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Abstract
This publication summarizes the evaluation of Phase V (2009–2013) of the WHO European Healthy Cities Network. 
The evaluation process was designed in collaboration with city representatives, academic institutions and public 
health experts. It adopted a realist synthesis approach, being responsive to the unique social, cultural, political, 
health and epidemiological circumstances in the 99 cities in the WHO European Healthy Cities Network and 20 
accredited national networks. The evaluation findings are rooted in the enduring healthy city values such as 
equity, governance, partnership, participation and sustainability. Considering also the core Phase V themes, this 
publication focuses on policy and governance, healthy urban environments and design, caring and supportive 
environments, healthy and active living, national network performance and effects on health and equity. The 
evaluation finds good progress among cities and networks but differing in scale and quality. The healthy cities 
movement adds value and allows local governments to invest in health and well-being and address inequities 
through novel approaches to developing health.
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Foreword

This publication is a very brief summary of the recent evaluation endeavours of 99 cities in the 
WHO European Healthy Cities Network and of the Network of European National Healthy Cities 
Networks. It covers Phase V (2009–2013). Although the commitment to the values of equity and 
sustainability endures, the socioeconomic and environmental landscape of Europe has changed 
fundamentally since I assumed responsibility for the programme 23 years ago.

The WHO Regional Office for Europe has responded with a strategy for Health 2020, supported by our 
53 Member States. I was asked by the Regional Director to take responsibility for its development and 
drew on my WHO Healthy Cities experience to emphasize both the wider socioeconomic determinants 
of health and the role of local governments and their partners in controlling, regulating or influencing 
these determinants. In turn, Health 2020 provides a framework and incentive for Phase VI of our 
networks, spanning the period 2014–2019.

This next phase will draw on results of the ambitious evaluation of Phase V, led by Evelyne de 
Leeuw, supported by a team of 15 academic experts and advised by our healthy city coordinators 
and critical friends. They have used an innovative realist synthesis method to marshal the evidence 
revealed by six research instruments, centred around 159 case studies provided by 79 cities. The 
second and final chapters of this publication summarize some of the opportunities but also the 
contested limitations of this method.

This publication is launched at the Annual Business Meeting and International Healthy Cities 
Conference, which concludes Phase V and heralds Phase VI. I hope it will assist this gathering 
of policy-makers, decision-makers and academics to critically debate, confront and find common 
ground in assessing the value and impact of our networks and the work of member cities. It is 
only the first in a series of robust but accessible publications arising from the evaluation, including 
a review of 25 years of Healthy Cities in Europe and a special supplement of Health Promotion 
International. I welcome your experience, insights and priorities, in Athens and beyond.

Agis D. Tsouros

Director, Division of Policy and Governance for Health and Well-being
WHO Regional Office for Europe

vi



Innovation and resilience ensure that European 
healthy cities contribute to values-based urban 
health development.
Health equity is the fundamental value guiding 
healthy cities’ policies and programmes, even 
during a period of economic and social crises.

The WHO European Healthy Cities programme 
pioneered and sustained good local governance, 
with health on the agenda of intersectoral 
partnerships.  
Health in all policies has provided a strategic 
framework for strategies and action programmes.

Health impact assessment gives a sharper focus 
to the inputs and multiple benefits of healthy 
urban planning and design.
Innovative neighbourhood planning should grow 
organically, adopting then adapting citywide 
frameworks for social and physical regeneration.

Healthy cities have an innovative role in creating 
social and economic environments for healthy 
living – pushing boundaries, developing ideas, 
being early adopters, creating new partnerships 
and tackling social determinants of health.
The focus of interventions to promote active liv-
ing has generally moved from specific events and 
projects to integrated policies and programmes 
based on intersectoral collaboration.

National healthy cities networks in 31 countries 
of the WHO European Region promote the stra-
tegic healthy cities priorities of health equity, 
partnership and health in all policies.
National healthy cities networks are an effective 
intermediary between local and national gov-
ernments, communities, academe, industry, the 
WHO Regional Office for Europe and the Euro-
pean Union.

Members of the WHO European Healthy Cities 
Network remain committed to more equitable 
urban health but have difficulty in measuring 
progress.
Cities have developed policy and programme 
frameworks to guide action on health and equi-
ty, gained better understanding of concepts and 
positively changed local and national agendas.

Cities assume a critical role in the governance 
arrangements underpinning health development 
in Europe.
Confounding factors pose difficulty in attributing 
effects to certain healthy city interventions.

A realist synthesis methodology was negotiated 
over two years with key stakeholders, leading to 
high response rates across the WHO European 
Healthy Cities Network.
Within the framework of the Phase V pro-
gramme logic, a team of evaluators deployed a 
multi-method approach to secure good-quality 
data from member cities.
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Summary
1. Phase V prerequisites 
and designation

2. Methodology

3. Enduring values

4. Policy and governance

5. Healthy urban environment 
and design

The WHO European Healthy Cities Network shares 
vision, values and an explicit commitment to good 
governance for health by local councils and their 
executive arms.
Phase V has three core themes set within a du-
rable framework of four overarching priorities and 
six strategic goals. 

6. Caring and supportive 
environments

8. National healthy cities 
networks in Europe

7. Healthy and active living

9. Health and equity

10. Towards Phase VI

Many elements of caring and supportive city en-
vironments interact dynamically to increase social 
inclusion and promote greater equity in health.
Innovative interventions to improve the health 
and well-being of vulnerable populations are 
nested within a whole-of-city approach.
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1. Phase V prerequisites and designation

Commitment

Membership

Agis D. Tsouros, Evelyne de Leeuw, Geoff Green, 
Mariana Dyakova, Nicola Palmer & Lucy Spanswick

Distinguishing features 
of the WHO European 
Healthy Cities Network 
are shared vision and 
values and an explicit 
commitment to good 
governance by local 
councils and their exec-
utive arms. City mayors 
have an important lead-
ership role and conven-
ing power to engage 
many sectors influenc-
ing city life and health 
(1).

Overarching priorities

Summary
1.	 The WHO European Healthy Cities Network shares vision, values and an explicit commitment 

to good governance for health by local councils and their executive arms.
2.	 Phase V has three core themes set within a durable framework of four overarching priorities 

and six strategic goals. 

The process for determining 
membership of the WHO Euro-
pean Healthy Cities Network has 
evolved since Phase II (1992–1997) and 
was formalized in a goals and requirements 
contract for Phase V (2009–2013) (2). Designation 
applies to cities and accreditation to national net-
works (see Annex 1). Fig. 1.1 summarizes 10 desig-
nation requirements. Designation means that cities 
establish direct relations with the WHO Regional Of-
fice for Europe.

Cities have an opportunity to apply for member-
ship of the WHO European Healthy Cities Network 
throughout a phase without any deadline (Fig. 1.2). 

This allows for continual 
development and sup-
port, with cities consult-
ing with national and 
international networks 
and WHO. Attendance 
at relevant meetings en-
ables mayors and other 
representative to con-
sider their programmes 
and fine-tune them 
towards membership. 
However, for evaluation 
purposes, this continu-
ity may create difficulty, 
since baselines vary 
over time from city to 
city, compounding the 
methodological limita-

tions referred to at the end 
of the next chapter.

 The four overarching priorities over 25 
years have been:

•	 to address the determinants of health, equity 
in health and the principles of health for all;

•	 to integrate and promote European and global 
public health priorities;

•	 to put health on the social and political agen-
da of cities; and

•	 to promote good governance and integrated 
planning for health.

Fig. 1.1. Ten key requirements for membership of the 
WHO European Healthy Cities Network
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1. Phase V prerequisites and designation

Three core themes in Phase V

Strategic goals

References

National networks

1.	Green G, Tsouros A. City leadership for health: summary 
evaluation of the WHO European Healthy Cities Network. 
Copenhagen: WHO Regional Office for Europe; 2008.

2.	Phase V of the WHO European Healthy Cities Network: 
goals and requirements. Copenhagen: WHO Regional 
Office for Europe; 2009.

3.	Terms of reference and application for accreditation 
for membership in the Network of European National 
Healthy Cities Networks in Phase V (2009–2013). 
Copenhagen: WHO Regional Office for Europe; 2009.

Fig. 1.2. Designation of members: a continuous process 
(number of cities designated in Phase V, by quarter)

The overarching theme for Phase V (2009–2013) 
was health and health equity in all local policies. 
Within this, designated cities committed to pur-
sue investments, actions and changes in three 
core themes.

National healthy cities networks are the engine 
for motivating and supporting European cities to 
join the movement, to help them to exchange 
information and experience, and to create 
more favourable political, social, economic 
and administrative conditions and capacity 
for developing and implementing healthy city 
strategies and plans. National networks act at 
the interface between their members (members 
of the WHO European Network and others) and 
the WHO Regional Office for Europe. National 
networks are accredited by formally committing 
to European standards (3).

The six strategic goals are:
•	 to promote policies and action for health and 

sustainable development at the local level 
and across the WHO European Region, em-
phasizing the deter-
minants of health, 
people living in 
poverty and the 
needs of vulnerable 
groups;

•	 to strengthen the 
national standing of 
healthy cities in the 
context of policies 
for health develop-
ment, public health 
and urban regener-
ation, emphasizing 
national-local coop-
eration;

•	 to generate policy 
and practice exper-
tise, good evidence, knowledge and meth-
ods that can be used to promote health in all 
cities in the Region;

•	 to promote solidarity, cooperation and work-
ing links between European cities and net-
works and with cities and networks participat-
ing in the healthy cities movement;

•	 to play an active role in advocating for health 
at the European and global levels through 
partnerships with other agencies concerned 
with urban issues and networks of local au-
thorities; and

•	 to increase the accessibility of the WHO Eu-
ropean Healthy Cities Network to all Member 
States in the European Region.

Core theme 1. Caring and supportive 
environments
A healthy city should be above all a city for all its 
citizens, inclusive, supportive, sensitive and re-
sponsive to their diverse needs and expectations.
Core theme 2. Healthy living

A healthy city provides 
conditions and opportuni-
ties that support healthy 
lifestyles.
Core theme 3. Healthy 
urban environment and 
design
A healthy city offers a 
physical and built environ-
ment that supports health, 
recreation and well-being, 
safety, social interaction, 
easy mobility, a sense of 
pride and cultural iden-
tity and is accessible to the 
needs of all its citizens.



2. Methodology

Cutting-edge research

Evelyne de Leeuw, Geoff Green, Mariana Dyakova, 
Nicola Palmer & Lucy Spanswick

Monitoring and evaluation have been integral 
to the WHO European Healthy Cities Network 
since its inception. Research evidence records 
progress towards important objectives: assess-
ing accountability and 
improvement; inform-
ing management and 
policy decisions at the 
community, city, and 
international levels; 
gauging responsive-
ness to emerging is-
sues; and assessing 
how effective actions 
are in the real-life ur-
ban health laboratory 
of the WHO European 
Healthy Cities Net-
work.

The methods de-
ployed for healthy city 
research are now more 
sophisticated. They 
recognize that (urban) 
health development 
deals with highly com-
plex and dynamic is-
sues and reflects more refined membership re-
quirements for members of the WHO European 
Healthy Cities Network. Research partners also 
adopt approaches to data collection and analy-
sis that acknowledge the evaluation require-
ments of diverse communities, health profes-
sions and local governments (1,2).

A comprehensive model

Summary
1.	 A realist synthesis methodology was negotiated over two years with key stakeholders, 

leading to high response rates across the WHO European Healthy Cities Network.
2.	 Within the framework of the Phase V programme logic, a team of evaluators deployed a 

multi-method approach to secure good quality data from member cities.

The programme logic of the WHO European 
Healthy Cities Network highlights a dynamic re-
lationship between essential prerequisites, ac-
tivities and changes to city health status (Fig. 2.1). 

The evaluation team synthesized a broad range 
of data and insights within a realist framework. 
This is an important premise of fourth-generation 
evaluation (3), making research more relevant to 
the policy community. In several iterations over 
two years, this proposition was discussed and 
validated with the stakeholders in the WHO Eu-
ropean Healthy Cities Network: city representa-
tives, WHO and the research community.

Fig. 2.1. Realist synthesis programme logic of the WHO European Healthy 
Cities Network and the accompanying research

4
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2. Methodology

Creating health, programme 
logic and good research

Data collection and analysis

References

Table 2.1. Response rate (%) to three data collection tools

The membership criteria for the WHO European 
Healthy Cities Network are firmly rooted in current 
understanding of determinants of health. These 
not only address the proximal healthy living causes 

of health, but also the causes of the causes – the 
social, political and economic determinants of the 
health choices open to individuals, groups, com-
munities and their institutions. Fourth-generation 
evaluation recognizes that this field is highly com-
plex, and many factors influence many others over 
both shorter and longer time frames, with many 
feedback loops and conditional circumstances (4).

This dynamic complexity is evident in the prereq-
uisites and core 
themes of Phase 
V and reflected 
in our research 
programme logic. 
Consequent ly, 
drawing simple 
linear conclusions 
on health effects 
from the data is 
difficult (such as: 
“Cities that ac-
tively engage in 
initiatives to im-
prove governance 

for health increase public participation in health, 
which demonstrably leads to a reduction in non-
communicable disease.”).

The elegance of realist synthesis is that it trian-
gulates primary data from our enquiry with both 
evidence and conceptual models of causality gen-
erated elsewhere in Europe and beyond. We may 
claim, with some confidence, for instance, that 
“Cities more active than others in enhancing gov-
ernance for health, develop more active and more 
sustainable public participation in health decisions. 
Such participation should lead to improvements in 
health.”

This synthesis brings together a range of meth-
ods. Data from 99 cities in the WHO European 
Healthy Cities Network and 31 national networks 
of healthy cities were collected on all elements 
of the programme logic by means of five instru-
ments: the responses of cities throughout Phase 
V to the annual 
reporting tem-
plate; a general 
evaluation ques-
tionnaire admin-
istered online; 
three types of 
case studies (the-
matic – on core 
themes of city 
status; strategic 
– on core attri-
butes of healthy 
city activity; and 
proudest achieve-
ments); quantitative indicators mined from Eu-
rostat and national data bases; and document 
analysis.

Table 2.1 shows the overall city response rates 
to the three key data collection tools. Analysis 
of nonrespondents does not reveal over- or un-
derrepresentation of any particular type of city 
in the WHO European Healthy Cities Network. 
This means that the findings are probably typical 
of all members of the WHO European Healthy 
Cities Network. Data were entered in standard 
software packages for quantitative (SPSS) and 
qualitative (NVivo) analysis. The material was 
made available to research partners for further 
investigation. 

Annual reporting 
template

General 
evaluation 

questionnaire
Case studies

2010 87

72
Thematic 67

2011 79
2012 67

Strategic 69
2013 72

1.	Pawson R. Evidence-based policy: a realist perspective. 
Thousand Oaks, CA: Sage; 2006.

2.	Whitfield M, Machaczek K, Green G. Developing a model 
to estimate the potential impact of municipal investment 
on city health. J Urban Health. 2013;90:62–73.

3.	Guba E, Lincoln Y. Naturalistic evaluation: improving 
the usefulness of evaluation results through responsive 
and naturalistic approaches. San Francisco: Jossey-Bass; 
1981.

4.	de Leeuw E. Evaluating WHO Healthy Cities in Europe: 
issues and perspectives. J Urban Health. 2013;90:14–22.



3. Enduring values

Healthy cities: from creative 
disruption to continuous innovation

Evelyne de Leeuw, Geoff Green, Agis D. Tsouros, 
Mariana Dyakova, Nicola Palmer & Lucy Spanswick

Enduring values

From its very inception, the healthy cities idea 
sought to be different. It could be different in many 
ways: putting health in the hands of communities; 
in seeking local political leadership for its creation, 
support and sus-
tainability; in aim-
ing to create new 
partnerships; in 
striving for equity 
and social justice; 
in recognizing the 
quintessence of 
environments for 
health; and in valu-
ing unique, histor-
ically grounded, 
diversity in urban 
development. At 
the very start of 
the global healthy 
cities evolution, 
these values were 
introduced as the 
11 qualities (Fig. 
3.1).

These 11 ideals were formulated in 1986 based 
on a historical and contemporary review of ur-
ban development and health in cities (1). They 
were aligned with the value system of the United 
Nations and WHO. WHO strategies supported by 

Fig. 3.1. Eleven qualities a healthy city should strive to provide

Source: Hancock & Duhl (1).

European Member States embedded the right 
to health and the identification of health equity 
as a societal goal. They were integrated for the 
first time with other social agendas in the fields 
of education, housing and employment – the so-
cial determinants of health approach (2). The Ot-
tawa Charter for Health Promotion (3) formally 
recognized the pivotal roles of participation and 

empowerment. 
Susta inabi l i ty 
became a main-
stream concern 
and strongly as-
sociated with 
health in Our 
common future 
(4).

These values 
resonated with 
the aspirations 
of thousands of 
c o m m u n i t i e s 
and local govern-
ments around 
the world (5). 
WHO has legiti-
mated cities as 
natural labora-
tories for change 
and as catalysts 

for many types of networks, including national 
networks of healthy cities, language networks 
(spanning, for example, the francophone globe), 
and settings for health (such as health-promoting 
schools). The success of healthy cities lies in as-
sessing health and equity effects across many do-
mains of city life. 

Summary
1.	 Innovation and resilience ensure that European healthy cities contribute to values-based 

urban health development.
2.	 Health equity is the fundamental value guiding healthy cities’ policies and programmes, 

even during a period of economic and social crises.

6
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Innovation3. Enduring values
These values have been the foundation of WHO 
European Healthy Cities Network since it was 
launched. Cities and WHO in the European Region 
continued to adapt and innovate on these strong 
bases. Geopolitical, financial, social, epidemio-
logical and eco-
logical transitions 
have strengthened 
rather than threat-
ened the dynamic 
of healthy cities. 
Chapter 5 shows 
that many cities 
in the WHO Euro-
pean Healthy Cit-
ies Network have 
successfully ad-
opted an anthro-
pocentric model 
of sustainability to 
encourage healthy 
urban environ-
ments and design. 
Chapter 6 reveals 
cutting-edge participation processes to support 
active citizenship. These build on assets and the 
resilience of communities.

In the period of European austerity that spanned 
Phase V, health equity was more difficult to 
achieve. Many cities reported how increases in 
unemployment and poverty and income inequal-
ity were directly linked to poorer health. Nev-
ertheless, cities in the WHO European Healthy 
Cities Network have demonstrated remarkable 
resilience. They had to reinvent their role and fo-
cus their scope and action where it would bring 
most benefit from more limited resources. They 
developed and implemented health equity in all 
policies, an overarching theme of Phase V. 

Fig. 3.2 shows the percentage of policy docu-
ments adopting the value of health equity in five 
sectors. As demonstrated by the next chapter, 
these provide a framework for action. However, 
only 14 case studies – mainly from Sweden and 
the United Kingdom – measured the effects on 
health inequalities. An example is the controlled 
intervention study of a school programme by Øst-
fold County in Norway designed to increase physi-

References

1.	Hancock T, Duhl L. Promoting health in the urban context. 
Copenhagen: FADL Publishers; 1986 (WHO Healthy Cities 
Papers, No. 1).

2.	Targets for health for all. Copenhagen: WHO Regional Of-
fice for Europe; 1985.

3.	Ottawa Charter for Health Promotion. Copenhagen, 
WHO Regional Office for Europe, 1986 (http://www.
euro.who.int/en/publications/policy-documents/otta-
wa-charter-for-health-promotion,-1986, accessed 2 Sep-
tember 2014).

4.	World Commission on Environment and Development. 
Our common future. Report of the World Commission on 
Environment and Development. Oxford: Oxford Univer-
sity Press; 1987.

5.	Hidden cities: unmasking and overcoming health inequi-
ties in urban settings. Geneva: World Health Organiza-
tion; 2010.

Fig. 3.2. Local policy documents: percentage embedding health equity, 2012 and 2013

cal activity and reduce dropout rates, especially 
among socially disadvantaged students.

Cities are the go-to places for inspiration, and 
the WHO Healthy Cities programme profoundly 
influenced the development of Health 2020. Cit-
ies now contribute significantly to its implemen-
tation. Their practical experience of intersectoral 
partnerships, the realpolitik of building consensus 

for action around core values and their skill in se-
curing local political leadership close to the action 
make a real difference.

http://www.euro.who.int/en/publications/policy-documents/ottawa-charter-for-health-promotion,-1986
http://www.euro.who.int/en/publications/policy-documents/ottawa-charter-for-health-promotion,-1986
http://www.euro.who.int/en/publications/policy-documents/ottawa-charter-for-health-promotion,-1986


4. Policy and governance

Pioneers of city governance

Evelyne de Leeuw, Geoff Green, Ilona Kickbusch,
Nicola Palmer & Lucy Spanswick

The WHO Healthy Cities programme pioneered 
the paradigm shift from city government to city 
governance, now the new norm in WHO Euro-
pean Member States (1). The third prerequisite 
in Ron Draper’s 10-
year perspective 
concluding Phase I 
in 1992 (2) signalled 
new “structures and 
processes” required 
to promote health 
(Fig. 4.1). Phase V 
provides evidence 
of cities securing 
a n d  e m b e d d i n g 
these reforms.

Although health 
authorit ies have 
formal responsibil-
ity for health ser-
vices, municipalities 
are responsible for 
many of the wider 
determinants  of 
health. WHO there-
fore charged munic-
ipal governments, 
especially executive mayors, with responsibility 
for promoting healthy cities. They have evolved 
as key drivers of city health development, mar-
shalling persuasive evidence and using their con-
vening power to form coalitions of intersectoral 
partners.

Summary
1.	 The WHO European Healthy Cities programme pioneered and sustained good local 

governance, with health on the agenda of intersectoral partnerships.  
2.	 Health in all policies has provided a strategic framework for strategies and action 

programmes.

Fig. 4.1. Ron Draper’s 10-year perspective on developing 
health in cities

WHO’s Health 2020 strategy adopted this pioneer-
ing form of local governance from Governance for 
health in the 21st century (3): “the joint action of 
health and non-health sectors, of the public and 
private sectors and of citizens for a common inter-
est” or “… the attempts of governments or other 

actors to steer com-
munities, countries 
or groups of coun-
tries in the pursuit of 
health as integral to 
well-being through 
both whole-of-gov-
ernment and whole-
of-society approach-
es”.

Half the cities in 
the  WHO Euro-
pean Healthy Cities 
Network in Phase 
V submitted case 
studies that use this 
new form of local 
governance. Health 
authorities, munici-
palities and civic so-
ciety each featured 
in a third of case 
studies. Ourense, 

for example developed a municipal service to sup-
port families by involving the regional government, 
the city hospital complex and the information cen-
tre for women. Master planning in Bursa involved 
three universities, the transport sector, the business 
community and nongovernmental organizations.

8
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Health in all policies4. Policy and governance
Building healthy public policies is the fourth pre-
requisite in Ron Draper’s 10-year perspective (2). 
It challenged the pioneering cities to move from 
demonstration projects to longer-term policy. The 
requirement to produce city health plans in Phase 
II and city health 
d e v e l o p m e n t 
plans in Phase III 
uncovered the 
complexities of 
broad health pol-
icy development. 
Healthy city proj-
ects often found 
i t  d i f f icu l t  to 
share a health 
dimension across 
other sectors’ 
strategies and 
plans (4). The pe-
riod of austerity 
spanning Phase 
V tended to fo-
cus sectors on 
delivering their 
core business – 
for example, effi-
cient and economical transport was given priority 
over a health-promoting transport system.

Phase V revitalized health and health equity in 
all policies as the overarching theme. Cities re-
sponded to this call: of the 159 case studies sub-
mitted by cities in the WHO European Healthy 
Cities Network, 53 described policy initiatives, 
supported by sophisticated local governance 
structures and processes. Good policies should 
drive targeted action within a coherent longer-
term strategy (5). In Barcelona, a policy frame-
work of health in neighbourhoods used environ-
mental regeneration and community action in 
14 vulnerable districts to redress inequalities in 
health.

Most case studies refer to policies initiated with-
in municipal departments, the mayor’s office, the 
healthy city project or in combination. Very few 
originate within the local community. More often 
the catalyst is external, at the regional, national or 
European levels. Barcelona responded to regional 
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Fig. 4.2. Belfast’s eight-stage policy process for health equity in all policies

government policy and used regional funds. New 
national laws were a catalyst for Newcastle’s pol-
icy on health and social care. The European Union 
guided and funded both Amaroussion’s policy on 
sustainable development and Brno’s policy on 
active ageing. WHO policy guidance has often ca-
talysed local policy development, most notably 

Belfast’s over-
arching frame-
work of health 
equity in all poli-
cies (Fig. 4.2).

The case study 
from Belfast il-
lustrates  the 
policy process. 
The eight steps 
begin with Bel-
fast Healthy Cit-
ies initiating the 
deve lopment 
of policy; then 
s e c u r i n g  p o -
litical commit-
ment from the 
chief executives 
of key partner 
agencies; and 
developing a 

health equity in all policies model for Belfast as a 
framework for a growing communities strategy. 
Although in many other cases, healthy cities offic-
es initiate (and may fund) such processes, whole-
of-government policy commitments underline 
this as a collective endeavour.



5. Healthy urban environment and design

Context and concept

Marcus Grant, Helen Lease, Gabriel Scally, Erica Ison, Jean Simos,
Lucy Spanswick & Nicola Palmer

The United Nations Conference on Environment 
and Development in 1992 profoundly influenced 
the agenda of the 
WHO European 
Healthy Cities 
Network. Agenda 
21, emanating 
from the Confer-
ence, highlighted 
opportunit ies 
for local govern-
ments to address 
climate change 
and promote a 
sustainable natu-
ral environment. 
Phase II of the 
WHO European 
Healthy Cities 
N e t wo r k  wa s 
characterized by 
fusion between 
these two agen-
das.

Phases III and IV 
of the WHO Eu-
ropean Healthy 
Cities Network 
introduced ur-
ban planners, 
with their focus 
on the built environment and transport systems 
of member cities. The WHO Collaborating Centre 
for Healthy Urban Environments at the University 
of West England developed an anthropocentric 

Fig. 5.1. Model for the outcomes of a healthy city

Summary
1.	 Health impact assessment gives a sharper focus to the inputs and multiple benefits of 

healthy urban planning and design.
2.	 Innovative neighbourhood planning should grow organically, adopting then adapting 

citywide frameworks for social and physical regeneration.

model that puts people at the heart of sustain-
able development while recognizing ecological 

limits to growth. 
A graphic human 
settlement map 
(1) encapsulated 
in spatial form 
the concentric 
inf luences on 
health popularly 
i l lustrated by 
Whitehead (2).

For the evalu-
ation of Phase 
V, this map was 
fused with pro-
gramme logic to 
develop a new 
outcomes model 
(Fig. 5.1) of a 
healthy city – of-
fering “a physi-
cal and built en-
vironment that 
supports health, 
recreation and 
w e l l - b e i n g , 
safety, social in-
teraction, easy 
mobility, a sense 
of pride and cul-

tural identity, and that is accessible to the needs 
of all its citizens” (3).

10
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Spatial environment

Co-benefits

Inputs and outcomes5. Healthy urban environment and design
The case studies were analysed for evidence 
of activity in one or more of eight topic areas: 
climate change and public health emergencies; 
exposure to noise and pollution; healthy urban 
planning; healthy transport; healthy urban envi-
ronment and design; 
housing and regener-
ation; safety and se-
curity; and creativity 
and liveability. A to-
tal of 46 case studies 
from 31 cities were 
assigned to healthy 
urban environment 
and design. Most re-
ferred to project or 
planning interven-
tions. The general 
evaluation question-
naire detected an 
overall increase in 
the number of cities 
linking these inter-
ventions to better 
health outcomes.
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Fig. 5.2. Bulvar Park in Kirikkale, Turkey

The evaluation distinguishes urban environments 
from caring and supportive environments by 
their primary focus on buildings, the public 
realm, green spaces and transport systems. A 
further distinction is the spatial focus of case 
studies. Fourteen are city-wide, exemplified by 
the health paths that join districts of Izhevsk. 
Kirikkale’s Bulvar Park (Fig. 5.2) is one of five 
city-centre regeneration projects. Fifteen 
neighbourhood projects either address equity 
issues by targeting deprived areas (walking 
tours in Dresden) or are pilots (Preston’s Healthy 
Streets) for scaling up to parts of the city.

A targeted investment can produce multiple 
benefits. Preston invests in healthy streets, which 
inspire residents to walk in safety, cycle and play 
outside, making stronger social connections 
with neighbours. Amaroussion’s regeneration 
of the historical city centre includes more green 

Health impact 
assessment

Health impact as-
sessment was in-
troduced to WHO 
European Healthy 
Cities Network cit-
ies in Phase III and 
applied in Phase 
IV (1). Most case 
studies in Phase 
V reveal at least 
a preliminary as-
sessment of health 
effects before ini-
tiating projects, 
programmes and 

policies. However only 10 applied formal 
health impact assessment methods based on 
the Gothenburg consensus (4). Three of these 
were specific projects – upgrading a subur-
ban rail station in Rennes, enlarging a waste 
disposal site in Arezzo and a major infrastruc-
ture project in Vitoria-Gasteiz. Others, such 
as Pécs and Cardiff, introduced generic health 
impact assessment policy and planning pro-
cesses, with Belfast highlighting applying this 
to health equity in all policies.

spaces and pedestrian streets to improve its 
microclimate. City officials predict that illness 
and death from the urban heat island will 
decline, there will be more walking, relaxation 
and social interaction and the commercial life of 
the area and local employment will be boosted. 
Six wins.



6. Caring and supportive environments

Context

Geoff Green, Josephine Jackisch, Gianna Zamaro,
Nicola Palmer & Lucy Spanswick

Proposition

Dynamic model
The core theme of caring and supportive environ-
ments developed out of the Zagreb Declaration for 
Healthy Cities (1) by city mayors that concluded 
Phase IV of the WHO European Healthy Cities Net-
work in 2008 and 
initiated Phase 
V. It highlights 
new challenges, 
including “nar-
rowing inequality 
in health, social 
exclusion, pre-
venting and ad-
dressing specific 
health threats, 
especially to vul-
nerable groups, 
including our chil-
dren, older peo-
ple and migrant 
p o p u l a t i o n s ”. 
These “inspired 
and guided” the 
requirements for 
membership of 
the WHO Euro-
pean Healthy Cit-
ies Network, spe-
cifically the goal 
of “a city for all its citizens, inclusive, supportive, 
sensitive and responsive for their diverse needs 
and expectations”.

Six topics are clustered in this theme. Three in-
terventions – health literacy, active citizenship 
and health and social services – target the three 
vulnerable populations identified in the Zagreb 

D e c l a r a t i o n : 
children, older 
people and mi-
grants. WHO pro-
vides expertise 
and guidance on 
each topic (2–4). 
A dynamic model 
(Fig.  6.1) indi-
cates interactions 
between the six 
topics over the 
life-course and 
(together with 
healthy  urban 
e n v i r o n m e n t 
and planning and 
healthy l iving) 
how they poten-
tially affect social 
i n c l u s i o n  a n d 
health equity.

The main proposition explored by the evaluation 
is that improving health and social services, ac-
tive citizenship and health literacy will enhance 
the social inclusion of children, older people and 
migrants, leading to greater equity in health.

Summary
1.	 Many elements of caring and supportive city environments interact dynamically to increase 

social inclusion and promote greater equity in health.
2.	 Innovative interventions to improve the health and well-being of vulnerable populations 

are nested within a whole-of-city approach. 

Fig. 6.1. Interactions of factors related to caring and supportive 
environments over the life-course and how they potentially affect 

social inclusion and health equity
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Process

Health literacy

Health and social services

6. Caring and supportive environments
Almost all the 112 case studies related to caring and 
supportive environments adopt a whole-of-city ap-
proach to address the complexity of their cities and 
achieve social change. 
Health literacy, active 
citizenship and health 
and social services 
have an interactive dy-
namic. Vulnerable peo-
ple often have multiple 
and intersecting identi-
ties. Such is the case of 
poor migrant mothers 
supported by Arezzo to 
become more health 
literate in childcare.

A holistic approach 
adopts the prerequi-
sites of political com-
mitment, vision and 
strategy with intersec-
toral partnerships to 
secure health in all pol-
icies. Equally important are seven critical process 
factors identified by the Healthy Ageing Task Force 
of the WHO European Healthy Cities Network as 
being necessary to initiate and sustain successful 
programmes. Applying the wisdom derived from 
Task Force membership, Fig. 6.2 illustrates the 
eleven-stage process of developing Brno’s Active 
Ageing Plan.

Health and social services are fundamental to 
European welfare systems. Nevertheless, only 
a fraction of case studies focus exclusively on 
either health or social care services. In a period of 
austerity, many cities have adopted a multisectoral 
approach, reflecting a new and more complex 
nexus of provision, funding and accountability. 
Sarajevo’s project to enhance physical activity 
in the third age refers to cooperation between 
the health sector and welfare sector. The 
development of home care services for seniors in 
Ljubljana involved the City Administration, Home 
Care Institute and Community Health Centre.  

Active citizenship
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assume that personal knowledge and aware-
ness promotes healthy lifestyles. Lódz invests 
in health-promoting schools to make children 
aware of how the imbalance of diet and physical 
activity causes obesity.  Health literacy among 

older people is of-
ten within an active 
ageing framework of 
physical and mental 
activity, exemplified 
by Udine’s Move Your 
Mind programme. 
A healthy city ap-
proach identifies the 
causes of the causes. 
Stoke-on-Trent found 
that health literacy is 
higher among people 
with more social con-
nections and higher 
education levels. 



7.  Healthy and active living

Healthy living – an overview 

Interrelations and connections

Jill Farrington, Johan Faskunger, Karolina Mackiewicz,
Mariana Dyakova, Nicola Palmer & Lucy Spanswick

The core theme of healthy living in Phase V of 
the WHO European Healthy Cities Network re-
fers to chronic disease, risk factors, systems, ap-
proaches and overall well-being (1). This chapter 
presents the main findings on factors influencing 
health, such as ac-
tive living; alcohol 
and drugs; healthy 
food and diet; and 
healthy settings. 

Most of the cit-
ies working on 
healthy living are 
from the Organisa-
tion for Economic 
Co-operation and 
D e v e l o p m e n t 
(OECD) and Medi-
terranean sub-
regions; they are 
p re d o m i n a nt l y 
new to Phase V. Active living is the most popular 
subtheme, with most of its interventions present-
ed by western European and pioneering cities (2).

Summary
1.	 Healthy cities have an innovative role in creating social and economic environments for 

healthy living – pushing boundaries, developing ideas, being early adopters, creating new 
partnerships and tackling social determinants of health.

2.	 The focus of interventions to promote active living has generally moved from specific events 
and projects to integrated policies and programmes based on intersectoral collaboration.

Fig. 7.1. Proportion of healthy living case studies demonstrating 
the strategic attributes of a healthy city

Within the healthy living theme, consumption of 
tobacco, alcohol and certain foods is linked to non-
communicable diseases. Cities have undertaken a 
range of preventive activities. Specific settings in-

clude schools and smoke-free environments. There 
is a marked relationship between healthy living 
and other Phase V core themes: for example, the 
health literacy of children is assumed to influence 
a healthy diet.

Active living activities are often integrated into 
other policy areas and in related interventions, 
such as regenerating city centres, community in-

vestment and ur-
ban planning and 
design. Most case 
studies relate in 
some way to sus-
tainable develop-
ment; 55% include 
participatory ac-
tion and 38% ac-
tion on health in-
equalities.

The  st rateg ic 
pr ior i t ies  (F ig. 
7.1) of equity and 
partnership are 
important, espe-

cially in case studies on local health services. Part-
ner agencies are engaged in driving work forward 
to achieve specific outcomes. Intersectoral coop-
eration appears to be strong, especially between 
local authorities and education and public health 
agencies. There are good examples of engagement 
with communities, also involved in co-designing 
and shaping projects. Equity also features strongly 
in the many case studies addressing social deter-
minants of health, especially those designed to 
reduce the consumption of tobacco and alcohol 
(Fig. 7.2).
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Cities free from tobacco, 
alcohol and drugs

7.  Healthy and active living

Healthy food and diet

Active living
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Fig. 7.2. Cross-tabulation of city actions on equity with city actions 
on noncommunicable diseases and their risk factors

Interventions are realized through diverse 
partnerships and focus predominantly on 
children in educational or care settings. A few 
cities, such as Udine, have taken a comprehensive 
approach to tackling obesity. The main areas of 
activity are: ensuring healthy and sustainable 
food supply (such as Preston’s community food 
growing project and Cork’s consideration of 
social, environmental and economic aspects of 
the food system) and providing comprehensive 
information and education to consumers, 

Active living interventions serve many goals: im-
proving social cohesion and transport in cities; 
preventing noncommunicable diseases; and im-
proving equity and healthy urban environment 
and design. Some cities experiment and go be-
yond business as usual: for example, promoting 
links between physical activity, culture and the 

mental health 
of older people. 
Planning and 
i m p l e m e n t a -
tion have been 
predominantly 
i n fo r m e d  b y 
evidence. Most 
case study in-
terventions are 
assessed as fully 
transferable to 
other settings, 
r e a d y  t o  b e 
shared among 
healthy cities. A 
major challenge 
has been to se-

lect appropriate interventions to reach some tar-
get populations, especially disadvantaged groups. 

The interdependence of the local and national 
levels of governance is especially important for 
tobacco and alcohol control, where cities have a 
critical role in implementing and enforcing regula-
tory frameworks, often leading the way, piloting 
approaches, challenging the status quo and devel-
oping innovations.

Most cities have taken broad, fairly comprehen-
sive strategic approaches to prevent the use, mis-
use or harmful 
use of addictive 
substances: a 
life-course ap-
proach to pre-
venting addic-
tions through 
school, family 
and community 
in Ourense; and 
the systematic 
partnership ap-
p ro a c h e s  o f 
G a l w ay  a n d 
Swansea. The 
v i s i o n  fo r  a 
smoke-free city 
in Copenhagen 
was created by linking health professionals and 
politicians with academe.

especially to schoolchildren and their parents. 
Action on food and nutrition within the health 
sector has been minimal.



8. National healthy cities networks in Europe

Consolidation

Mariana Dyakova, Leah Janss Lafond, 
Maria Palianopoulou, Lucy Spanswick & Nicola Palmer

European national healthy cities networks have 
worked with and supported their member cities 
in adopting and implementing the values, stra-
tegic priorities and approaches of the healthy 
cities movement. Phase V has witnessed na-
tional networks consolidate their organization, 
membership and 
position at the 
local and nation-
al levels. They 
have intensified 
the communica-
tion and collabo-
rat i o n  a m o n g 
themselves and 
with the WHO 
Regional Office 
for Europe, mak-
ing the Network 
of European Na-
tional Healthy 
Cities Networks 
more effective 
and visible. At 
present, nation-
al healthy cities 
networks have been established in 31 European 
countries, involving around 1500 cities. The 20 
networks accredited by WHO represent 1137 lo-
cal governments with a combined population of 
156 million people.

Summary
1.	 National healthy cities networks in 31 countries of the WHO European Region promote 

the strategic healthy cities priorities of health equity, partnership and health in all policies.
2.	 National healthy cities networks are an effective intermediary between local and national 

governments, communities, academe, industry, the WHO Regional Office for Europe and 
the European Union.

National networks have enhanced their sustain-
ability through better governance, improved re-
source management and communication strate-
gies. They have dual leadership and policy roles 

– ensuring stra-
tegic alignment 
and  insp i r ing 
their members, 
gaining politi-
cal commitment 
from local gov-
ernments and 
engaging with 
external stake-
holders (1–3) . 
The strongest 
attributes of the 
n at i o n a l  n et-
works ’  v i s ion 
a n d  P h a s e  V 
work have been 
tackling health 
inequalities, de-
veloping part-

nerships and placing health high in all policies 
locally and nationally (Fig. 8.1).

National networks place high value on bring-
ing added value to their city members by iden-
tifying gaps in knowledge and implementation 
experience, sharing best practices, providing 
training, producing guidance materials and man-
aging change. The expertise and capacity gained 

Fig. 8.1. Rating of strategic priorities (scale 0 to 9, with 9 fully integrated) 
as part of the national networks’ vision and specific activities

Strategic priorities as prerequisites 
for positive change
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8. National healthy cities networks in Europe

Stronger networks for health

Healthier environments, healthier 
lifestyles and healthier people
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Fig. 8.2. Percentage of respondent cities saying that 
various factors support achieving health equity in 
cities

Fig. 8.3. Effects of national networks on policies (scale 0 to 
9, with 9 being the greatest effects)

Most national networks (75–90%) agreed that 
European networking has added value and con-
tributed to attracting new partners; improved 
strategic direction; and, above all, strengthening 
legitimacy at the national level. National net-
works have reached a higher position influencing 

Working along the four core Phase V priority ar-
eas, national networks faced common challenges, 
overcame various barriers and used their assets 
to influence positively determinants of health and 
health status. Their approach towards improving 
urban settings matured from tackling unhealthy 
environments through supporting healthier life-
styles to achieving an integrated approach to and 
impact on health outcomes. The most important 
factors supporting health equity in cities are pro-
fessional development, available relevant infor-
mation and community support (Fig. 8.2). The na-
tional network or its member cities initiated most 
of the specific strategic actions for health in the 
respective country.

through this process makes them attractive to 
a range of partners, including health ministries 
and other sectors; government agencies and na-
tional institutes; nongovernmental bodies, such 
as professional and local authority associations; 
and academe (1–3).

national but also regional and European health 
policies and practices (Fig. 8.3). Supported for-
mally and informally by the WHO Regional Office 
for Europe and trusted by their members, na-
tional networks have naturally become a strong 
instrument for disseminating and implementing 
the WHO European Health 2020 policy frame-
work and strategy (4) in the future.



9. Health and equity

Concept and context

Geoff Green, Evelyne de Leeuw, Anna Ritsatakis, Premila Webster,
Mariana Dyakova, Nicola Palmer & Lucy Spanswick

The ultimate goal of the WHO European Healthy 
Cities movement is to make a difference in health 
and well-being and to improve equity through 
action on underlying urban factors – social, en-
vironmental and economic. In complex systems, 
action on social determinants of health is both 
an outcome and a starting point for healthy cit-
ies.

The realist programme logic recognizes the 
many levels of influence and multifactorial na-

Summary
1.	 Members of the WHO European Healthy Cities Network remain committed to more 

equitable urban health but have difficulty in measuring progress.
2.	 Cities have developed policy and programme frameworks to guide action on health and 

equity, gained better understanding of concepts and positively changed local and national 
agendas.

Fig. 9.1. Conceptual framework for understanding health inequities, pathways and entry points in 
preventing and controlling cardiovascular disease

Source: Blas & Kurup (1).
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ture of health and well-being (Fig. 9.1).  How-
ever, moving beyond germ theory (controlling 
disease through relatively simple cause–effect 
interventions) into action on the causes of the 
causes highlights the challenge of providing evi-
dence of effectiveness and attributing specific 
health outcomes.  The variety of cultural norms 
and behaviour in Europe and the differences in 
available data, information systems and length 
of membership between cities contribute to the 
complexity of the evaluation process.
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Fig. 9.2. Self-assessment of trends in overall 
health inequalities in healthy cities

The healthy living theme analysis highlights healthy 
city action on preventing noncommunicable diseas-
es and innovation in local health systems. Evidence 
indicates a broad spectrum of local engagement in 
the prevention, control, management and care of 
disease and their design. Cities focus on individual 
and population dimensions of healthy living and re-
port a wide spectrum of accomplishments. 

Besides the primary focus on the value of physi-
cal activity, many cities identify mental health 
interventions as a priority, both at an individual 
and community level. Few cities (Rennes and Car-
diff) have taken a comprehensive approach to 
preventing and controlling 
noncommunicable diseas-
es across multiple risk fac-
tors or combining popula-
tion and individual-level 
approaches. Others act on 
multiple pathways and en-
try points to address ineq-
uity (1), specifically social 
determinants in the care 
of people with chronic 
conditions (Milan, Carlisle, 
Aydin and Amaroussion).

Cities invest in caring and 
supportive environments, 
gauging that their activi-
ties will change the de-
terminants of health and 
thereby affect health out-
comes. Nearly one third of 
the thematic case studies address health equity, 
often focusing on vulnerable groups or deprived 
neighbourhoods. Cities have undertaken various 
initiatives and approaches to enhance the social 
inclusion of vulnerable population groups, to pro-
mote greater equity in health. Some (Dresden and 
Izhevsk) have been successful in bringing togeth-
er interventions to improve physical and mental 
health and social inclusion to achieve equity.

Within the theme of healthy urban environment 
and design, health inequity is addressed through 
action on housing and regeneration; safety and 
security; healthy urban planning and healthy 
transport. Active travel is one of the main report-
ed achievements, featuring enhanced walking, 

cycling and healthy public transport. Cities have 
also identified creativity and liveability, designed 
by WHO to promote community development by 
improving social cohesion and building human 
and social capital, as an instrument towards im-
proving equity, health and well-being.

Phase V has led to better understaning of the 
effects of social determinants of health, the con-
cept of equity (2) and the importance of identi-
fying and quantifying inequalities. The issue of 
health inequalities is now higher on local agen-
das, ensuring visible delivery of action at the local 
level. Health and equity are prominent not only in 
health and well-being plans (Bologna) but also in 
overall development plans (Klaipeda) and struc-
tural or governance changes (Manchester).

Cities have made progress both in measuring 
inequalities and planning 
measures to reduce them.  
They were also asked by 
the evaluation team to 
provide an assessment of 
the overall trend in health 
inequalities in their cit-
ies. Fig. 9.2 summarizes 
responses to the penul-
timate question in the 
general evaluation ques-
tionnaire – “Have overall 
health inequalities be-
tween population groups 
increased or decreased?” 
There is a positive trend 
from the beginning of 
Phase V in 2009 through 
the end in 2013 and pro-
jected to the end of Phase 

VI in 2019.  These self-assessments should be 
treated with great caution. Respondents often 
use statistical evidence, but naturally there is po-
litical pressure to report progress. They are not 
objective. Consequently, they are only a very ini-
tial assessment of city health status and  a prelude 
to more forensic analysis in Phase VI.

Note: general evaluation questionnaire (n = 71).

Evidence for improving
health and equity
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The European context

Evelyne de Leeuw, Geoff Green & Mariana Dyakova

This initial report on the evaluation of Phase V of 
the WHO European Healthy Cities Network iden-
tifies twin challenges – contextual and method-
ological. In his foreword, Agis D. Tsouros refers to 
the changing socioeconomic landscape of Europe 
and the strategic response of the WHO Regional 
Office for Europe. In her introduction to Health 
2020, WHO Director-General Margaret Chan re-
fers to the considerable challenges in the WHO 
European Region (1): “Health inequities within 
and between countries reflect economic and so-
cial divisions across society. As economic pres-
sures bite and health care costs rise, the risk of ex-
clusion increases, too often leaving behind those 
with the greatest health needs.” 

A companion report to Health 2020 – Gover-
nance for health in the 21st century (2) – recounts 
the many layers and domains of government in the 
countries in the European Region. Local govern-
ment has a key role, reflected in the goals and re-
quirements for Phase VI (3): “The WHO European 
Healthy Cities Network is now being positioned as 
a strategic vehicle for implementing Health 2020 
at the local level. Local action and the decisions of 
local governments can strongly influence all the 
public health challenges noted above as well as 
many of the determinants of health. Healthy city 
leadership is more relevant than ever.”

Accounting for extraneous 
confounders

Summary
1.	 Cities assume a critical role in the governance arrangements underpinning health 

development in Europe.
2.	 Confounding factors pose difficulty in attributing effects to certain healthy city interventions.

Good research attempts to identify confounding 
factors: issues or events that disturb or complicate 
the dependent and independent variables that are 
the focus of the research. An example is the com-
plicating factor of pollution from vehicular traffic, 
which diminishes the effects on health (dependent 
variable) of outdoor physical activity (independent 
variable). Another is the complicating factor of aus-
terity, which may diminish the effects of signing up 
for the prerequisites of a healthy city. This in itself 

The very complexity of cities and their layers and 
domains of governance require a corresponding 
method to understand the context and impact of 
a healthy city approach. According to Whitfield et 
al. (4), “Orthodox public health evaluation para-
digms seeking to isolate single causes of ill-health 

Methodological challenges

from a noisy city context, are inappropriate for 
evaluating typically interrelated interventions by 
city authorities and their partners, operating in 
more or less salutogenic environments, and with 
multiple, coexisting outcomes.” A framework of 
realist synthesis was adopted for this Phase V 
evaluation to better address this dynamic, and 
we recommend that it be debated, modified and 
comprehensively resourced for Phase VI.

Context is important. The divergence of so-
ciopolitical conditions is challenging. Each local 
government area has a unique combination of 
characteristics, is located in a specific place and 
has profound roots in social, cultural and political 
history. Although the WHO Regional Office for Eu-
rope provides a common set of objectives, values 
and ideals for further development, the starting-
point and direction of travel varies between cit-
ies and sometimes between communities and 
neighbourhoods within cities. The expansion of 
the European Union, for instance, has influenced 
opportunities for developing local government in-
frastructure. Austerity measures have had differ-
ential effects on cities across the European Union.

20
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Fig. 10.1. Confounding factors surrounding the programme logic

The evaluation team will respond to opportuni-
ties to debate these issues at the International 
Healthy Cities Conference and afterwards. The 
evaluation team concurs with Pawson et al. (8), 
who developed the realist synthesis approach 
and recommend a healthy two-way dialogue with 
the policy community throughout the process, 
from the initial expert framing of the problem to 
the final judgement on what works: “The tasks of 
identifying the review question and articulating 

Dialogue

has been shown 
to be essential to 
embedding health 
across social and 
political sectors 
(5). Documenting 
evidence of the 
effectiveness (6) 
of being a healthy 
city, especially in 
the dynamic Eu-
ropean context, is 
much harder. We 
recommend that 
any evaluation of 
Phase VI identify 
key confounding 
variables sur-
rounding the pro-
gramme logic as 
one of the first 
steps (Fig. 10.1).

For Phase VI, it is 
also necessary to 
identify who influences or controls the causes of 
the causes: for example, which agencies control 
or influence traffic pollution or the creation of safe 
cycling paths. The Phase V evaluation had limited 
capacity to identify and account for such factors. 
WHO is clearly not the only actor that drives health 
– as recognized in its own Health 2020 strategy and 
global efforts toward health in all policies (7). Na-
tional governments are influential, limiting cities’ 
control over their funding, future and resilience. 
Within cities, governance arrangements allocate 
responsibilities and budgets between partner 
agencies.

key theories (of change) to be explored cannot 
meaningfully occur in the absence of input from 
practitioners and policy-makers.”
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Kadiköy 
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Milan 
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Novosibirsk
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Østfold County 
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Preston

Ptolemaidas
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Waterford
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Belgium
Croatia
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Denmark
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Germany
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Greece
Israel
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Poland
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Russian Federation
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Sweden
Turkey
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The 99 members of the Network

The 20 accredited WHO European national healthy cities networks

Annex 1. Members of the WHO European 
Healthy Cities Network in Phase V



23

National network applied for accreditation

The 10 European national networks that are not accredited

Austria

Bosnia and Herzegovina
Cyprus
Estonia
Ireland
Latvia
Lithuania
Netherlands
Slovakia
Switzerland
Ukraine 

Annex 1. Members of the WHO European 
Healthy Cities Network in Phase V
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