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Abstract 
 
While the disciplines of urban planning and public health originated together to improve the 
living and working conditions of the urban poor, over the last century, urban planning’s focus 
has shifted away from health. While we believe that many plans, programs, and policies relate to 
health and could reduce health disparities, we lack the ability to clearly communicate the points 
of connection.  This paper has two purposes. The first purpose was to assemble and evaluate the 
strengths and weaknesses of existing conceptual frameworks that identify connection points 
between urban planning and health equity. After conducting a quasi-scoping survey of literature, 
we identified nine existing conceptual frameworks. We evaluated each framework using seven 
criteria, including Corburn’s four political frames. The second purpose was to propose a new 
conceptual framework that highlights how both people and place-based interventions can affect 
housing; heath behaviors; health care; economic stability and opportunity; the built environment; 
and the natural environment. By translating our new conceptual framework into a decision-
making tree, we used it to explain the health impacts of four planning interventions. We 
conclude by noting the challenge and importance of this task. 
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Clarifying the Connections Between Urban Planning, Land Use Policy,  
and Health Disparities 

 
 
 

Introduction 
 
At the onset of the COVID-19 pandemic, many feared that people living in densely populated 
urban areas would face the greatest risk. However, two years later, research tells us that urban 
density was not the pandemic’s defining predictor (Hamidi et al. 2020). The pandemic 
emphasized the deep health disparities that exist amongst populations within urban areas by race. 
Tai et al., 2021 report that “In the hardest hit city in the United States, New York City, age-
adjusted confirmed COVID-19 deaths were 220 and 236 per 100 000 for African American and 
LatinX patients, respectively. This is double compared to 110 and 102 per 100 000 for whites 
and Asians, respectively.” While biological causes, such as hypertension, diabetes, obesity, and 
coronary artery disease explain some of these differences, Tai and colleagues argue that the 
COVID-19 health disparities are best explained by the social determinants of health. These 
authors characterized the social determinants of health as the “conditions in the places where 
people live, learn, work, and play that affect a wide range of health risks and outcomes.” Islam 
(2019) likens the term social determinants of health to social resources. “The quality, quantity, 
and distribution of these resources, together, to a large extent, determine citizens’ health and 
well-being. Opportunities to have an education, a healthy living environment, nutrition, 
healthcare and employment are some of these resources” (Islam 2019). In urban planning, we 
help shape the built environment and thereby participate in the spatial distribution of social 
resources and opportunities. The pandemic, in combination with the many recent brutal murders 
of black individuals by law enforcement, sharply illustrates that structural racism continues 
within our society. We believe urban planners need to elevate the importance reducing racial 
health disparities in practice and research. 
 
However, we argue that many planners (ourselves included) have difficulty clearly explaining 
how place-based plans, projects, and land use policies address health disparities. In part, we 
believe this difficultly exists because we lack a conceptual framework able to guide our thinking, 
communications, and evaluation processes. This paper has two purposes. The first purpose was 
to assemble and evaluate the strengths and weaknesses of existing conceptual frameworks that 
identify the connection points between urban planning and health equity. The second purpose 
was to propose a new conceptual framework that highlights how people and place-based 
interventions influence their settings and situations and then cumulatively contribute to their 
health and well-being. 
 
This paper is divided into seven sections. After this introduction, we begin with a background 
section. This background has three parts. In the first part, we summarize 1) the history of urban 
planning and its contested goals, 2) the rise of the Healthy Cities movement, and 3) identify 
some recent planning efforts to integrate health into planning. In the second part of the 
background section, we review Corburn’s four political frameworks that he argues are necessary 
to reconnect the disciplines of urban planning and public health. In the third part of the 
background section, we introduce the concept of the social determinants of heath, review 
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categorization strategies, propose a strategy that aligns with urban planning approaches, and 
conclude by acknowledging the challenge of proving causation. The third section of this paper 
summarizes our methods. We explain our process for identifying urban planning and health 
conceptual frameworks and identify seven evaluation criteria. In the fourth section, results, we 
evaluate the strengths and weaknesses of each of the nine existing conceptual frameworks. In the 
fifth section, we propose a new urban planning and health equity conceptual framework. In the 
sixth section, we translate our proposed framework into a decision-tree and then apply this 
decision-tree to evaluate four existing studies. In the final section, we conclude by highlighting 
some of our key findings and identifying next steps. 
 
The Origin and Evolution of Urban Planning and Public Health  
 
Histories of the planning profession often begin by recounting how planning, public health, and 
civil engineering emerged simultaneously in the Progressive Era (1880–1910). Sloane writes that 
“this coalition reshaped the American industrial city using local governments’ new police powers 
to separate land uses, improve tenement design, establish playgrounds and parks, and 
dramatically improve private and public sanitation” (Sloane 2006). While united by the common 
problem of how to improve the health and well-being of the urban poor in industrializing cities, 
each profession organized around one dimension of the challenge (urban planning around place; 
public health around people; civil engineering around infrastructural systems). 
 
For urban planning, the organizing characteristic was place. However, urban planning’s purpose 
was contested. Corburn (2009) notes that two distinct perspectives surrounded the emergence of 
the urban planning profession in the early 1900s. One perspective saw urban planning as a 
technical extension of architecture and engineering. Olmsted Jr., active in the organization of the 
discipline, publicly stated that planning had three unique concerns. These concerns were 
“circulation of transportation, the design of public spaces, and the development of private land 
(Corburn 2009). From Olmsted’s perspective, the defining values of planning were efficiency, 
beauty, and comprehensiveness.  
 
Conversely, Marsh, another early contributor, argued that social justice should be at the center of 
the planning discipline. Marsh “wanted the field to tackle the inequities from “population 
congestion” through new urban taxes, limits on private property rights, and increasing 
government regulations,” (Corburn 2009). While urban planning’s trajectory would better align 
with Olmsted Jr’s’ aspirations, in our reconsideration of health’s place in planning, this debate 
resonates.  
 
With the rise of zoning in the 1910s and 1920s, planners had a method by which to organize the 
urban environment. Growth and land development increased the municipal tax base and funded 
extensive transportation projects, water infrastructure systems, convenient public services, and 
desirable amenities (Sloane 2006). In the United States, post-war suburban communities 
provided affordable single-family housing for the emerging white middle class and attracted 
industries away from the central cities with expansive, inexpensive greenfield development sites. 
In the post-war years, the number of municipalities rapidly grew and each municipality’s need to 
create and operate municipal services and amenities created many new departments with 
specialized jobs (Melosi 2008). For many planners, serving the public interest meant harnessing 
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the positives of the market economy to assemble a competitive set of development offerings that 
would attract growth. Barton (2005) states that the “divorce of planning and health has helped to 
undermine the social credentials of planning.” He argues that planning theory since the 1970s 
largely concentrated on theories of how planning works. Barton believes this has neglected the 
development of theories for planning that can provide “a framework for rational debate” about 
the purpose of planning.   
 
Over the last century, many public health advancements have occurred. By the mid twentieth 
century, vaccinations programs addressed some communicable diseases and water treatment 
reduced the presence of undesirable microbes. Risk factors were increasingly used to target 
individual-level public health interventions. In many higher income countries, national public 
health and social welfare systems emerged and increased access to health care, thus increasing 
life expectancies. By the 1960s, behavioral change was promoted to address some non-
communicable diseases, such as smoking cessation and vehicular safety and environmental 
regulations were used to address pollutants and toxic hazards. 
 
Healthy Cities Movement 
 
A major shift in field began in the 1980s and 1990s when the definition of health was expanded. 
The World Health Organization’s vision of health enlarged to include “physical, mental and 
social well-being and not merely the absence of disease and infirmity, the idea of health as the 
ability to adapt and self manage.” This more holistic notion included “the urban environment as 
the physical context within which urban activities talk place, including the material fabric of 
buildings and infrastructure and their spatial organization,” (Rydin et al. 2012). This resulted in 
World Health Organization’s Heathy Cities initiative, starting in Europe in 1986. The Healthy 
Cities program repositioned local governments as the central force, asking them to create a city 
health plan that required intersectoral partnerships and engaged diverse stakeholders (de Leeuw 
et al. 2015a). The 12 objectives for Healthy Urban Planning still resonate today (Appendix A). 
 
In the 1980s and 1990s, the Health Impact Assessment (HIA) emerged as a tool to advance the 
connection between urban planning and public health. Forsyth, Slotterback, and Krizek (2010) 
note that HIAs initially appeared in Northern Europe and Australia as additional tools to 
anticipate the impacts of large infrastructure projects. Like Environmental Impact Assessments 
(EIAs), HIAs were prospective evaluations intended to improve public decision-making and 
serve as an opportunity for increased public participation. By the 2000s, HIAs were being used 
in North America. However, HIAs varied considerably in format and focus and the impact of 
their findings on specific planning decisions was often oblique (Corburn 2017). The addition of 
HIAs to planning processes increased the complexity without producing clear impacts. Since the 
early 2010s, the general enthusiasm for HIAs in planning seems to have waned based on our 
anecdotal observations.  
 
With the release of the 2030 Sustainable Development Agenda in 2015 and the United Nations 
New Urban Agenda at Habitat III (2016), health was identified as the cross-cutting issue linked 
to sustainability (Ramirez-Rubio et al. 2019). The recognition of Health in All Policies (HiAP) 
“is key for local decision-making processes that recognize urban policies as key public health 
interventions aimed at achieving Sustainable Development Goals (SDG) targets,” (Ramirez-
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Rubio et al. 2019).  To reposition heath in cities, Corburn (2017) states that urban planners and 
public health professionals needs to develop “new indicators of healthy equitable places that 
consider cities as integrated health systems rather than fragmented parts.”  
 
Realigning Urban Planning and Public Health 
 
In his book, Toward the Healthy City, Corburn (2009) states that reconnecting urban planning 
and public health will require the creation of four shared political frames or perspectives. For 
brevity, Corburn summarizes his four political frames as power, process, population, and place. 
In the following paragraphs, we explain the first three of Corburn’s four frames and how each 
frame may be used to evaluate the utility of existing conceptual frameworks. 
 
Power is the first of Corburn’s four political frameworks (Corburn 2009).  Corburn believes that 
shifting the inequitable power divide depends on adopting an approach to urban governance that 
includes residents, community-based, and non-profit organizations alongside public entities, such 
as planning agencies and public health departments, and private sector actors engaged in 
development. Corburn states that only by changing who participates in urban governance will we 
be able to assemble policies and practices that address the power imbalances. Therefore, a useful 
conceptual framework must enlarge the concept of urban governance to include representatives 
from the public (government), private (markets), and civic sectors.  
 
Process is Corburn’s second political framework. Corburn’s (2009) writes that is has been “long 
debated whether [urban policy should] focus either on improving opportunities for individuals or 
the qualities of place,”. Corburn argues that we should not be distracted by these ‘process’ 
distinctions and he argues against elevating people-based over place-based interventions. While 
public health favors people-based approaches and urban planning generally advances place-
based efforts, either approach can be used.  
 
Corburn’s third frame is population health. Corburn argues that we need to shift our attention 
away from broad notions of public health (2009) and focus on reducing health disparities. The 
COVID-19 pandemic has unscored the importance of this approach. Health disparities exist 
when different groups experience systematic differences (as opposed to random or occasional 
differences) in health that are “avoidable, unfair, and unjust” (Braveman 2006).  Whitehead 
wrote that “equity in health implies that ideally everyone should have a fair opportunity to attain 
their full health potential”(cited in Braveman 2006).  
 
Measuring health disparities requires comparing disadvantaged groups with socially advantaged 
groups as opposed to comparing a subpopulation to a population average. Braverman 
recommends that “the reference group is the most advantaged group—e.g., the 
wealthiest/highest-income group for disparities by wealth/income, or the dominant racial/ethnic 
groups for racial/ethnic disparities,” (2006). Establishing reduced health disparities as the goal 
also provides a quantifiable outcome. Rydin et al., 2012 note that “average levels of health hide 
the effect of socioeconomic inequality within urban areas. Rich and poor people live in very 
different epidemiological worlds, even within the same city. And such disparity occurs in both 
high-income and low-income countries,” (Rydin et al. 2012).  
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Based on these three of Corburn’s political frames, we identify criteria by which to evaluate our 
existing urban planning and health conceptual frameworks. These characteristics are the 
recognition that: 
 

1) urban governance needs to extend beyond government to include private (market) sector 
actors, civil organizations, such as non-profit and community-based organizations, and 
residents. 

2) Intervention processes include individual (person) and area-based (place-based) 
approaches. 

3) The outcome enables the health assessment of subgroup health disparities. 
 
Social Determinants of Health 
 
Corburn’s forth political frame is place. Corburn argues for a ‘relational view’ of place that 
recognizes how physical and social attributes holistically combine to shape places. We propose 
to use the concept of the social determinants of health to capture this relational view and turn to 
explore different social determinant of health categorization systems that align with urban 
planning approaches.  
 
While some of the ideas underlying the concept of the social determinants of health began in the 
1980s, the 1999 publication of Marmot and Wilkinson’s book, Social Determinants of Health, 
elevated its acceptance. The book noted that public health needed to shift from its biomedical 
focus on the individual toward a recognition that a person’s health and well-being is profoundly 
influenced by their place in the world. In this context, place meant both specific social and 
physical dimensions.  In the literature, the social determinants of health concept was an effort to 
recognize the “causes of the causes” (Rose, Khaw, and Marmot 2008).  Influenced by this work 
and Sen’s Human Capability Theory, The World Health Organization instituted the Human 
Development Index (HDI). Instead of solely relying on the Per Capita Gross Domestic Product 
(GDP) to measure well-being, the HDI added measures of health and educational attainment. 
 
Social determinants of health can be divided into upstream determinants and downstream 
factors(World Health Organization. 2010). The upstream factors include structural determinants 
and the individual’s place within the social hierarchy. Structural determinants include 
governance, macroeconomic policies, social policies, public policies, culture, and societal values. 
These structural factors interact with the individual’s socioeconomic position. The 
socioeconomic position recognizes individual differences in access to power, prestige, 
opportunities, income and the presence of discrimination. Together these upstream factors then 
interact with downstream or intermediary factors such as material circumstances, behavioral and 
biological factors, and psychosocial factors. Together, these factors in the presence of the 
available health system shape health and well-being and explain why some population groups 
within the same city or region may experience different health outcomes. 
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Figure 1: The World Health Organization on Health Inequality, Inequity, and Social 
Determinants of Health 
 

 
 
Over time, the social determinants of health concept has resulted in the identification of many 
settings and situations. Islam (2019) highlights that the extensive range includes “education, 
housing and or living environment, income and its distribution, stress, early life, social exclusion, 
work, unemployment, social support, addiction, food, transport,” in addition to health system, 
gender, sexual orientation, social safety net, cultural or social norms, media, stigma and 
discrimination, social capital, conflict, rule of law, racism, racialized legal standing, immigration, 
family, religion, colonialism, marginalization, time, and more recently, broadband internet access 
(Islam 2019). A recent categorization system by the US Department of Health and Human 
Services organized the social determinants of health into five categories. These categories are 1) 
health care access and quality, 2) neighborhood and built environment, 3) social and community 
context, 4) economic stability, and 5) education access and quality. While we are attracted to the 
simplicity of this categorization system, we believe its categorization systems does not align with 
urban planning approaches. 
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Figure 2: Social Determinants of Health 
 

 
Source: Healthy People 2030, US Department of Health and Human Services, 

https://health.gov/healthypeople/priority-areas/social-determinants-health  
 
To find a more useful categorization system, we returned to the literature. As the study of the 
social determinants of health concept has matured, review papers have resulted. Salgado et al. 
(2020) conducted a meta-analysis of 94 studies of the social determinants of health published 
between 2008 and 2018. After reviewing the 94 studies, the authors sorted the social 
determinants of health into five categories (built environment, natural environment, healthcare, 
health behaviors, and socioeconomic). While this set of five categories better aligns with urban 
planning, we made two modifications. First, we elevated housing from a secondary item within 
the built environment category to become its own primary category. We did this because we 
believe in housing’s central role in defining one’s geographic location, providing physical and 
emotional stability, defining neighborhood institutions, and establishing social context. 
Additionally, we renamed the socioeconomic category to economic stability/opportunity for 
clarity. Our final six categories and their subcomponents are illustrated below.  
 
  

https://health.gov/healthypeople/priority-areas/social-determinants-health
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Figure 3: Categorization of Social Determinants of Health from an Urban Planning and 
Land Policy Perspective. 
 

 

Graphic generated by authors. 
 
Association versus Causation 
 
Proving that social determinants of health ‘cause’ illness or well-being is challenging. 
Braveman and Gottlieb (2014) summarized some of the ‘proven’ results that have emerged from 
the study of the social determinants of health. These include “lead ingestion in substandard 
housing [that] contributes to low cognition function and stunted physical development in 
exposed children; …pollution and allergens, also common in disadvantaged neighborhoods, can 
exacerbate asthma;…exposure to violence can increase the likelihood that young people will 
perpetuate gun violence; …availability of alcohol in disadvantaged neighborhoods can influence 
its use among young people, affecting rates of alcohol-related traumatic injury; and workers 
without sick leave are more likely to go to work when ill, increasing the likelihood of disease 
spread to coworkers and customers” (Braverman and Gottlieb 2014).   
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However, the impacts of the presence or absence of many social determinants of health are not 
easily quantified. This important limitation was evident in the 2014 assessment of the WHO’s 
European Healthy Cities Network. Despite over 600 pages of technical reports that examined 
whether specific efforts across 99 European cities had changed health outcomes, the reviewers 
were largely unable to provide ‘quantitative’ evidence for many interventions due to the 
confounding variables of real-world settings (de Leeuw et al. 2015b). While we must be wary of 
simplifying place-based interventions and perpetuating notions of environmental determinism, 
establishing cause and effect as it relates to plans, programs, and policies may not always be 
possible and we may have to accept the concept of association instead of causation. 
 
Salerno and Bogard (2019) called into question the interpretation of the social determinants of 
health for another reason. They believe the term “overstates the permanency of the relevant 
conditions and neglects the process of resilience and the assets which enable people to overcome 
social barriers to achieve good health outcomes. Through their research, they have “learned 
about resilience, tenacity, and hope that [enable some families] to live a healthy life despite their 
context”. However, they note that the concept of the social determinants of health has been 
essential in shifting public health’s focus from individual level behaviors to a more inclusive set 
of conditions. This shift has elevated the issues of “healthy housing, reliable transportation, 
ample green space, and clean air, in addition to public safety, good paying jobs, quality 
education, and healthy food”.  Therefore, while we support the use of concept of the social 
determinants of health, we acknowledge these limitations. 
 
 

Methods 
 
Review of Selected Conceptual Frameworks 
 
Using a quasi-scoping study approach, we searched all Web of Science journal articles and 
chapters after 1999 that contained the terms “Urban Planning and Public Health” or “Land Use 
and Public Health” or “Land Policy and Public Health” or “Urban Planning and Health”. Our 
search retrieved over 4,000 articles. Based on reading the titles, we narrowed our collection to 
820 articles. Based on reading the abstracts, we further winnowed our findings to 140 articles. 
From these articles only six included the type of conceptual or diagrammatic frameworks we 
sought. For one paper that described a framework but lacked an illustration, so we generated a 
graphic to communicate its three domains (Kent and Thompson 2014). After reviewing the 
bibliographies of six articles, we identified three additional frameworks. We identified a total of 
nine conceptual urban planning and health frameworks.  
 
Conceptual Framework Evaluation Criteria 
 
Smyth states that a conceptual framework is “a set of broad ideas and principles taken from 
relevant fields of enquiry” (2004). It serves as “a research tool intended to assist a researcher to 
develop awareness and understanding of the situation under scrutiny.” As we stated earlier, we 
believe that an effective conceptual framework is an important communication tool that can 
further critical thinking and discussion. 
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We used Corburn’s four political frames to inspire our four content criteria. In our assessment of 
a ‘relational notion’ of place (Corburn’s 4th political frame), we looked for evidence that the 
framework combined physical and social characteristics to describe place. 
 
In addition to the content criteria, we identified three desirable attributes. These attributes were: 
1) sequential ordering, 2) defined outcome, and 3) appropriate simplification. These criteria 
emerged iteratively as we evaluated the conceptual frameworks. The first attribute was a 
sequential pathway(s).  A sequential pathway explains how interventions may cause or 
contribute to changes in health. Sequential pathways are important communication tools to 
reveal the logic behind the anticipated impacts of proposed plans, programs, or policies. The 
second important framework attribute was a defined outcome. Some frameworks are designed as 
closed loop systems or embedded concentric circles. Closed loop systems and embedded 
concentric circles convey complex interactions. However, for our purpose, we determined that an 
effective conceptual framework must produce a measurable outcome. The third and final desired 
attribute for our conceptual framework was an appropriate amount of simplification. An effective 
conceptual framework reveals complex interactions using carefully chosen categories or 
variables. Conceptual frameworks with too much complexity or too many categories fail to 
highlight key drivers or important processes. Conversely, overly simplistic conceptual 
frameworks fail to differentiate the important elements. Of our three structural attributes, the 
assessment of an appropriate level of simplification is the most subjective. 
 
 

Results 
 
In this section, we identify and evaluate each framework. While we have added notes beneath the 
conceptual frameworks, Table 1 summarizes our comparison.  
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Framework 1: Linkages between Land Use, Transportation, and Public Health (Frank and 
Engelke 2001) 
 

 
 
This conceptual framework was developed by Frank and Engelke (2001) to illustrate the linkages 
between land use, transportation, and public health. The authors argue that the health benefits of 
non-motorized forms of transportation, particularly walking and biking, have been overlooked 
because of transportation planning’s focus on ‘car culture’. Together, land development and 
transportation investments create a built environment that can either encourage or discourage 
physical activity. They state, “physical activity provides a nexus through which these generally 
disconnected strands of public policy can be combined,” (page 206). Physical activity is the 
mechanism by which urban forms that favor non-motorized options contribute to improved 
public health. 
 
One strength of this conceptual framework is that it highlights how development and 
infrastructure decisions shape the built environment. Another strength of this framework is the 
activity patterns (altered behavior) between the built environment and health. An obvious 
weakness of this conceptual framework is its narrow focus on transportation. 
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Framework 2: Social Determinants of Health and Environmental Health Promotion 
(Northridge et al. 2003) 
 

 
 
This detailed conceptual framework is intended to convey the social determinants of health and 
environmental health promotion. Rydin et al., 2012 note that Northridge et al. (2003) “separated 
out large-scale, medium-scale, and small-scale factors connected to health and wellbeing at the 
individual or population scale, but do not explore links and relations that cut across the main 
elements operating at each level”. The frameworks inclusive nature impedes its effectiveness in 
identifying key connection points and communicating interactions. 
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Framework 3: A Health Map For Urban Planners (Barton 2005) 
 

 
 
This conceptual framework was proposed by Barton (2005) as way to integrate human health 
into planning for sustainable settlements in the United Kingdom. Barton expanded upon an 
earlier concept proposed by Whitehead and Dahlgren in 1991. This health map continues to 
appear in many public health documents. One strength of this framework is that it captures the 
interplay between spheres. The inner three spheres speak to the social sciences. The middle two 
spheres speak to the built environment. The outer two rings address the natural environment. 
This conceptual framework sets the built environment within the natural environment, and this 
helps us resolve how the built and natural relate. Highlighting this relationship is not meant to 
restart the debate of whether people are part or separate from nature. We believe that it is useful 
to highlight that the environmental quality of the natural environment serves as a foundational 
layer for the built environment. In short, the built environment cannot ‘overcome’ poor 
environmental conditions. However, the concentric format makes it difficult to identify a 
pathway between a planning or policy action and the goal of decreased health disparities. 
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Framework 4: A Conceptual Framework for Urban Health  (Galea et al. 2005) 
 

 
 
This conceptual model by Galea, Freudenberg, and Vlahov (2005) begins with global and 
national trends before scaling down to municipal level determinants. The municipal level 
determinants include government policies and practices, markets, and civil society. Interventions 
are assumed to happen under the influence of the major global and national trends and municipal 
level determinants, but the level of the intervention (individual or area-based) is not specified. 
The intervention is then expected to influence the urban living conditions. Urban living 
conditions are divided into four categories; population and socioeconomic factors; physical 
environment including housing as well as built and natural environment; social environment; and 
health and social services. Interventions occur through these four categories and result in health 
outcomes and non-health outcomes. Aligned with our criteria, the model presents a relational 
notion of place, includes sequential pathways, and produces an outcome (that could be specified 
as health equity). Interestingly, this model notes the existence of enduring structures, such as 
economic systems, religion, government, culture, and geography. However, by layering in these 
many content categories, the model has a medium to high degree of complexity. From a planning 
perspective, a weakness of this model is number of items included in the physical environment 
category.   
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Framework 5: Mechanism for Increasing Health Equity (Northridge and Freeman 2011) 
 

 
 
Northridge and Freeman (2011) suggest that improving health equity requires systems thinking 
as well as open participatory processes. They state their goal was to “better understanding how 
urban planning solutions implemented by local governments improve health equity”. (583) To 
highlight how urban planning can contribute to increased health equity, the authors identify three 
pathways. The first pathway concerns access to material and other resources. Northridge and 
Freeman note that important goods and resources aren’t equally distributed across the built 
environment and therefore, some residents may not have the resources to acquire necessary 
goods and resources. For example, they note the increasing recognition that lower income 
neighborhoods may be lacking in access to nutritious foods. 
 
The second pathway toward increased health equity is through enhanced physical and social 
environments. This pathway broadly considers environmental issues related to place and to 
people. Elements related to place include accessibility and promotion of products, maintenance 
and safety, parks and open spaces, transportation options, housing, air, water and soil quality, 
and arts and culture. Elements related to people include social networks and trust, community 
engagement and efficacy, and norms/expected behaviors and attitudes. In their discussion, the 
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authors note that urban planning should protect residents against negative pollutants and hazards 
in addition to ensuring the presence of positive environmental and social environments. 
 
The third pathway to increased health equity is increased opportunity and political power. The 
authors state that increased opportunity and political power “may be abetted through urban 
planning efforts instituted by local governments that provide, e.g. safe and affordable 
transportation options to and from work and school,” (page 585). These local planning efforts 
work in concert with other public policies such as promoting the payment of living wages. The 
authors state that “enhancing political power for oppressed populations may result in increased 
health equity as opportunities and resources that support health are redistributed to underserved 
groups,” (page 585). From urban planning perspective, Northridge and Freeman’s conceptual 
framework is useful because it recognizes that the physical and social environments impact 
health equity. However, the framework’s simplicity makes it difficult understand how specific 
intervention impact health equity.  
 
Framework 6: Health Outcomes and the Urban Environment Connections (Rydin et al. 
2012) 
 

 
 
This sophisticated conceptual framework by Rydin et al., (2012) reveals many physical and some 
social components of the urban environment as well as biophyscial environmental outputs. This 
framework highlights the central role of buildings and the supply of key services. Interestingly, it 
results in four specific dimensions of health. The authors write that they believed “a more 
focused approach is needed to identify specific aspects of cities and their associated urban health 
implications. Inevitably, such an approach cannot be fully comprehensive and is in danger of 
both leaving out specific aspects and failing to capture crucial interconnections. Nevertheless, it 
is a useful heuristic method of analysis and policy development,” (Rydin 2012). With 25 
categories, its effectiveness of this conceptual framework as a communication tool is 
questionable.  
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Framework 7: The Three Domains of Urban Planning and Health and Well-being (Kent 
and Thompson 2014)  
 

 
Source: Graphic generated by authors. 
 
This conceptual framework is based on research by Kent and Thompson (2014). They state that 
“while the relationship between health and the built environment is now an established research 
focus, there remains an ongoing need to conceptualize this relationship”. However, Kent and 
Thompson don’t offer a graphic conceptual framework but identify three ‘domains’: physical 
activity; community interaction; and healthy eating. Therefore, we created this graphic. The 
authors say that their framework is targeted toward the primary risk-factors of chronic, non-
communicable urban diseases. These risk-factors are reduced physical activity, increased fast 
food availability, and lack of social connection. This framework organizes a large amount of 
literature around three important topic clusters. However, Kent and Thompson’s unconnected 
domains fail to offer urban planners a framework through which to trace interventions toward 
health outcomes. 
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Framework 8: A Systems Approach to Health in Cities (Diez Roux 2015) 
 

 
 
This conceptual framework is by the public health scholar, Ana Diez Roux (2015). Diez Roux 
recommends that we think of health in cities using a systems approach. In her conceptual model, 
the city is the product of a dynamic, interaction amongst the population, environment, 
government, and industry. Beyond these key components of the city system, Diez Roux 
identifies a third ring of outcomes. The outcomes include health outcomes (respiratory and 
cardiovascular diseases, stress and depression, and obesity), urban/external characteristics (air 
pollution, food choices, consumption, global climate change, and transport system), and policy 
interventions (regulations, policies, and incentives). From a public health perspective, this 
conceptual framework deviates from the epidemiological focus on measuring risks and their 
reductionist, biomedical approach to measurement.  
 
From an urban planning and governance perspective, this framework highlights the interplay 
between elements and speaks to the notion of the city as a complex system.  A key feature of this 
framework is the inclusion of government as an important ‘system’ and that it recognizes 
regulations, policies, and incentives as important tools. However, the conceptual framework fails 
to include economics (beyond mentioning industry), doesn’t consider how physical or social 
interventions will alter the model, and health outcome variables are mixed with urban 
characteristics and policy intervention tools. One significant weakness of this conceptual 
framework is that it doesn’t provide a directional sense of intervention and outcome. 
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Framework 9: Conceptual Framework: Urban Health related Sustainable Development 
Goals (SDGs) within a Health in All Policies (HiAP) approach (Ramirez-Rubio et al. 2019) 
 

 
 
Finally, Ramirez-Rubio et al., (2019) “want to understand the links between social determinants 
of health, environmental exposures, behaviors, health outcomes and urban policies within the 
SDGs,”. In their framework, they include all 17 SDGs. SDG 3 (Health and Well-being) and SDG 
11 (inclusive, safe, resilient, and sustainable cities) directly relate to urban health (indicated with 
solid lines) while 13 SDGs have indirect relationships (dashed lines). The authors then connect 
each SDG with 48 Targets. These targets help illustrate how the high-level Sustainable 
Development Goals can be translated into local actions to promote urban health. This is a very 
useful graphic in that it identifies important interventions points but its complexity hampers its 
communication effectiveness. 
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Table 1: Evaluation of Existing Conceptual Frameworks 
 

 Inclusive 
Definition of 
Urban 
Governance 

Recognizes 
Individual and 
Area-Based 
Plans, 
Programs, and 
Policies 

Focus on 
Population 
Health 
Equity 

Relational 
Definition of Place 
(includes Physical 
and Social 
Dimensions) 

Sequential 
Pathway 

Measurable 
Outcome 

Simplification for 
Communication 
(Yes – 
appropriate 
simplification; No 
– too complex) 

Strengths/ 
Weaknesses 

Frank and 
Engelke 
(2001) 

Somewhat – 
omits civil 
society 

No No Yes Yes Unclear Yes Highlights that form of built 
environment can influence 
behavior 
Limited to Transportation 

Northridge 
et al., 
(2003) 

Present in 
Macro Social 
Factors and 
Social 
Context but 
diffuse 

Present in 
Proximate 
Characteristics 
but diffuse 

Yes – 
Individual 
and 
Population 
Levels 

Yes – Intermediate 
Level 

Yes Unclear No – too complex Recognizes scale 
Too much detail 

Barton 
(2005) 

Yes - inferred Yes No - not 
without  
clarification 

Yes – embedded 
and cumulative 

No Unclear Yes Strength – Embeds the built 
environment in the natural 
environment to 
communicate importance of 
environmental quality 
Difficult to understand how 
an intervention influences 
the multiple dimensions 

Galea et 
al., (2005) 

Yes Unspecified 
interventions 

No – not 
without 
clarification 

Somewhat – 
dimensions of 
urban living 
condition 

Yes Yes Moderate Strength – Intervention may 
be initiated by government, 
market, or civil society 
Weakness – urban living 
condition categories need to 
better reflect relational 
notion of place 

Northridge 
and 
Freeman 
(2011) 

Unspecified 
actors 

Yes but diffuse 
– mentions 
increased 
opportunities 
and political 
power 

Yes  Yes – but 
‘enhanced physical 
and social 
environment’ is too 
general 

Yes Yes Yes – but may be 
too simple to 
reveal 
interconnections 

Strengths – simple concepts 
are useful in abstraction 
Weaknesses – actors are not 
defined 
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 Inclusive 
Definition of 
Urban 
Governance 

Recognizes 
Individual and 
Area-Based 
Plans, 
Programs, and 
Policies 

Focus on 
Population 
Health 
Equity 

Relational 
Definition of Place 
(includes Physical 
and Social 
Dimensions) 

Sequential 
Pathway 

Measurable 
Outcome 

Simplification for 
Communication 
(Yes – 
appropriate 
simplification; No 
– too complex) 

Strengths/ 
Weaknesses 

Rydin et 
al., (2012) 

Unspecified 
actors 

Yes but diffuse No  Little – general 
focus on services 
and physical 
outcomes – 
relational concepts 
are limited to social 
cohesion and 
quality of urban 
environment 

Yes Yes – but 
uncertain 
unit 

No – difficult to 
communicate 
without careful 
study  

Strengths – recognition of 
interconnections, importance 
of urban services and 
environmental hazards, 
disaggregates health into 
four categories 
Weaknesses – actors are not 
specified, economic 
stability/income not 
recognized 

Kent and 
Thompson 
(2014) 

Unspecified Focused on 
Area-Based 
Plans, 
Programs, and 
Policies 

No Relational notion 
embedded in some 
dimensions of 
domains 

No Unspecified Yes – but may be 
too simple to 
reveal 
interconnections 

Strengths – recognizes how 
planning influences three 
important domains 
Weaknesses – fails to 
recognize interconnections, 
power, diverse actors in 
urban governance 

Diez Roux 
(2015) 

Unclear – no 
civil society 

Yes – identifies 
incentives, 
policies, 
regulations  

No Yes, embedded and 
cumulative 

No Unspecified Yes –but uncertain 
relationships 
amongst 
characteristics 

Strengths – conveys the 
dynamic quality of urban life 
Weaknesses – Industry used 
to represent Market, difficult 
to understand the impact of 
an intervention 

Ramirez-
Rubio et 
al., (2019) 

Unclear Yes - inferred Unclear Yes, relationship of 
SDGs to Urban 
Health 

No Yes, within 
each SDG 
but not a 
cumulative 
outcome 

Mixed –including 
all 17 SDGs adds 
high degree of 
visual complexity 

Strengths - effort to add 
specificity to each SDG  
Weaknesses- expansive 
range of topics and 
somewhat confusing  
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Proposed Urban Planning and Health Equity Conceptual Framework 
 

 
 
After reviewing nine existing conceptual frameworks, we propose our own urban planning and 
health disparity/equity conceptual framework. To explain our framework, we added numbers to 
the boxes (but the numbers do not infer importance). Beginning at the top left (1), urban 
governance reflects the idea that a multitude of formal and informal institutions and 
organizations are involved in collective decisions about how to redistribute social resources and 
shape the built environment. Many of these changes are implemented in coordination with 
municipal land use planning and policy efforts (2). These efforts are broadly categorized as 
housing, zoning and development, transportation, public services, and environmental protection. 
 
Efforts to redistribute social resources can occur through individual or household-level assistance 
via entitlements or need-based programs (3 and 4). These individual-level programs can improve 
economic stability/opportunity (10), increase access to quality health care (9), and provide 
housing vouchers (5). Example programs include Medicaid, Section 8 affordable housing 
vouchers, and Head Start programs. 
 
Additionally, area-based or place-based planning and land use policies shape the built 
environment (7). The supply of affordable housing can be increased through place-based 
programs (5). Place-based efforts influence the built environment by regulating land uses, 
building form, density, and infrastructure provision. These area-based impacts can enable or 
regulate health behaviors (8), provide alternative transportation, and physical access to health 
care. Examples include public transportation and para-transit programs, parks and greenways, 
and community health centers. 
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An individual’s health is influenced by the quality of the natural environment (6). In this 
conceptual framework, we propose that built environment (7) is dependent upon the quality of 
the underlying natural environment. This neglects the real possibility that the built environment 
may pollute or degrade the natural environment. However, our conceptual framework’s 
sequential impacts necessitate simplifications. 
 
Some of the strengths of this framework are that it presents a sequence of pathways that resolves 
how individual-based and area-based programs, policies, and plans impact the social 
determinants of health. The health impacts are cumulative moving from the natural environment 
to the built environment to housing and health behaviors and on to health care and economic 
stability/opportunity, reflecting Barton’s Health Map for Urban Planning (2005). The desired 
outcome is reduced health disparities between populations. One weakness of this conceptual 
framework is that it neglects to capture the quality or inclusiveness of urban planning and land 
policy decision-making processes. This conceptual framework is offered up to generate new 
discussions and proposals. 
 
 

Testing Our New Conceptual Framework 
 
In this section, we translate our conceptual framework into a decision-tree structure so we can 
assess our conceptual framework’s ability to analysis the impact of urban planning and land 
policy interventions on population health indicators. We do so by identifying how the 
relationship between land use policy and health equity can be characterized by six attributes of 
the land use-policy/health-equity nexus. Those six elements are: 
 

A. Policy Domain:  does the policy impact land use, transportation, environment, and/or 
housing? 

B. Policy Context:  what is the jurisdiction adopting the policy; what is the policy instrument 
C. Policy Target: does the policy target people and/or place 
D. Place Impact: how does the policy impact the built or natural environment?  
E. Health Impact Mechanism: how does the policy affect human health?  Is the impact 

manifest directly or through changes in behavior, environment, and/or health care? 
F. Health Equity:  how does the policy impact health equity? does the impact vary by race, 

income, gender, and/or age? 
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The first paper, Using Land Policy to Improve Population Heath, by Stacy et al. (2020), 
published in the Journal of Urban Heath explores the relationship between land use laws and 
environment equity and their implication for public health. Specifically, the study examines 
whether zoning can increase health equity and population health via a zoning ordinance change 
in Baltimore City that forced 76 liquor stores in residential areas to relocate, close, or convert to 
an approved use. The study took a baseline assessment of neighborhoods with affected liquor 
stores and predicted the potential impact of the zoning change by estimating the impact of 
previous closures and openings of liquor stores on neighborhood crime in Baltimore. It found 
that affected stores are concentrated in high poverty, majority black neighborhoods with high 
vacancy rates, and that liquor store closings are associated with a statistically significant 
reduction in violent crime on the block group in question with no negative spillover affects onto 
the nearby block groups (Stacy et al. 2020) 
 
The land-policy/health-equity nexus can be characterized using our framework as follows: The 
general domain of the land policy (A) is land use. The policy context can be described as a 
change in the zoning ordinance by Baltimore City (B). The change in zoning by Baltimore City 
has an impact on places, not a direct impact on people (C). Because the zoning change affects the 
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location of liquor stores, it affects the built environment, not the natural environment (D). By 
restricting the location of alcohol stores, it could affect public health by changing behavior in 
two ways: by reducing accessibility to and thus the consumption of alcohol, and perhaps by 
reducing accessibility to and perhaps the consumption of other commodities, such as food 
(E).  Finally, because the spatial distribution of alcohol stores varies across neighborhoods of 
varying socio-economic groups, the policy can affect health equity through differential impacts 
by income, race, and gender (F). 
 
The second paper, Zoning Law, Health, and Environmental Justice: What’s the Connection?, 
published in the Journal of Law, Medicine, and Ethic, explores the relationship between land use 
laws and environmental equity, and the implications of these laws for public health (Maantay 
2002). Using New York City as a case study, the workings of the zoning ordinance were 
documented over time to show the effects of these laws on environmental justice and health 
concerns. Specifically, it looks at the location of manufacturing zones, in New York City and the 
nearby residential populations potentially affected by any environmental and health hazards 
resulting from the noxious land uses within the manufacturing zones. Manufacturing zones are 
the only areas within the city legally permitted to contain noxious uses, and Manufacturing zones 
are not distributed evenly throughout the city, and thus has affect that can differ by race, income, 
gender, and age.  
 
The study can also be characterized using our framework. Specifically, the application of our 
framework begins with the identification of the policy domain as land use (A). The more specific 
policy context can be identified the exercise of zoning by New York City (B). Further, zoning 
has a direct impact on place, not people (C). By altering the location of manufacturing zones, the 
policy primarily affects the built, not the natural environment (D). The impact of changing the 
location of manufacturing zones impacts public health directly: though exposure to 
environmental toxins (E). Finally, because the spatial distribution of manufacturing zones stores 
varies across neighborhoods of varying socio-economic groups, the policy can affect health 
equity across race, income, and gender (F). 
 
A third study, “Urban Green Space, Public Health, and Environmental Justice: The Challenge of 
Making Cities ‘Just Green Enough’” by Wolch et al., (2014) and published in Landscape and 
Urban Planning, provides yet another useful application of our framework. The paper reviews 
the Anglo-American literature on urban green space, especially parks, and compares efforts to 
green US and Chinese cities. Many US cities have implemented strategies to increase the supply 
of urban green space, especially in park-poor neighborhoods. Strategies include greening of 
remnant urban land and reuse of obsolete or underutilized transportation infrastructure. Similar 
strategies are being employed in Chinese cities where there is more state control of land supply 
but similar market incentives for urban greening. In both contexts, however, urban green space 
strategies may be paradoxical: while the creation of new green space to address environmental 
justice problems can make neighborhoods healthier and more esthetically attractive, it also can 
increase housing costs and property values. Ultimately, this can lead to gentrification, and the 
displacement of the very residents the green space strategies were designed to benefit. The 
authors conclude by urging urban planners, designers, and ecologists to focus on urban green 
space strategies that are ‘just green enough’ and that explicitly protect social as well as 
ecological sustainability.   
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The nexus between land policy and health equity in terms of our conceptual framework goes as 
follows. It starts with the identification of the land policy domain as land use (A). More 
specifically, the policy can be described as the provision of open space by local governments in 
the US and China (B). The provision of open space directly affects places, not people (C). Open 
space has an indirect influence through the built and natural environment (D). The provision of 
open space impacts public health though changing behaviors but also, perhaps, through the direct 
exposure to cleaner air and water (E).  Finally, because the spatial distribution of open space 
varies across neighborhoods of varying socio-economic groups, the policy can affect health 
equity across divisions in race, income, gender, and age (F). 
 
A fourth study that helps illustrate our framework is titled, “Ecological Associations Between 
Inclusionary Zoning Policies and Cardiovascular Disease Risk Prevalence: An Observational 
Study in Circulation: Cardiovascular Quality and Outcomes” (Jones et al. 2021). This paper uses 
bivariate tests and regression analysis to examine associations between inclusionary zoning (IZ) 
policies, the attributes of those policies, and the prevalence of several cardiovascular 
outcomes.  It finds that Cardiovascular outcomes and socioeconomic characteristics were 
uniformly better in cities with IZ policies. Specifically, inclusionary zoning policies were 
associated with lower blood pressure, cholesterol, and blood pressure medication prevalence. 
Some characteristics of IZ programs such as being mandatory, prioritizing rental development, 
and allocating a larger share of affordable housing are associated with cardiovascular risk 
prevalence. The authors conclude that IZ policies could potentially address complex health 
challenges among economically vulnerable households. 
 
The nexus between land policy and health equity in terms of our conceptual framework goes as 
follows. It starts with the identification of the land policy domain as housing (A). More 
specifically, the supply and location of affordable housing is guided by local governments 
through inclusionary zoning (B). The provision of affordable housing directly affects the people 
who reside in such housing and the places where that housing is located (C). The impact of 
inclusionary zoning impacts public health directly though housing quality, through 
neighborhood-induced changes in behaviors but also, perhaps, through environmental exposure 
to cleaner air and water and access to health care (E). Finally, because the spatial distribution of 
open space varies across neighborhoods of varying socio-economic groups, the policy can affect 
health equity (F). 
 
 

Conclusion 
 
This paper provided us with the opportunity to assemble and evaluate existing conceptual 
frameworks and then to offer a new conceptual framework that identifies how urban planning 
and land policy contributes connects to health and may reduce racial health disparities. 
Identifying and explaining these connection points is a formable task. But as Rydin et al. (2012) 
notes “from a national and urban perspective, a need exists to recognize urban inequality and to 
tackle the health problems of the poorest population in all cities, no matter how wealthy the 
country”. This paper is an effort to move this important work forward. 
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Appendix A: 12 Objectives of Healthy Urban Planning 
 

1. Promoting healthy lifestyles (especially regular exercise) 
2. Facilitating social cohesion and supportive social networks 
3. Promoting access to good quality housing 
4. Promoting access to employment opportunities 
5. Promoting accessibility to good quality facilities (educational, cultural, leisure, retail, and 

health care) 
6. Encouraging local food production and outlets for healthy food 
7. Promoting safety and a sense of security 
8. Promoting equity and the development of social capital 
9. Promoting an attractive environment with acceptable noise levels and good air quality 
10. Ensuring good water quality and healthy sanitation 
11. Promoting the conservation and quality of land and mineral resources 
12. Reducing emissions that threaten climate stability 

 
Source: Barton and Grant. 2013. Urban Planning for Healthy Cities, Journal of Urban Health, 
Oct; 90(Suppl 1): 129–141.  
 
 




