on participation by people with lower in-
comes may stem from their having fewer resources to support
their participation or from a belief that “getting involved will be
fruitless because the system is stacked against them.”*” When
inequality drives down civic participation, it is as a conse-
quence of systemic structures that leave people excluded and
disenfranchised and “can constitute a serious threat to
health.”*®

Further evidence suggests that inequality is the strongest
determinant of trust and that trust has an even greater effect

on community participation than on political participation.*

Superkilen Park forms part of Copenhagen's Green Cycle Route. Designed by BIG Bjarke Ingels Group, the park includes features that

represent public spaces in the over 60 countries that local neighbors call home. (Photo: Jennifer Gardner)
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Luminothérapie, an illuminated playground in Montreal’s Quartier des Spectacles, is an annual winter light installation inviting engagement,

movement, and enjoyment in public space during Quebec’s long winter nights. The 2017-2018 installation, Impulse, includes 30 interactive

lighted seesaws that invite people of all ages to play. (Photo:Susan Moss for Montreal via Flickr)

Residents in extremely poor neighborhoods are less likely to
report having regular sources of social support, like a marital
partner or close friends.*® This is important because high
levels of community social cohesion are based on sources of
social support (e.g., friendships, visiting, borrowing and
exchanging favors with neighbors)—that are linked to better
mental health.>!

Lack of social connection and support can have serious
consequences. A sociological study of the 1995 Chicago heat
wave found that people who were more socially isolated (i.e.,
had little social contact or rarely left their apartments) were
more likely to die during extreme conditions.’® Indeed, a devel-
oping body of research finds that social isolation is a growing
public health issue. When measured as self-reported loneliness,
social isolation contributes more strongly to health than any
component of a person’s social network.”

Rapid changes in social equality, such as a widening or
compression of income distribution, have significant effects on
both social cohesion and health. The health effects of

residential segregation (in the cases cited, the spatial concentra-
tion of people with low incomes) have been shown to impact
isolation. In World War II-era Britain, reducing the income
differential led to solidarity and cohesion and dramatic im-
provements in life expectancy. In Roseto, Pennsylvania, a post-
war widening of the income gap resulted in a breakdown of
community cohesion, followed by a sharp increase in coronary
disease deaths.

One study found that low levels of constituent trust in the
Riksdag (Swedish national parliament) were significantly associ-
ated with poor self-rated health.”® On the other hand, atten-
dance of community members at community events in core
urban areas is linked with higher levels of self-rated health.>®
The degree of civic distrust and paucity of civic life, measured
by membership in associations or groups, are strongly correlat-
ed with overall mortality. Rates of public participation have
been highly and significantly correlated with health-related

variables like life expectancy, social protection and health
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expenditures, legal abortions, infant mortality, and road acci-
dent deaths, and have shown moderately significant correlations

with life satisfaction and happiness.>’

Public Spaces and Community Assets Can
Support Civic Trust

Research is beginning to show that access to high-quality pub-
lic spaces can promote civic trust and participation. The Center
for Active Design has demonstrated that living within a
ten-minute walk of a park is positively and significantly associ-
ated with higher levels of civic trust, appreciation, and steward-
ship.>® People living near a park that is both popular and used
by many community members exhibit even higher levels of
civic trust. Interestingly, this finding holds true regardless of
whether respondents report visiting the park themselves.> The
way people feel about their shared public space assets can
indicate overall civic trust (see also Principle 3 for more on
social connectivity and well-being).

Diverse and representative participation in the processes
that shape public shared spaces can foster meaningful inclu-
sion. Diversity is a key element of social and mental health;
stated differently, certain health benefits may accrue when an
individual engages with a more diverse group of people, which
leads to higher social capital.®

Just how such participation is best fostered in any given
place, project, or process will vary. To account for this, New
York City’s Department of Mental Health and Hygiene’s
Center for Health Equity created a multistep participatory
process that helped the agency understand the local cultural
identities of a place and design a responsive health interven-

tion. That process included the following steps:

1. Residents identified priorities and needs in the areas
of activity/active design, healthy eating, and chronic
disease management.

2. Community-based organizations developed project
proposals based on those priorities.

3. Residents voted on the projects.

4. Selected projects were implemented.

5. Residents engage directly with the results of those

projects—for example, by using a new walking trail.®!

Whether in New York City, Oklahoma City, Mexico City, or Ho
Chi Minh City, setting shared goals that meet the needs and
desires of residents within local community contexts can make
participation in place-shaping processes meaningful and sup-

portive of even bigger goals—Ilike achieving community trust.

Sample Research Questions
for Principle 2

— How does people’s trust in civic
institutions and in one another affect
their level of engagement in
participatory public processes?

— How can the design process be used to
address historic racism and other
systemic forms of exclusion?

— How can improvement to people’s social
interactions within public space stimulate
better health?

— How are local perceptions of health
considered and incorporated into health-
promoting public space programs
and projects?

— What is the level of community-led
stewardship of public space and
community assets?

— How can local social networks, including
partnerships between organizations, be
harnessed and strengthened as part of
the planning process?
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Principle 3: Design & Program

Design & prog ram pu blic Space muscle strengthening.®* In addition, only about 25 percent of

children and youth engage in 60 minutes of daily physical

for health eqUity by imprOVing activity, as recommended.®

The mental health and well-being benefits of access to safe,

quality, en ha ncing access & high-quality, and green public spaces that provide opportunities

for social interaction are substantial.®® Social isolation, or lack
L] L] L] L] [ ] . . . . .
of social connection, is devastating to a person’s health, in-
safety, & inviting diversity. , o sroap ,
creasing mortality risk by approximately 30%.%" Loneliness,
social isolation, and living alone correspond, respectively, to an
. average 29%, 26%, and 32% increased likelihood of mortality.®®
What does this component of the Framework do? . .
. . . Since the 1980s, the percentage of American adults who say
— Addresses the direct connections between physical space and
) o they are lonely has doubled from 20% to 40%.%° In short, the
health outcomes and establishes a subset of indicators that . ] ] . ] o
. L . influence of social relationships on mortality risk is comparable
suggest inputs for a quality index for public spaces that . ) . .
. . with that of other well-established risk factors such as chronic
promote inclusion and health. . o .
. . . diseases (see Principle 2 for more on community engagement
— Demonstrates the role of spatial and programmatic design and o .
. . . . . and social isolation).™
planning in challenging health inequities, with a focus on . . .
o . . Planners and policymakers don’t always think about build-
accessibility, access, and diversity of users. . . ] . .
] ) . . . . ing health outcomes into their public space work, yet doing so
— Establishes the spatial, social, and perceptive dimensions . . L
L . . can have many health benefits.”! The drivers of this principle
within a space that strengthen inclusion. . . L
. . describe different but connected characteristics of space that
— Serves as a tool for architects and urban designers as well as . .
. L . may be observed or surveyed. These include the quality of
for researchers investigating correlations between place and
health outcomes. The metrics in this principle may be applied

at the site or project scale.

When it comes to promoting inclusion and health in public
space, design matters. The quality, sense of safety, and accessi-
bility of and access to a public space influence how a space is

used and how people feel in that place.

Public Space Is Essential for Health
& Well-Being
Design and programming of physical space can shape both
physical health and mental well-being, every day. Over the past
two decades, research across disciplines has brought to light
the importance of creating opportunities for physical activity in
the places people pass through and visit in their daily lives.
Interacting with public spaces, even when we’re simply using a
sidewalk or crossing a street, is part of everyday life.
Conscientious design considerations are essential in supporting
active use and social interactions within those spaces.

Lack of physical activity leads to weight gain and obesity
and is a primary cause of chronic diseases, including heart
disease, cancer, and diabetes.®? It’s also enormously expensive.

In 2013, physical inactivity cost the world $67.5 billion

Vi
Creative play elements can help promote physical activity for all

through direct health care expenditures and lost productivity.®?
Yet, only one in five American adults (21 percent) meets N . .
> ¥y v ules (21 p ) ages. Here, an outdoor climbing wall in Malmé, Sweden

the national physical activity recommendations for aerobic and (Photo: Steven Johnson, Boundless)
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public space, its accessibility and access, its use and diversity of

users, and the sense of safety and security it advances.

Quality of Public Spaces

Supports Inclusion & Active Use

Research shows that the physical characteristics of a space
affect how frequently and how widely it is used.

For example, trees matter. In one study, the amount of time
residents spent in equal-sized common spaces was strongly
predicted by the presence, location, and number of trees. The
more trees, the more people were observed using the space at
any given time. The presence of trees consistently predicted
greater use of outdoor spaces in two inner-city neighbor-
hoods—by adults, by youth, and by mixed-age groups of youth
and adults.”? In the same vein, vegetation and vegetative cover
have been correlated with increased physical activity in those
spaces.”

Other characteristics and amenities such as site furnishings

s

(benches, waste bins, shade, etc.) also invite a diversity of users
and increase use. Sites with a mix of features invite a mix of
users and uses—people from different racial and ethnic groups
who want to use the space for socializing, spending time with
family or friends, recreation, independent relaxation, or group
activities.” It is important to note that inclusionary design
interventions range in scale from an object such as a bench or
a trashcan to projects that involve landscaping, entrance and
edge design, etc. Whether large or small, they may have equal
value within a space.

The physical characteristics of a place may also influence
the development of neighborhood social ties and cohesion,
with positive effects for community connectedness and mental
well-being.” Quality of space imparts a unique individual
experience; that is, each person will perceive and enjoy it differ-
ently. Perceptions of park quality correlate with higher levels of
physical activity and lower body-mass index (BMI) scores,

suggesting that park improvements can help promote better

&\

i r bt —

The Cheonggeyecheon River in Seoul, where the city restored this urban river landscape that replaced elevated highway infrastructure.

It has been open to the public since 2005, offering access to nature and releiving urban heat island effect. (Photo: Ken Eckert)
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health.” Measures of perceived quality among users of a public
space are therefore effective predictors of community health

levels around that space.

Access and Accessibility Foster Equity
& Diversity
Access and accessibility are not the same. Access is the means
by which a space is entered and the times it may be entered,
while accessibility means those elements of design that support
equal access to and use of a space for users with disabilities.
Both access and accessibility are essential in ensuring that a
space is used by diverse groups, supports their various needs,
and is equally available to and serving all.

Proximity to public open spaces like parks, plazas, and
green spaces has numerous health benefits, and people have
been shown to be more likely to use public spaces for physical

activity if those spaces are of high quality.”” One study found

Design with dignity. Copenhagen’s sanitation department makes

collecting glass bottles for refunds safer and easier by deploying
trash cans with collection shelves for recyclables. (Photos: Top,

Steven Johnson, Boundless; Bottom, KBHpant)

that people living within a half-mile of a park participate in 38
percent more exercise sessions per week than people who live

further away.”®

Diversity Supports Inclusion

An empty public space is a bad sign. A space performs well
when people use it—especially when those people come from
diverse groups and interact with each other, which promotes
inclusion.” Numerous studies have suggested that exposure to
people who are different from one’s self—including differences
in race, sexual preference, or religion—increases tolerance and
empathy toward others.?® Creating spaces that invite a diver-
sity of users helps build a more inclusive and equitable com-
munity for all. When approaching a project, it is helpful to
find out who is using a space, as well as when and how, to

inform design strategy.

Safety and Security Are Increased Through
Design Features and Presence of Users
People must feel a space is safe before they use it, yet the
presence of people in a space is an important indicator of
safety. For example, the presence of women, children, and
elderly people in a space makes it seem safer because these
groups typically are viewed as more vulnerable to crime.?!
However, people from these groups also need to feel safe to
be in the space. Other elements that make a place more at-
tractive and inclusive can also make it feel safer. For example,
a study of public housing in Chicago found that the presence
of physical factors including vegetation and social factors
including neighborhood social ties were significantly related to
residents’ perceptions of safety.®?

Certain design approaches, such as Crime Prevention
Through Environmental Design (CPTED), target that sense
of safety. CPTED was developed under the premise that safe
space is “defensible space.”® However, Gehl Institute has
found that when spaces are designed to be defensive and
uncomfortable to certain groups, they may become unwelcom-
ing to everyone.?* As such, removing barriers to participation
in public spaces and enabling a wider range of people to enjoy
the space is key to creating thriving, safer, and more equitable
communities.

Demonstrated care for and maintenance of a space also
influence crime rates. For example, the greening of vacant lots
in Philadelphia was associated with consistent reductions in
gun assaults for the whole city as well as reductions in vandal-

ism in the area of the city where the lots were located.®’
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Amager Beach Park, in Copenhagen is an attractive recreational

space that is accessible to people throughout the city. The
beach opened in 1934 and added an artificial island in 2005
with a lagoon, kiosks, changing rooms, public toilets, and a
paved route along the beach for walking, running, cycling, and
roller-skating. It has become one of Copenhagen’s most demo-
cratic and popular public spaces, enjoyed by people from all
social, ethnic, and religious backgrounds. (Photos: Louise Vogel

Kielgast)

Sample Research Questions
for Principle 3

How does the quality of public space
relate to improved health outcomes
within a community?

How can we assess and measure which
physical qualities of public spaces are
most conducive for promoting

physical activity?

How are accessibility and access to

a public space secured for all people—
regardless of where they live, their age,
and their ability?

To what extent does a place invite a
diversity of users and uses?

How can green spaces and other open
spaces become more integrated into
their users’ daily lives?

What physical and social elements of a
public space are most likely to positively
affect people’s perceptions of the local
environment, including their sense

of safety?
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Principle 4: Sustain

Foster social resilience

& capacity of local
communities to engage with
changes in place over time
by promoting representation,
agency, and stability.

What does this component of the Framework do?

— Identifies the elements that support social resilience in a place.

— Demonstrates how connections among diverse populations
in a public space (using it, designing it, studying it) can
foster inclusion over the long term.

— Assesses the capacity of existing community structures to be
prepared for change over time.

— Offers benefits to community residents and aids the long-
term work of strategic planners, policymakers, politicians, advo-

cates, and community leaders and organizations.

This principle evaluates how inclusion and health can be main-
tained in a public space over time, because public spaces are
dynamic. “Place—when understood as not just a material,
spatial construction, but also a social construct that is a reflec-
tion of cultural, economic, and political ideologies and agen-
das—is not a stagnant concept with a singular identity over
time.”%® Rather, place is constantly changing, and the capacity
of communities and other stakeholders to adapt to and leverage
change is important for sustained inclusiveness. Social resil-
ience can be defined as the ability of a community or group of
people to adapt to stresses that can come from changes around
them—whether social, economic, or from the physical
environment.

The level of resilience in a place is a continually changing
dynamic that must be reassessed regularly.’” Therefore, assess-
ment of social resilience should consider factors such as the
presence of ongoing participatory processes; the stability of a
community or groups within a place; the effectiveness of collec-
tive actions within a community; demonstration of care put into
a place; and the presence of ways to continually observe and
respond to change. These are all factors that relate to adapt-
ability, a key indicator of social resilience.

Social resilience is a characteristic of communities able to

mitigate against negative outcomes that may arise from change.

Principle 4 of the Framework addresses emergent concerns
from research—for example, that improvements to public space
can displace existing communities and that steps must be taken
to ensure that existing or marginalized communities benefit

from design interventions.

Ongoing Representation Is

Essential for Social Resilience

Cultivating resilience requires communities to build their ca-
pacities to continuously learn, respond, and adapt to changes.
Social learning, participatory decision-making, and collective
transformation are central aspects of social resilience.®® Such
processes, when activated inclusively within a neighborhood,
produce broader representation in local governance and build
capacity to inform the institutions and spaces that serve local
groups. Representation in the practices that shape and maintain
spaces over time, particularly those that leverage existing or
new collaborations among local groups and institutions, can be
most successful. Holding government agencies and organiza-
tions accountable for public places promotes ongoing commu-
nity development, which is crucial to cultivating local capacity

for ongoing representation in a place.®

University students in Ciudad Judrez survey the site of a public

plaza that hadn’t performed well after its construction. Gran
Plaza Juan Gabriel was created during an urban renewal proj-
ect. Working with the city government through the 100 Resilient
Cities office in Judrez, the students gathered data about public
life activity around the plaza to support a national competition

to redesign the space. (Photo: Jennifer Gardner)
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Community Stability Is Key to Adaptability
Even when place amenities are improved and a community
benefits, the cumulative effects of change may lead to the ex-
clusion of that very community. For example, a park once
primarily visited by drug users and considered unsafe by par-
ents in a community is renovated and policies are put in place
with children in mind, and the park becomes a community
asset. This seems like a positive outcome, but it can set other
actions in motion. First is the immediate displacement of those
park users perceived as dangerous by the actors remaking the
site. This displacement may cause those previous users, and
their perceived antisocial behavior, to locate to another space.
Another, longer-term kind of displacement may be linked to
neighborhood affordability. If property values go up and new
development takes place, some residents may be priced out of
the very place that was redeveloped, at least in theory, for
them.’® The availability of affordable and accessible housing
affects the resilience of vulnerable individuals and households.®!

This guiding principle takes both types of displacement activity

into consideration, even when housing is not a specific project

or policy target.

Collective Efficacy Drives Continued Engagement
Collective efficacy includes both social control and social cohe-
sion.”? These indicators support the continued engagement of
community members in their space and community.

Social control is evaluated by assessing stakeholder input in
a decision-making process and identifying the visible results of
that input in space. Cultural representation and diversity in
neighborhoods are determinants of community resilience.
Preservation of cultural diversity helps social systems better
adapt to and cope with change.””® Consequently, integrating
local input into decision making is essential to preserving cul-
tural assets.

Social cohesion is an important determinant of population
health and well-being.’* Measures of social cohesion reflect the
degree to which society and individuals are bound together by

shared values of health, common attitudes and beliefs, and

Following the 2016 presidential election, New Yorkers found a spontaneous way to express their opinions and feelings on the walls of

the city's Union Square subway station. Seeing the importance of the community gathering around the messages, the Metropolitan

Transportation Authority allowed the station walls to act as a public message board. (Photo: Julia Day)
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shared allegiance to local social norms, rules, and institutions.
Scholars have suggested that a community’s social cohesion
may influence people’s associations between potentially adverse
factors such as poverty and individual mental health.® In this
way, social cohesion plays a key role in building and maintain-
ing social resilience. Socially isolated individuals are less resil-
ient than socially connected individuals because they have less
access to shared resources. At the community level, concentrat-
ed levels of isolation are a major driver of vulnerability.’®
Proximal solidarity—being concerned with and feeling connect-
ed to other people in your neighborhood—fosters formation or
concentration of social and political power locally.”” (See
Principle 2 for a discussion of how civic trust, civic and com-
munity participation, and social capital can contribute to in-
creased, or decreased, local power.)

Research shows that our common spaces can strengthen
community bonds and expose people to difference, and that
even indirect, passive social interactions can foster a sense of

belonging.®® Financial impacts may also be felt. “Facilitating

social connections, and harnessing capital that arises from
them, can create resilience at the community-level that is com-
parable to, or exceeds, fiscal investment in physical infrastruc-
ture.”®® Further, the development of partnerships between
organizations or groups of people who might otherwise have
little or no working relationship can advance local capacity.!®
Organizations that engage in cross-sector partnerships can
develop proposals and structures that reduce negative outcomes

from change and address systemic conditions.

Investment at All Scales Demonstrates Care
Continued investment in public space—from policies that sup-
port equitable distribution of assets, to funding for local invest-
ments, to maintenance and local stewardship—demonstrate care
for a place by governing structures and local populations.
Historically, disinvestment in place has been a leading cause of
blight, abandonment, poverty, poor health, and neighborhood
segregation and is still a leading cause of many inequities that

plague our urban environments.

Representation in the design field itself is essential to inclusionary public space outcomes in communities. Students at Harvard's

Graduate School of Design have organized Black in Design for two consecutive years, to explore design as resistance, and show how

designers can be advocates. (Photo: Harvard Graduate School of Design)
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Research has demonstrated that when community members are
involved, from the earliest stages, in a process that will change
their environment, long-term resilience is greatly enhanced.
However, if community members are excluded from that pro-
cess, uncertainty about change can create conflict among
groups within the community.'! Therefore, allocating funding
and time for this type of engagement in the decision-making
process is valuable to assure all of the people in the community

that they will benefit from the change.

Versatility & Continued Evaluation

Support Positive Change

This driver focuses on space versatility to support changing
needs and on ongoing evaluation to assess those changing
needs. Project evaluations are not typically part of design and
planning practice. We suggest that evaluation is essential to the

public space intervention processes and should be integrated

Sample Research Questions
for Principle 4

How can inclusion and health be
maintained in a place over time?

How do the governance structures of
a place support the continued
representation of stakeholders?

To what extent is the local community
represented in decision-making
processes in the built environment and

within the public spaces themselves?

What mechanisms protect vulnerable
populations from potential negative
outcomes of change?

Are there social and fiscal capital
resources among stakeholders to leverage
public space into long-term benefits of
inclusion and health at a community scale?

Where do the long-term benefits and
positive impacts of public space improvements
on health or inclusion accrue?

What evidence is there of local capacity
for managing change in place over time?
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The Inclusive Healthy Places

Framework

Understanding how the public places we share influence our
health and lived experience is key to addressing health equity.
Inclusion and health equity go hand in hand in the

public realm.

In the Framework, we show how design and programming
strategies for shaping public space and influencing health can
help rebalance advantage to benefit those who have been ex-
cluded, both intentionally and unintentionally.

To promote inclusion in public spaces, we must design,
program, maintain, and evaluate them with the knowledge that
our differences affect our experiences, perceptions, and needs.

Following is a brief guide to the Framework content.

How to Read the Framework Matrix
The Framework’s structure and content reflect its complexity.
Research on health, inclusion, and public space does not indi-
cate many clear causal relationships. It does, however, suggest
correlations among key elements of inclusive healthy places and
identifies areas for testing and future study—which we capture
as the guiding principles addressed in Part 1.

To improve understanding of these dynamic relationships,
the Framework groups drivers, indicators, and metrics together
under each guiding principle to outline potential connections

for purpose of analysis (see definitions of these terms below).

What Are Drivers?

For the purposes of this framework, we define drivers as the
conditions, activities, and/or interventions that create pathways
for achieving health equity in the context of public space. The
Framework does not suggest, at this stage, causal relationships,
but aims to identify impacts, correlations, and associations
among indicators, which are grouped thematically under each
driver. For our purposes here, drivers are a mix of political,
economic, or social structures and institutions, as well as physi-
cal features and conditions, that are rooted in and reflective of
social preconditions, norms, and values and determine the

directions and processes of change.

What Are Indicators?
An indicator is a quantitative or qualitative measure derived from
observed facts that simplifies and communicates the reality of a
complex situation. Indicators reveal the relative position of the
phenomenon being measured and, when evaluated over time,
can illustrate the magnitude and direction of change (up or
down; increasing or decreasing).

In this way, indicators are variables, meaning that the out-
come of the measure may change over time or across scales.

Indicators may be applied at a single point (e.g., to establish a

baseline measure) or repeatedly (to demonstrate change or
variation over time or across places). Indicators may be quanti-
tative (e.g., rates of change over time, counts of people repre-
sentative of a group). Qualitative indicators may include
self-reported health status, survey data, or conditions.
Indicators may also measure the presence or existence of a
feature or characteristic (a yes/no variable). Generally, in order
to be meaningful for an evaluation, indicators must be highly
specific, observable, reliable, valid, and measurable. Strong
indicators are often simple and lend themselves well to obser-
vation and analysis.

The Framework presents a range of indicators developed
through this study’s multi-method research process. The indica-
tors are linked to, and therefore give shape to, the drivers
supporting each guiding principle in the Framework.

When using the Framework, it is important to remember
that not all the indicators need to be measured, present, or
demonstrated in every context, place, or project. Instead, evalu-
ators may select a suite of indicators to best capture the de-
sired baseline data set, based on the intended impact and
outcomes for a particular public space intervention. There is no
set prescription for an inclusive healthy place; the indicators
are intended to give practitioners and evaluators a sense of the
key aspects that help monitor changes over time and determine
whether a space or intervention supports health, equity, and
inclusion as intended. We hope that ongoing testing of
the Framework will lead to more best practices, including

for measurement.

What Are Metrics?

Simply put, metrics are units or standards of measurement.
Metrics represent a single, specific data point (e.g., the number
of people who attended a public meeting or the percentage of
homeowners within a study area).

Different metrics serve different purposes. Each indicator in
the Framework may be supported by several metrics. Although
each metric supports the same indicator, they may have differ-
ent data sources, may measure at different scales, or may be
based on different research findings. It is important to take the
time to decide which are the right metrics for a given project—
and to revisit that decision over time as conditions change.
Such is the dynamic nature of place-based work.

It is important to note that the list of metrics proposed
here is not exhaustive but illustrative. In testing and applying
the Framework, we anticipate that practitioners will identify

alternatives and improvements to the metrics.
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Data Types for the Indicators

The Framework includes a set of icons describing the type of
data to be collected for measuring a particular indicator with a
given metric. This is to help users prioritize metrics based on
their level of ambition and the amount of time they have. For
example, does the project timeline allow for collection of de-
tailed pre/post-evaluation measures that include on-site obser-
vational methods? Or will a study of the social networks
supporting a public space intervention require time to conduct
resident surveys?

Some data sets are readily available, such as administrative

data collected by public agencies and shared through open data

portals. Some data sets may require special requests for access,

or they may even need to be created by the evaluator or practi-
tioner. In all cases, geography is an essential consideration, as
are the inherently political implications of collecting and using
data about people within defined geographic boundaries like
ZIP codes or political districts. This is a general note that
carries perhaps even greater weight in the evaluation of inclu-
sion and health in place-based work.

We do not offer specific recommendations regarding data-
collection methods, although we broadly recommend using
relevant best practices for data collection associated with each

type of metric to produce valid and reliable data.

Description

Data Typology
Desktop

Administrative Data

Data collected by public agencies, hospitals, or other organizations required to report
on outcomes at boundaries dictated by administrative or political districts; these data
are not collected for research purposes

Economic Data

Data about public investment, business, finance, money, and markets (e.g., consumer
markets, real estate values, housing market trends)

Population Data

Sociodemographic data

Publicly Available Data

Data collected by public agencies, governments, or private entities and made available
for public use

Vital Statistics

Data collected for the registration of vital events, specifically for this work, births and
causes of death

Policy Data

Information about public policies, including legislation, regulations, benchmarks or
targets as well as policies of relevant institutions or organizations

Observational <@

Built Environment Data

Quantitative or qualitative data about the features and characteristics of physical space
(e.g., park amenities, streetscape elements, accessibility)

Spatial Observation Data

Primary data collected by researchers through use of observational methods in space.
This may include systematic or non-systematic observational methods

Survey \|

Survey Data

Data collected by researchers from a population of interest using standardized questions
via various modes, including in-person, telephone, web-based, or paper questionnaires

Interview

Primary data collected by researchers through conversations, structured or unstructured,
including interviews, focus groups (group interviews), and other discursive methods

The Inclusive Healthy Places

Framework 44




The Inclusive Healthy Places Framework

=
o
8 § o3
pes = [ 7] >
2 3 s 28 <
5 2 5 25 5 3
5 S k= 35 2 §
© = t o2 = I
Q. S S a £2 3 &
%% ) e g |58 | £ S
o = 0= o X
%7 o Q Q o
% ’), O —.c ) )
LN 90 -3 = o o
% S & &
O, ~ < o
2 i L &
%, < S’
%, @ ¢
3 x
23 &
6'00 o ®
R
P
&, A
Yz, <
0,, o, VN
%o 0., Q NS
7o, S, 7 of
M;@/pos ’Ore/ (7 & o
(e /o Sy 2
Dy S
'O¢ . S
‘—‘o,,clf’eco g awet
it N0, . q0f iies
Ong M (@) WO S
o 0/77 °°g“a\‘ ot
N
ta/ (S . )
sfatISt,c e/{b l”)/@
O/, t
7 \opme”
e,\? D:“:n gthe“mg ween
s hips oups
T \
paﬂ.ﬂe tions ()
Demograph;
phics C s .
haractenstlcs of

People Present Collective action

Inclusive

e Presence of nature
Local political
engagement Level of maintenance
Welcoming edges
entrances
4 governe"®® I
! NVitat;
n 29 on
End © I'"Qer
NVitay:
o tion for ctiy,
O' e
ese“‘a":\\o\de‘s valit ¢
\ e
“e‘c),a\ ) Perigp,
\o .
29 Place
NCd
\ S
2% \x“‘“ ®s
2 o S,
‘5?‘00 c e
7] <) o g
£° (7R ® 04 N
g’b (oY) w N ¢
& o %,
N (] 4 %
QO =i c 0%,
=== [} % Sy
~ [} 9 % %,
J e 2 v %% R
% 9,
. o o Q. 2% )
© O
S o 8% -
o s 5 0. & %
e~ ®, % S
c 2.9 %, % NG
Q, o) 2 %
o 3% %% % 2
- iz = P £y % %
n % § %Z %%
8 F eg® 3 & 3 &% %
=B,
& 58 28 3 8%2% & 2 S wZ  so
I3 $ o & » 3 %825 < o0 %
< S S5 So 5 o 233 ° T > Qe
2 = =5 c
SLE Fo 5§ 2 s ZFz® %8 % %
Q'? Qb & 5 g s ,F, © % S o, g s
e
NS 53 N S ° 8S = ® 3.
S ° 8 £0 * c = T = ) %,
£ 3 S >0 > Q& ® . EY
9 = pe =i~ Q. Z » <N o
Qs oo O ®© e ° =
o 2o ® 35 e ° <
o 2 Qs o 5]
>3 8 3 ) [}
~<

The Inclusive Healthy Places Framework 45



Indicator

Demographics

Vital statistics

Socioeconomic
conditions

Environmental
conditions related
to physical spacef

Housing'

Inequality’

Data

il

L BN BN BN |

il

il

/

L BN BN |

il

. BN BN BN BN |

il

1l
/

il

/

il

|
-

Metric

Population by age, sex, gender or gender identity, race and ethnicity, individual
income, education, nativity status

Life expectancy by sex, race and ethnicity, neighborhood income

All-cause mortality rate by sex, race and ethnicity, neighborhood income

Leading causes of mortality rate by sex, race and ethnicity, neighborhood income
Birth rates by race and ethnicity, neighborhood income

Leading causes of morbidity by sex, race and ethnicity (diabetes, obesity,
hypertension, asthma)

Leading causes of hospitalizations, emergency department visits (diabetes,
asthma, mental illness)

Self-reported state of health and rate of physical activity

Percentage of population living below federal poverty line

Percentage of population employed by age, sex, race and ethnicity, etc.
Air pollution rates

Number of residents within max. 10-minute walk from the public space (level of
service measure)?

Supermarket square footage per neighborhood area*

Proportion of large park space (6+ contiguous acres) to neighborhood land area®
Percentage of children living within 1 mile of a safe and well maintained playground®
Proportional area of urban tree canopy to land area”

Proportion of low-income residents with access to green space

Proportion of secure affordable options (rent control, public housing, affordable
housing, etc.)

Reported level or incidences of housing quality issues®
Housing tenure

Duration of residence in neighborhood

Median household income by race and ethnicity®

Rates of incarceration by race and ethnicity, sex, age and income®

I. It has become evident that environments affect the eating and exercise habits of residents. Scientists and medical professionals agree that lack of access

to healthy food options and safe outdoor spaces is a central contributor to obesity (Policy Link, Equitable Development Toolkit).

Il. Although this framework focusses on public spaces, it is important to note the relationship between housing and health to develop a thorough

understanding of the health context of a place. Unaffordable housing and poor housing conditions are closely associated with poverty and poor health (NYC
Community Health Profiles, 2015).

Ill. There is growing evidence opportunity is a leading determinant of health and longevity. “Disadvantage drives health disparities—People at society’s

lowest rungs are more likely to become sick, more likely to get diagnosed and treated later (if at all), and more likely to die sooner than people higher up
the ladder” (Policy Link, Why Place and Race Matter).
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Indicator

Inequality

Discriminatory
practices

Public assets

Local institutions

Data

il

il

il

1l

il

1l

il

il

1l

il

1l

\
\

Metric

Concentration of residential poverty based on income on a citywide or district scale
(measured as a percentage)!

Presence of historical and current discriminatory practices (e.g., redlining,
predatory lending)

Self-reported rates of unfair treatment or experiences of discrimination by race
and ethnicity and other relevant demographics

Proportion of open spaces to land area (by active and passive recreation)®

Mobility analysis:

— Percentage of transportation mode split to work (car, public transport, bike, walking)

— Average transit commute time

— Cost of transportation as a percentage of median income

Quality of sample public spaces compared with a larger boundary of analysis (surround-
ing neighborhoods, district, county, borough, etc.)¥

Access to free public facilities (school, library, recreation, etc.)

Presence of community services (e.g., early childhood education centers, community
recycling facilities, cultural organizations, Meals on Wheels, etc.)

Number of diverse local Institutions, both public and private (e.g., schools, libraries,
hospitals, police, service agencies, other nonprofits, major businesses)®

Number of community-relevant local health and social services provided (measured
either as a total number or as a percentage of total services provided)®

Presence of local landmarks, symbols, and local art
Presence of cultural organizations and institutions

Presence of religious organizations and institutions

IV. Refer to Principle 3 indicator Quality of public space for metrics related to quality of physical features
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Indicator Data Metric

Civic Trust'?’

ld

10U

L |

Civic participation Voter turnout by relevant demographics?®

2 od

\ Self-reported rate of civic participation (e.g., participation at political meetings, mem-
bership in political clubs, advocacy and organizing groups, participatory budgeting)®

Local knowledge of \ Self-reported level of local awareness of public process and various levers of power
inclusive processes within government

U
=
(°]
(2]
(1]
(723
(72}

Level of local awareness of funding structures that can support community- oriented
development

Self-reported trust in government and civic associations?!

Reported trust?°

Self-reported trust in fellow community members (on a scale created/determined by the
evaluator)®

Self-reported rate (e.g., daily, weekly, etc.) of informal socializing®

VAVARYEVARC

Self-reported frequency (e.g., daily, weekly, etc.) of unplanned contact?*

Participation

E = e Number of community programs that are relevant to the community/represent diverse
vents or L cultural identities.?®
programming" 2°
® Number of community events (e.g., festivals, street fairs, sporting tournaments, etc.)?
B @ | Percentage of community-led public events and programs
B @ | Number of volunteer efforts (e.g., park cleanup, corporate-sponsored efforts, etc.)
Attendance"i L Presence of community members at city-level celebrations or other organized events?®
m N\ Percentage of total population that is actively participating in local programs or activi-
ties (membership heterogeneity)®
L Reported rate of attendance
Investment in L Allocation of funding available for public engagement per capita
participatory
processes = Allocation of funding available for community-generated projects per capita
L Presence of technical assistance for community-generated projects
- Presence of participatory budgeting
=®\ Presence of public process that accommodates, supports, or requires multiparty partner-
- ships: multiagency, private-public, private-private
Local LI Presence of community-led volunteer projects or programs
stewardship®
B G@»\, | Presence of grassroots organizing groups or efforts

V. Finding from research interviews and site visit in Malmé and Copenhagen: Interviewees (Dearborn, Hand, Lopez, Odbert C, Towe V, Wilkerson)
emphasized the value of trust in and positive interaction with government and local community organizations for building broad community trust and
cohesion and how trust in others affects community collaboration and participation in placemaking processes and their outputs (such as in Superkilen and
Folkets Park, Copenhagen).

VI. As described by the Design Trust for Public Space to NYC Mayor Bill de Blasio, cooperative planning to organize and publicize civic events has the
added value of fostering new relationships and resilience across neighborhoods.

VII. The presence of community members at community events in core urban areas has led to higher levels of self-rated health as outlined by Daniel Kim
and Ichiro Kawachi.
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Indicator

Civic Trust

Data

Metric

Local stewardship

B @ | Rate of volunteerism in public space
L | Rate of volunteerism in the community
\ Self-reported level of volunteerism

Social Capital

Social networks L Representation within local leadership (religious, civic, etc.)
\ Self-reported willingness to cooperate, help, and exchange favorss?
\ Self-reported strength of ties (strong or weak) within a relevant network
\ Self-reported frequency of experience interacting with people of diverse backgrounds3®
Presence of place-based conditions that inhibit the formation of neighborhood social ties
O% (e.g., crowding and high-density living; dangerous or noisy settings; presence of high
crime or high fear of crime)*
\ Self-reported frequency of contact with social network within a specific amount of time
(e.g., week, month)
Recognition of @ Representation of different cultures via public art, monuments, signage and other
diverse cultural physical symbols in public spaces®
identities"ii 3
® Frequency of opportunities for cross-cultural social interaction
Development or \ Self-reported presence of collaborations and information sharing between organizations®
strengthening of
partnerships between @ N\ | Presence of cross-sectoral partnerships
organizations or . .
grgoups33 O Evidence of successful outcomes from partnerships
Collective action** | @» *\ | Participation in collective action (e.g., protests, public gatherings, voter registration

drives, presence of active political membership groups, etc.)

VIIl. The failure to recognize that members of minority groups have a cultural identity of their own with distinctive traditions of importance and value

negatively impacts the capacity to build strong social cohesion, as argued by Thomas Maloutas and Maro Malouta.

IX. Taking part in collective action is only beneficial for health if others in your neighborhood are doing the same. There is some evidence that

empowerment might be important for health at the individual level, as noted by Daniel Holman and Alan Walker.
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Indicator

Data

Metric

Quality of Public Space

Presence of nature | ™ <& | Percentage of the space with vegetative cover®
B @ | Number, size, and location of trees within a public space®
Level of O3 Presence of features and amenities that demonstrate maintenance:
maintenance - lack of presence of graffiti*®
— lack of presence of litter*
— presence of staff
— presence of volunteer stewards
— quality of overall condition of repair of space and features*
Presence of 2O Quality assessment of entrances, access routes and crossing intersections*
welcoming edges
and entrances ® Number of entrances per linear foot of a public space's boundary; number of
points of access*”
p fsi XO% Presence of basic public space features and amenities that encourage lingering
res.em::e of site and physical activity, including:
furnishings and
materials that - children's playground and/or features for play
invite people - seating, formal or informal
to linger — picnic tables
— shade or sheltering structures
— barbecues
— gardens or planted areas*®
- evidence of programming (see event and programming indicator in P2)
— concessions, kiosks, or other commercial activity serving the space
— public access toilets
— use of noise-reduction strategies in the space
— use of natural materials in the space
— water features
Presence of 2O Presence of features and amenities that enhance diversity of public space experience,
amenities and including:
site f'urr'llshlngs — presence of features or facilities that promote physical activity*®
that invite people .
. — walking paths
to actively use )
the space — bike paths
— shade along walking paths or seating areas
— signs that dogs are allowed*®
Quality of Self-reported degree of satisfaction with quality of the public space
experience
Degree of disparity in self-reported perceived quality of a public space among
different groups®t
® \ Distribution of space to people's demonstrated or desired patterns of use (e.g.,
percentage of area dedicated to pedestrians based on volume of pedestrians)
\ Self-reported level of positive sensory experience, sense of high aesthetic quality in
the space®
Sense of place \ Self-reported perceived value of public spaces
Objective quality L | Positive rating of features (e.g., advocacy report cards, agency asset assessment,
assessment structural reports, etc.)
Capital investment - History of capital investment in a space or within a study area®
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Indicator

Accessibility

Data

Metric

12U

ADA ® Presence of ADA-required features in project area and surrounding space®
2O Level of quality and maintenance of pavements and surfaces®®
Universal design 2O Principle 1: Equitable Use
elements Principle 2: Flexibility in Use
Principle 3: Simple and Intuitive Use
Principle 4: Perceptible Information
Principle 5: Tolerance for Error
Principle 6: Low Physical Effort
Principle 7: Size and Space for Approach and Use®”
Walkability and @ Absence of obstructions along pathways and access points®®
quality of the
sidewalk and (O Pedestrian crossings at street level®
treet experien . . . .
street experience @ \. | Safe and attractive routes to/from residential homes to public space/local park
OJ Pedestrian count®®

Use & Users

User diversity
and characteristics

Access based on L Street network distance to the nearest (same type of) public space from a study
street network* ¢! participant's home address”

- Total number of (same type of) public spaces within 1 mile of a study participant’s home
Per capita L | Number of residents within max. 10-minute walk from the public space
level of service
measures - Total area of (same type of) public space within a 1-mile street network

L | Total area of (same type of) public space by population

m \ Total number of hours of access to space, in specified unit of time (e.g., daily,

weekly, etc.)

Number of users (e.g., measured in a snapshot, over time, by zone)®?

Number of users performing an activity (e.g., cycling, walking, sitting, etc.)®

Number or percentage of users characterized by a specific attribute (e.g., users
participating in groups, eating food, using electronics, walking dogs, etc.)®

User volume throughout the day, week, year

Self-reported individual frequency of use

Evidence of
social mixing

Presence of physical design features or site elements that promote diverse types of use®

Presence of racial and/or ethnic, age and gender diversity®®

®
/©©/©/©©

Presence of socioeconomically diverse user groups within the same public space®”

X. Metrics taken from the Public Space Access Index, which can be used in its entirety.

Xl. Each of these metrics can be further understood by doing counts by demographic group.

XIl. A ten-minute walk corresponds to an approximate 1/2-mile walk radius, measured on the street network, and is a common level of service measure for

urban parks departments in the United States. NYC Parks uses a combination of 5- and 10-minute walk analyses on the street grid to determine access to

small and large parks, respectively.
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Indicator

Data

Metric

Level of physical \ Self-reported time spent outside per day/week
activity

\ Self-reported level of physical exercise

\ Self-reported type of physical activity
Flexible use @ \ Presence of a diversity of user groups over time
of the space

@ \. | Ratio of allocated space for flexible programming
\ Number of diverse groups hosting programs or events in the space over a defined

Safety & Security

period of time

Presence of features | @ Presence of CPTED strategies*' ¢
intended to improve
levels of safety O Presence of sufficient lighting for the space
and securit - . . .
y O3 Presence of visible care and investment in the space (e.g., gardening, murals)®
Level of perceived 2O Percentage of women and percentage of children using the public space*i 7
safety
Presence of active streets surrounding the space (proportion of activated commercial
areas adjacent to the space, day/night; proportion of blind street fronts adjacent to the
space)’?
= Incidence or rate of injury, crime, or violence documented within the space or
O surrounding area
- Reported safety rating of features in parks and public spaces used for play”

Xll. Refer to Gehl Institute’s framework, CPTED: A Public Life Approach: “CPTED was developed under the premise that safe space is “defensible space.”

Gehl Institute believes that, ironically, when spaces are designed to be defensive and uncomfortable to certain groups, they can become unwelcoming to

everyone (A Mayor’s Guide to Public Life). "Removing barriers to participation in public spaces and enabling a wider range of people to enjoy the space is

key to creating thriving, safer, and more just cities” (CPTED, A Public Life Approach).

XIll. Numerous studies agree that fear of crime is usually higher in women, elderly people and the youngest. Therefore the presence of such demographics
in space would suggest that the perceived risk is lower (Daniel Carro, Sergi Valera, and Tomeu Vidal, “Perceived Insecurity in the Public Space").
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Indicator

Data

Ongoing Representation”

Metric

Local political

Rate of voter participation in both local and national elections comparative to citywide

|
engagement’ - rates by relevant demographics
Engaged = o Percentage of population participating in public processes (e.g., organizing networks,
governance’® planning for service delivery, public sustainability efforts)””
KOS Number of engagements or points of access for community participation (e.g. ,promo-
tion of meetings, online communications, personal invitation, flyering, etc.)™
@@ \. | Number of diverse stakeholder groups engaged™
Representation of Diversity of stakeholders participating in decisions shaping their local environment
local stakeholders |™ @ \.| proportional to study area demographics (e.g., community boards, public
process, community organizing and advocacy)®®
@ = Consistency of level of participation in public meetings or programs (e.g., count
of meeting attendees, proportional rate of program participation, etc.)
@ \ Level of leadership and engagement of local nongovernmental organizations
Space serves 0% Proportional representation of people using the space in relation to overall neighborhood
a diversity of demographics (e.g., if neighborhood is 30% Hispanic/Latino, are 3/10 of users
community Hispanic/Latino?)
members s . . . .
= @ | Number of programs and activities in public space catering to diverse neighborhood
demographic®
L | Level of diverse participation in programs or activities®?
B @ | Number of community-organized activities®

Community Stability* 8

Housing cost (rental and property value) in relation to city/county median including

Legitimacy of
stakeholder input

i -
Housing . - change over time
affordability

- Amount of secured affordable tenure options (e.g., rent control, public housing,

- affordable housing, etc.)s®
Neighborhood - Median area household income in relation to city/county median by relevant
economic demographics®
conditions

- Percentage of population employed

B @ | Number of diverse retailers (e.g., large chain stores, mom-and-pop shops, pharma-

Collective Efficacy

cies, health food stores)®

@ \. | Level of impact of stakeholder involvement on local decisionmaking®®
0% Presence of local culture in design elements®®
B @ \.| Proportion of decisions made with stakeholder input®
\ Self-reported levels of perception of ownership over a space®*
@\ Presence of effective mechanisms for cross-sector collaborations®?

XIV. Community stability is included here as this is a critical element in building long-term resilience, and can be considered a long-term impact or

outcome associated with the recommended socioeconomic and demographic baseline conditions or context indicators (Principle 1).
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Indicator Data Metric

. . )
Collective Efficacy =,
>

Social cohesion® \ Self-reported strength of personal local networks %
\ Self-reported sustained feelings of trust towards other people, in or beyond @

public space® b

\ Self-reported ongoing levels of recognition among neighbors® g’

»

2O Sustained rate of passive contact and spontaneous interaction®® P74

Q
=)

Ongoing Investment in Space

Presence of L Presence of funding structures that support equitable distribution of public assets
equitable funding
structures and - Public/private project budgets and timelines accommodate quality stakeholder engagement
investment . . . . .

- Allocation of funding available for public engagement per capita

- Presence of policies enabling locally supported investment

- Allocation of funding available for community-generated projects per capita
Demonstration of B @ | Presence of ongoing maintenance of the space
local care

O Number of local stewards of the space

Preparedness for Change

Versatility of @» \. | Housing cost (rental and property value) in relation to city/county median, including
space to support change over time
changing needs
O Percentage of space that is not allocated to a specific fixed use
Capacity for @@ \.| Presence of a process for evaluating the space over time (e.g., use, benefits, safety)

ongoing evaluation
@ \.| Presence of the capacity to evaluate the space over time

@ \.| Existence of mechanisms for evaluation to translate to future change
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Applying the Framework Across Scales

& Project Phases

It can be challenging to envision how a research-based frame-
work can be applied to the planning, evaluation, and adaptation
of real-life projects.

In an effort to make the ideas more tangible, the following
table depicts a very small set of hypothetical public space
interventions at different scales, from the block level to the
citywide application of a national policy. Each column
represents a simplified project stage at which the Inclusive
Healthy Places Framework indicators could be applied. In each
example, we share sample indicators, in many cases made

specific to the project or intervention (with the relevant guiding

IMPACT

Individual

Community

Network

Population ﬁ ﬂm/l

principles in parentheses). The indicators shown here are not
intended to be exhaustive of what could be measured or ob-
served for each type of project. They are just a jumping-off
point for considering your own "way into" the Framework as a tool.
The framework is flexible and may be layered into other
data collection surrounding the planning, design, implementa-
tion, and evaluation stages of a project or program. Not every
intervention will have the explicit goals or available resources
to address many of the Framework's indicators within each
project phase. We hope that the Framework will be tested and
applied to a wide variety of public space projects so that the
drivers of inclusion and health equity are more and more well

understood in practice.

SCALE

Site

' ‘ Block or

Neighborhood

City, Town,
or County

Regional
or National
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Example

Baseline
(Existing Conditions)

Inputs
(Ingredients)

Outputs
(Products)

Outcomes
(Results Against Goals)

Impacts
(Long-Term Results or Change)

When will | measure?

Before an intervention

During an intervention

During and immediately
after an intervention

After completing
an intervention

Long after completing
an intervention

Community
co-creation and
installation of new
street furniture

Perceptions of the
quality of the street and
neighborhood physical
environment (P3)

Financial resouces
available to build the
furniture (P1, P2)

Participation in designing
or building the furniture
(P2)

Reduced vandalism of
street furniture on the
street and neighborhood
(P3)

Increased number of
integrated play elements
in streets of the
neighborhood or city (P3)

Scale: Concrete design
element at the block level

Time spent by children
playing outdoors in the
neighborhood (P3)

Knowledge of design
types and process for
installation (P2)

Transfer of knowledge (P4)

Knowledge used by
community members in
other projects (P4)

Local design process
becomes codified in a
city program (P4)

Level of community
participation in public
programs (P2)

Participation in public
design meetings for the
new furniture (P2)

New social interactions in
the process of building the
furniture (P2)

New social interactions
while using the furniture
on the street (P3)

Nonprofit in the
community receives
grant to adopt the
block to maintain street
furniture (P4)

Age breakdown among
community members
(P1)

Range of ages of
participants in public
design meetings (P2)

Perceptions of the quality
of the design of the
furniture (P3)

Increased level of
time spent by children
outdoors (P3)

Presence of policies
that discourage use of
neighborhood streets as
gathering places (P2)

Awareness of the
impacts of anti-loitering
laws (P2)

Renovation and new
design program
for a public park

Level of physical activity
within the community (P1)

Levels of awareness and
attendance at public
engagement meetings (P2)

Increase in overall
usership of the park (P3)

Reported levels of
physical activity among
park users increase (P3)

Improved overall
perception of public
investment within the
neighborhood (P4)

Scale: Site-specific
public space

Presence of local sports
leagues using the park (P1)

Incidences of collective
action opposing or
supporting plans (P2)

Diversity among age,
gender, ability, and self-
reported race or ethnicity
increases (P1, P3)

New stewardship program
is formed with maintenance
resources (P4)

Improved trust in the
public design process (P2)

Percentage of older adults
or individuals with mobility
impairment (P1)

Redesign adds universal
design elements to
increase accessibility
(P3)

More adults are observed
using the walking trails
than before (P3)

Level of satisfaction with
the quality of the park
increases (P3)

Participants in stewardship
program report higher
level of trust in their
neighbors (P2)

Level of local stewardship
before the project (P2)

New walking trails with
lighting are created in
the park (P3)

A friends-of-the-park group
is formed to address the
public process (P4)

Improved level of physical
activity over a multiyear
period (P3)

Comprehensive green
infrastructure plan

Percentage of green space
(P1)

Increase in investment
in rain gardens and gray
infrastructure to support
the program (P1, P2)

Presence of restored
natural environment (P3)

Reduction of flooding
within city's lower-income
neighborhoods (P1)

Reduction of asthma rates
in areas benefitting from
street tree program (P1)

Scale: Citywide

Level of access to green
space by residents by
income level (P1)

Number of new street
trees planted (P3)

Perception of how "green
impacted blocks are (P3)

Reported improved sense
of place connected to
presence of nature (P3)

Number of volunteers
citywide and in particular
neighborhoods tending to
rain gardens (P4)

Presence of environmental
hazards, e.g., flooding and
low air and water quality (P1)

Increased ratio of
permeable surfaces (P3)

Requests from community
groups and members

to have access to the
education program (P2)

Appearance of additional
amenities clustered around
green infrastructure sites,
e.g., bikeshare docks (P3)

Reported level of sense
of place in impacted
communities (P3)

Number of new rain
gardens relative to prior
level of access to green
space (P1, P3)

Improved street and
sidewalk quality following
construction (P3)

National government
funding awarded to city
to support maintenance
of green infrastructure
sites (P4)

Presence of existing
environmental justice
advocacy (P4)

Educational program for
residents on city water
infrastructure and rain
garden upkeep (P4)

Improved street and
sidewalk quality following
construction (P3)

Improved water quality
(P1)

Installation of new
benches adjacent to rain
gardens (P3)

Number of residents
attending public
information sessions
during design (P2)




Example

Baseline
(Existing Conditions)

Inputs
(Ingredients)

Outputs
(Products)

Outcomes
(Results Against Goals)

Impacts
(Long-Term Results or Change)

When will | measure?

Before an intervention

During an intervention

During and immediately
after an intervention

After completing
an intervention

Long after completing
an intervention

City seeks to meet
national goal of a
10-minute walk to a
park for all residents

Percentage of residents
of a city within a
10-minute walk to a
park (P1, P3)

Stakeholder feedback
proposes measure be
adjusted to include walk
to a park's entrance
(P2, P3)

Number of additional
acres of open space
acquired or created (P1)

Percent improvement
over prior walk-to-a-park
measure (P1, P3)

Nearly all residents have
walkable access to open
space (P1, P3)

Scale: National, Policy

Percentage and spatial
concentration of
residents of a city living
in poverty (P1)

Local NGOs advocate
for the city's policy to
address lack of access
to parks in areas with
less park investment
over time (P1, P2)

Number of new parks or
plazas created or planned
in high-need areas, defined
by historic lack of access
to open space (P2)

Level of reported trust
in city government (P2)

Development of
alternative strategies to
create public access to
existing private open
spaces created to close
remaining gaps (P3, P4)

Walkability rating for a
city by neighborhood (P3)

Available budget

for land acquisition
and streetscape
improvements (P1, P4)

Presence of a new
public-private partnership
for monitoring the
implementation process
(P4)

Increased awareness
reported among
residents of the process
to create open spaces
(P2, P4)

City develops new
mobility policy to
enhance active
transportation on
greenways and park
connector corridors (P4)

Quality index created to
assign priority rank to
park access corridors for
investment (P3)

Increased positive rating
of park access corridors
that received streetscape
improvements (P3)

Dotte Agency, a community design collaborative in Wyandotte County, Kansas, worked throughout

2017 with community members

to install signage and built elements in two underserved neighborhood parks. With a focus on health and community engagement,

the products of the effort were active living trails. (Photo: Matt Kleinmann, Dotte Agency)
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Glossary of Key Terms

Access: The right or opportunity to attain or benefit from
something, as well as a concrete means of approaching or entering

a place or space.

Accessibility: The presence of conditions, such as design features
like ramps or audio signals at intersections, that support equal

access to and use of a space for users with disabilities.

Context: The surrounding circumstances of a situation. In spatial
planning for cities and health, context describes the broader
spatial situation, such as the surrounding neighborhood, city,
state, or national conditions, reflected through statistics and data

(demographics, health data, environmental data, etc.).

Disparity: A gap in specific outcomes between two groups.

Drivers: The conditions, activities, and/or interventions that create

pathways for achieving health equity in the context of public space.

Equity: Equal treatment or fairness, the achievement of which
requires addressing barriers to equal treatment or fairness for

historically marginalized groups.

Evaluation: The assessment of a change associated with an

intervention.

Exclusion: The process of excluding and the opposite of inclusion.
In the context of this work, exclusion has resulted in health
disparities; thus, inclusion is framed as a pathway toward more

equitable health outcomes.

Framework: An analytical tool for making conceptual distinctions

and organizing ideas.

Health: Physical and mental health and well-being, distinct from

health care.

Health equity: The assurance that all people have the basics for
what they need to be healthy, recognizing that those needs are
different for every person. According to scholar Paula Braveman,
health equity is also a concept based on the ethical notion of

distributive justice.!

Inclusion: The leveraging of resources (such as power, time, and
money) and assets (social, cultural, and physical) to continuously
reduce and eliminate systemic barriers to access, focusing on

underserved and historically overlooked or excluded populations.

Inclusion is both a process and an outcome.

Indicator: A quantitative or qualitative measure that simplifies and

communicates the reality of a complex situation.?

Inequality and inequity: Inequity refers to a lack of fairness or
justice. The World Health Organization defines health inequality
as a difference in health status or in the distribution of health
determinants among different population groups. Some health
inequalities are attributable to biological variation or free choice.
Inequity in health, on the other hand, refers to health variations
attributable to the external environment and conditions outside

the control of the individuals concerned. In the case of health
inequities, the uneven distribution of causes and outcomes of poor
health may be unnecessary and avoidable as well as unjust and

unfair.

Intervention: An action or process resulting in a measurable or

observable change, such as to a physical space or program.

Lived experience: The key concept of a theoretical approach called
“ecosocial theory” developed by Nancy Krieger, a public health
academic, that suggests that who we are, where we are, and

our accumulated experiences and exposures in those environments
determine our health, both on an absolute scale and relative to

others.

Metric: Metrics are units or standards of measurement. A metric

reflect a single, specific type of data.

Participation: The act of taking part in something.

Place: The spatial manifestation of history, power dynamics, and
investment in a specific location. Place is rooted in geography but
is not stagnant and does not have a singular identity. Rather, place

reflects cultural, economic, and political ideologies and agendas.

Placemaking: From Project for Public Spaces, placemaking refers
to a collaborative process by which people shape the public realm
to realize a shared value. Placemaking promotes creative patterns of
use, paying attention to the many identities, histories, and cultures

that define a place and support its evolution.?®
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Practice: Practice is the application or implementation of an idea,
concept, strategy, or design.

Public Space: An accessible, shared physical space where people
can socialize, exercise, play, relax, volunteer, buy and sell goods
and services, make connections, express their political views,
appreciate art or architecture, or simply enjoy being outdoors.
Public space is made up of the spaces that shape our everyday
experience in our neighborhoods and communities: sidewalks and
public squares, parks and other green spaces, and spaces that
are part of our transportation networks, including everything from

streets and bike lanes to bus stops and rail stations.

Public health: The health of the population. The field of public
health promotes and protects the health of people and the

communities where they live, learn, work, and play.

Quality: A standard of something as measured against other

similar things.

Representation: The involvement of people who act on behalf of a
particular group and its interests, culture, history, ideas, priorities,
etc., in the processes that shape civil society. In public space
projects, representation may refer to a balance of design ideas

that reflect local community identities, the influence of community
members in design or programming outcomes, or the broader
recognition of the authority of local leadership in decision-making

processes.

Social cohesion: The willingness of members of a society to
cooperate with each other to survive and prosper. A cohesive
society is one that works toward the well-being of all its members,
fights exclusion and marginalization, creates a sense of belonging,
promotes trust, and offers opportunity for social mobility. Social
cohesion is a desirable end as well as a means to inclusive

development and community change.*

Social justice: The just distribution of wealth, opportunities, and

privileges across groups.

Social resilience: The ability to cope with and adapt to societal,
environmental, or economic stresses. Social resilience has three
key dimensions: 1) coping capacity, or an ability to cope with and
overcome challenges and adversity; 2) adaptive capacity, or an
ability to learn from experience; 3) transformative capacity, or an
ability to craft tools, institutions, etc., that foster individual and

community robustness in the face of future crises or changes.®

Urban planning: The process to control, regulate, or mitigate the

development of cities through creative and technical tools (e.g.,
design, local regulations, zoning) and through direct interventions

(e.g., facilitating community-led processes).

Urban design: The shaping the physical settings for public life in
towns and cities, streets and other public spaces, giving form and

character to the elements of the public realm.
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Research Methodology

The Inclusive Healthy Places Framework was developed
through an over a yearlong, multi-method research process
that included:

— Scans of high-level literature on placemaking, planning,
health, and inclusion

— Interviews with US and international practitioners at the
intersection of public health and public space

— Review of existing global practices at the intersection of inclu-
sion, health, and place

— Creation of shared experiences of strategies and tactics to
promote inclusion in public space plans, projects, and proces-
ses with workshops and study tours in Philadelphia (U.S.)
Copenhagen (Denmark), Malmo6 (Sweden), and Coimbra
(Portugal)

— Definition of terms and guiding principles to shape a common
language of “inclusive healthy place” for practitioners
across fields

— Comparison of over 50 existing U.S. and international frame-
works for evaluating aspects of place, health, and inclusion in

the built environment

1. Framework Research Methods

Review of literature and evaluation framework models. The
review of existing literature and framework models

took place in three parts, during Phase 1A-1C.

Phase 1A

— First phase of frameworks research during which a
working definition of inclusive healthy placemaking
was established.

— Review of existing practices that assess components of inclu
sion and health.

— Central question posed during this research phase was: how
are key terms defined and measured?

— 28 interviews conducted in Phase 1A; some interviewees
discussed evaluation tools that they developed or existing
tools they use in their own work.

— At the Practicum (a gathering of professionals discussed
later), participants defined terms and proposed metrics and
measures to inform and focus planning of research inquiry f
or Phase 1B., term definitions crafted by participants and
proposed metrics and measures help to inform and focus

planning of research inquiry for Phase 1B.

Phase 1B

— More comprehensive examination of existing evaluation

frameworks; scope of literature and framework review ex-
panded. Review of 40+ evaluation frameworks; each frame
work analyzed based on intended use, scale of application,
types of
indicators, and metrics listed.
— During the Study Tour, patterns in repeated use of indica-
tors (e.g., opportunities for physical activity) and metrics
(e.g., acreage of open space) were also identified and taken

into consideration within the scope of the analysis.

Phase 1C

— Final draft of the Framework developed, additional re-
search undertaken in order to connect existing research
findings to individual metrics, measures, and drivers.

— Purpose of this phase is to draw linear connections
between research findings from all phases of research to
the components of the evaluation framework.

— Creates a research trail that Framework users can employ

to further their own work in this arena.

Site-based data collection through on-site exercises during the

Practicum and Study Tour

Practicum, Philadelphia, PA

May 4, 2017

— DParticipants were divided into small groups of four to six
participants and asked to define one of four terms: inclusive,
healthy, place, or placemaking.

— Definitions drafted for each term were shared with the
larger Practicum group and used to define the themes
and categories included in the framework, the indicators,
and metrics.

— Participants suggested ideas for measures and metrics

through on-site exercise at Village of Arts and Humanities.

Study Tour, Copenhagen and Malmé

June 13-16, 2017

— DParticipants engaged in three exercises to inform develop-
ment of the evaluation framework.

— June 14, 2017: Study Tour Exercise 2: Identifying if IHPM
Principles are Present.

— Exercise informed indicators and metrics in the draft
Framework.

— Exercises explored how and whether values-based principles
can be communicated and assessed via direct observation and
data collection.

—  June 15, 2017: Study Tour Exercise 3: How Can We Measure

Certain Indicators?
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— Participants were asked to measure how draft indicators
based on the Practicum field exercise were present at the
site visited (Vesterbro, a neighborhood in Copenhagen).

— Participants focused on indicators that are not visually obvi-
ous or well-studied (e.g., guardianship, history, social
well-being).

— June 16, 2017: Study Tour Exercise 4: Editing the Draft
Inclusive Healthy Place Definition.

— Participants gave feedback on the draft working definition
for inclusive healthy place..

— Revisions and comments used to prioritize indicators
included in Framework and to inform literature and
frameworks review to match priorities identified in

definition revisions.
2. List of Participants

Sounding Board
We convened and consulted with a core group of expert
advisors at multiple stages of the research phase and launch

of the Framework.

David Burney
Founder and Board Chair, Center for Active Design

Associate Professor, Pratt Institute, Center for Planning

Lynne Dearborn
Chair of PhD Programs in Architecture and Landscape

Architecture, University of Illinois at Urbana-Champaign

Dr. Ana Diez Roux

Dean and Distinguished Professor of Epidemiology, Urban
Health Collaborative, Drexel, Dornside School of Public
Health

Cara Ferrentino

Program Officer - Public Space, William Penn Foundation

Javier Lopez
Assistant Commissioner, NYC Department of Health and
Mental Hygiene, Center for Health Equity

Helle Lis Seholt
Founding Partner and CEO, Gehl

Vivian L. Towe
Policy Researcher, Behavioral and Policy Sciences Research

Department, RAND Corporation

Sarah Treuhaft

Senior Director, PolicyLink

Risa Wilkerson

Executive Director, Active Living by Design

Practicum
The Philadelphia-based Practicum in May 2017 gathered 17
practitioners and researchers from related fields to advise on

the shaping of the research and outputs. Participants were:

— Jen Aspengren, Minnesota Director, ChangeX

— Lynne Dearborn (Sounding Board)

— Ana Diez Roux (Sounding Board)

— Cara Ferrentino (Sounding Board)

— Stephanie Gidigbi, SPARCC Policy, Capacity, and Systems
Change Director and Senior Adviser - Urban Solutions
Natural Resources Defense Council

— Amanda High, Chief of Strategic Initiatives,

Reinvestment Fund

— Maria Rosario Jackson, Senior Advisor to the Arts and
Culture Program, Kresge Foundation

— Bryan Lee, Jr., Place + Civic Design Director, Arts
Council of New Orleans

— Stephen Linder, Director of the Institute for Health Policy,
University of Texas at Houston

— Javier Lopez (Sounding Board)

— Katie Lorah, Director of Communications and Creative
Strategy, ioby

— Patrick Morgan, Program Director of Philadelphia, Knight
Foundation

— Mike O'Bryan, Program Manager for Youth Arts
Education, The Village of Arts and Humanities

— Aparna Palantino, Deputy Commissioner of Capital
Infrastructure and Natural Lands Management, City of
Philadelphia Department of Parks and Recreation

— Vivian L Towe, PhD (Sounding Board)

— Jeremy Liu, Senior Fellow, PolicyLink

— Risa Wilkerson (Sounding Board)

Study Tour
This collaborative learning experience brought experts from the
United States to learn from projects in Scandinavia.

Participants were:

— Kiley Arroyo, Founding Director, Cultural Strategies
Council

— David Burney (Sounding Board)
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— Jayne Engle, Program Director - Cities for People,
The J.W. McConnell Foundation

— Grant Ervin, Chief Resilience Officer and Assistant Director
for City Planning, City of Pittsburgh

— Cara Ferrentino (Sounding Board)

— Stephanie Gidigbi, SPARCC Policy, Capacity, and Systems
Change Director and Senior Adviser - Urban Solutions,
Natural Resources Defence Council 1

— Martin Pedersen, Executive Director, Common
Edge Collaborative

— Susan Rogers, Director - Community Design Resource
Center, University of Houston

— Kalima Rose, Vice President for Strategic Initiatives,
PolicyLink

— Hector Sanchez, Executive Director, Labor Council for
Latin American Advancement, Chair - National Hispanic
Leadership Agenda

— Ascala Sisk, Vice President of Community Initiatives,
NeighborWorks America

— John Robert Smith, Chair - Transportation for America,
Senior Policy Advisor - Smart Growth America

— Vivian L. Towe (Sounding Board)

— Janine White, Executive Editor, Next City

— Bridget Wiedeman, Senior Director of Health Services,
Reinvestment Fund

— Risa Wilkerson (Sounding Board)

— Shin-pei Tsay, Executive Director, Gehl Institute

— Julia Day, Associate, Gehl

— Andrea Marpillero-Colomina, The New School

— Sharon Roerty, Program Officer,

Robert Wood Johnson Foundation

— Tracy Orleans, Program Officer, Robert Wood
Johnson Foundation

— Karabi Acharya, Program Officer,

Robert Wood Johnson Foundation

— Karen Ellis, MMS Education

3. List of Interviewees
(listed by US or international practice, then alphabetically

within each section)

US-based practitioners and scholars

Arroyo, Kiley. Executive Director of the Cultural Strategies
Council; Senior Research Fellow of Rural Policy Research
Institute (RPRI) at the University of Iowa. April 10, 2017.

Bernardinello, Milena. Healthy Community Planner for the

City of Madison, WI. April 3, 2017.

Burney, David. Associate Professor at the Grad Center for
Planning at Pratt Institute; Mayor Bloomberg’s Commissioner
at the Department of Design and Construction; Interim
Executive Director of NYC branch of the American Institute of
Architects; Founder and Board Chair of the Center for Active
Design. April 12, 2017.

Dearborn, Lynne. Associate Professor at Illinois School of
Architecture, University of Illinois at Urbana-Champaign. April
3, 2017.

Diez Roux, Ana. Dean and Distinguished University Professor
of Epidemiology at the Dornsife School of Public Health at
Drexel University. April 10, 2017.

Ferrentino, Cara. Program Officer for Public Space at the
William Penn Foundation. April 24, 2017.

Fullilove, Mindy. Professor at Milano School of International
Affairs, Management, and Urban Policy at The New School.
March 13, 2017.

Hand, Jamie. Research Director at ArtPlace. March 31, 2017.

Lopez, Javier. Assistant Commissioner of the Bureau of
Systems Partnerships - Center for Health Equity at the New
York City Department of Health and Mental Hygiene. April
10, 2017.

Odbert, Chelina. Co-founder and Executive Director of

Kounkuey Design Initiative. April 3, 2017.

Schiavo, Renata. Founding President, Board of Directors of
Health Equity Initiative. March 31, 2017.

Towe, Vivian L. Policy Researcher in the Behavioral and Policy
Sciences Research Department at RAND Corporation. March
29, 2017.

Treuhaft, Sarah. Senor Director at PolicyLink. April 4, 2017.

Wall Shui, Meg. Epidemiologist at San Francisco Department
of Health (leads the SF Indicator Project). April 4, 2017.

Wilkerson, Risa. Executive Director of Active Living by Design.
March 14, 2017.
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Bundesen Svarre, Birgitte. Associate at Gehl. March 1, 2017.

Canez, Jorge. Peatonito; Coordinator of Shared City for
Laboratorio para la Ciudad. April 7, 2017.

Diaz, Oscar. Special Advisor to the Mayor on Mobility (under
Bogota Mayor Enrique Penalosa). April 5, 2017.

Dutoit, Allison. Lecturer at University of West England Bristol;
Urban Space Expert at Gehl. April 5, 2017.

Estupinan, Nicolas. Senior Specialist in Transportation at CAF
-Banco de Desarrollo de América Latina. March 31, 2017.

Kellergis, Achilles. Scholar in the Urban Expansion Program at
NYU Marron Institute. March 31, 2017.

Madriz, Mayra. Associate at Gehl. March 31, 2017.

McKay, Layla. Director of the Centre for Urban Design and
Mental Health. April 13, 2017.

Nielsen, Ulrik. Associate at Gehl. April 5, 2017.

Reigstad, Solvejg. Associate at Gehl. March 31, 2017.

Vamberg, Henriette. Partner and Managing Director at Gehl.
March 22, 2017.

Vogel Kielgast, Louise. Associate at Gehl. March 1, 2017.

Westermark, Ewa. Partner at Gehl. March 2, 2017.

4. List of Frameworks Referenced

Active Design Guidelines, Center for Active Design, 2010.

All-In Cities, PolicyLink, 2016.

Assembly: Project Orientation, Center for Active Design, ongoing.
Building Environmentally Sustainable Communities: A Framework
for Inclusivity, Furman Center,

Urban Institute, What Works Collaborative, 2010.

Building Healthy Places Toolkit, Urban Land Institute + Center
For Active Design, 2010.

Building Healthy Places: Building Healthy Corridors, Urban Land

Institute, ongoing.

Building The Communiry: Design School at Flushing Meadows
Corona Park, Design Trust for Public Space. 2017

The Built Environment, An Assessment Tool and Manual, National
Center for Chronic Disease Prevention and Health Promotion
(Division of Community Health), 2015.

Center for Health Equity, City of New York, 2015.

The Enabling Citry, Place-Based Creative Problem-Solving and the
Power of the Everyday, Enabling City, 2016.

Environmental Fustice Screening and Mapping Tool, United States

Environmental Protection Agency, date unavailable.

Equality in Real Estate Development Initiative, CUNY + Institute

for State and Local Governance, 2015.

Equitable Development Toolkit, PolicyLink 2014.1

Equity Metrics for Health Impact Assessment Practice, SOPHIA
Equity Working Group, 2016.

Gehl Public Space, Public Life Methodology, Gehl, ongoing.

Global Public Space Toolkit, UN-Habitat, 2015.

Green Communities Certification, Enterprise Green Communities,
2011.
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Guide, Agir pour un urbanisme favorable a la santé, Ecole Haute
Etude en Santé Publique, 2014.

Health Impact Assessment Toolkit for Planners, American Planning
Association, 2016.

Health Impact Assessments (HIA), Various.

Healthy Street for London, Transport for London, 2017.

Healthy Urban Planning, Hugh Barton and Catherine Tsourou,
World Health Organization, 2000.

Houston Complete Communities, City of Houston, ongoing.

How to do Creative Placemaking, National Endowment for the
Arts, 2016.

LEED: Neighborhood Development, LEED, 2014.

Living Building Certification, International Living Futures
Institute, 2012.

Mariposa Healthy Living Toolkit, Denver Housing Authority,
2009.

The Mayor’s Vision for a Diverse and Inclusive City, Greater
London Authority, 2017.

Merropolitan Area Transportation Planning for Healthy
Communities, Federal Highway Administration and US

Department of Transportation, 2012.

NYC Building Healthy Communities, City of New York, 2016.

Reconnecting Communities Innovation, Federal Highway

Administration - Center for Accelerating Innovation.

San Francisco Indicator Project, San Francisco Department of
Public Health, 2007.

Seattle Healthy Living Assessment, Healthy Communities
Consulting and the Healthy Living Assessment working group,
convened by the City of Seattle Department of Planning and
Development, 2011.

Spaceshaper: A User’s Guide, CABE (England), 2007.

STAR Communities, ICLEI-Local Governments for
Sustainability USA, the US Green Building Council, National

League of Cities, and the Center for American Progress, 2010.
System for Observing Play and Recreation in Communities
(SOPARC)., Thomas L. McKenzie, PhD, Deborah A. Cohen,

MD, MPH, 2006.

Tactical Urbanisms 4, CoDesign Studio and Street Plans
Collaborative, 2014.

The Transportation and Health Tool (THAT), US Department of

Transportation.

What Makes a Great Place? Project for Public Spaces, 2009.
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Footnotes : Appendix

97. Braveman, “Social Conditions, Health Equity, and Human Rights.”

98. Susan L. Cutter, Christopher G. Burton, and Christopher T. Emrich,
“Disaster Resilience Indicators for Benchmarking Baseline Conditions,”
Journal of Homeland Security and Emergency Management7, no. 1

(2010).

99. “What Is Placemaking?” Project for Public Spaces, https://www.pps.

org/article/what-is-placemaking.
100. Dick Stanley, “What Do We Know about Social Cohesion: The Re-
search Perspective of the Federal Government’s Social Cohesion Research

Network.” Canadian Journal of Sociology 28, no. 1 (Winter 2003), 5-17.

Perspectives on Global Development 2012: Social Cohesion in a Shifting
World (Paris: OECD, 2011), http://www.oecd.org/site/devpgd2012/.

101. Keck and Sakdapolrak, “What is Social Resilience?”
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