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Abstract

Urban planning has played and still plays a key role in improving urban health and indoor health. The au-
thors sketch out the historical evolution of the relationships between Public Health and urban planning, in
particular to what happened in Italy during the past 150 years. The authors suggest some lines for further
research, but also describe some interventions that could obtain practical results in terms of health gains

for the population.

Introduction

The urban environment is a highly
complex, interactive socio-physical system,
with competing expectations and priorities
(1). Several factors associated with the
built environment are directly responsible
for health impacts (2-5). They include
air quality - both indoor and outdoor -
climate, water quality and quantity, noise
and traffic-related injuries (6-8). Much of
the evidence concerning direct impacts
is quantifiable and causal effects can be
attributed (6). Other factors, included the
ways in which built environment’s features
and their design (housing, neighbourhoods,
social environments, connectivity, density,
land use mix, accessibility, amenities and
decision-making processes), have an indirect

impact on health and wellbeing, because
they are able to influence the feeling and
behaviour of individuals and population
(6). There is a considerable amount of
literature focusing on the relative impact
on health, wellbeing and social cohesion of
neighbourhood characteristics, with a strong
evidence associating larger concentration of
disadvantage and neighbourhood problems
with worse physical health and poorer
mental wellbeing (9-12).

Unfortunately until now, considerations
about health and wellbeing have had an
insufficient influence on urban design and
planning (13). As argued by the WHO
(1), creating healthier cities should require
new approaches to planning, giving greater
prominence to health as well as recognition
of a range of health-based objectives like:
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opportunities for healthy lifestyles; social
cohesion and supportive social networks;
access to employment opportunities, high-
quality facilities, and open space; road safety,
enhancement of personal security; attractive
environments with acceptable noise levels
and good air quality; good water quality
and sanitation; reduction of emissions that
threaten climate stability (1, 14-15).

The achievement of physical, mental,
and social wellbeing ought to become the
principal goal of plans governing land use,
transport, open space, housing and economic
development in cities (3, 7, 16). This implies
a fundamental shift in the philosophical
underpinnings of professionals involved in
pursuing such a goal. Such a shift might be
summarised in the recognition that healthy
urban planning must be interdisciplinary,
based on interagency and interdisciplinary
collaboration, with shared approach to the
problems and shared intention to address
them (17, 18).

Health impact assessment (HIA) is
one example of a precautionary practice
that might link urban planning and Public
Health (19, 20). The Gothenburg Consensus
Paper of 1999 clarifies some of the main
concepts and suggests a feasible approach
to apply, carrying out HIA at all levels. In
2004 the Project Advisory Group produced
the report European Policy Health Impact
Assessment (EPHIA) for the European
Union and its institutions, a guide that
describes the EPHIA methodology’s
underpinning concepts and principles, and
provides a step- by-step explanation of
purpose, procedures, methods, skills and
outputs (6, 20).

Now widely used for healthy urban
planning in Europe, HIA is both an analytic
tool and a political process that might bring
together the built and social environmental
factors that influence urban health (20). The
challenge, both for city planning and Public
Health, is to learn from each other and to
combine best practices (6, 20).
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Aims of this paper are: (a) to summarise
the main evidences in terms of relationship
between urban planning and Public Health
in Italy in a historical perspective; (b) to
describe the potential role of neighbourhoods
regeneration on the reduction of health
inequalities and the improvement in
wellbeing.

Urban planning and Public Health: a
longstanding alliance lost over time

Recognition that city design impacts
Public Health was first established in the
19th century while attempting to control the
outbreaks of communicable diseases (19). In
particular, urban regeneration is an ancient
concept, which made its first attempts - in
terms of urban renovation - in France after the
Revolution (21); this country issued a number
of effective laws in order to act against urban
decay, but these provisions were never fully
implemented. England was the first country
in which these principles went into practice
at the beginning of the Victorian age. The
intervention was elaborated as social reform,
aimed at reacting to the extremely unhealthy
life conditions in slums of the rapidly
industrializing towns. The turning point of
social distress was the cholera outbreak in
1831 and the other to follow (22).

Lord John Russell, Minister of the
Interior, commissioned in 1838 a survey on
the health status of the working population
(23). The sad truth was revealed by the
report of Dr. Edwin Chadwick and the
parliamentary documents, published on the
subject from 1840 to 1843, regarding the
hygienic conditions of 50 English cities (23,
24). Among the terrifying data shown in
these works there was the high mortality rate
that overtook 23 deaths/1,000 inhabitants
per year in 42 cities (20). These studies
represented the basis for the rehabilitation
law enacted in 1848, the first and famous
Public Health Act (25, 26).
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In 1875 a new Public Health Act was
approved, one the most important nineteenth-
century law in the health sector, which soon
became a key example for other nations,
inspiring a number of hygiene regulations
across Europe (22, 23). In fact, in the second
half of the century, other Governments,
along with the municipalities, produced
similar acts. In cities such as Paris, Berlin,
Wien, Rome, Naples, which experienced
severe urban decay, massive redevelopment
interventions were realized (21, 22).

The emerging concept was that better living
conditions would increase city residents’ health
from a physical and psychological point of
view, but also boost the moral and economical
state of the population (23, 27). Later (in 1889)
Sir Ebenezer Howard — a British city planner
— published the work “Tomorrow: a peaceful
path to real reform”, a document in which
he argued the opportunity to realize “‘garden
cities” around London, cities that, with their
“wards”, anticipated, of about a quarter of
century, the “neighbourhood unit” proposed
by Clarence Perry for New York city in the
1920°s (21).

In 1890 the Housing Act, a real pillar of
the British legislation on public housing,
demanded the health officers to draw up
reports on neighbourhoods and on single
unhealthy homes and gave them powers to
clear or demolish them (22). At the same
time in Germany Rudolf Virchow interpreted
the role of Chadwick but, unlike him,
believed that poverty and hunger lead to
epidemics and that was necessary to remove
them with political reforms (22), complying
his vision “Medicine is a social science, and
politics is nothing else but medicine on a
larger scale” (28).

Not always the interventions were acted
for hygienic and sanitary reasons, or, at least,
not only for this (22). For example in France,
from 1853, a renovation was implemented
mainly for aesthetics and efficiency reasons,
beginning with the recruitment of Baron
Haussmann, one of the most famous and
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controversial urban planners in history,
by Napoleon III for the redevelopment of
Paris. Before the renovation, the French
capital was overcrowded, dirty and regular
outbreaks of cholera and typhoid had killed
tens of thousands people. Therefore these
interventions obtained extremely positive
effects also in terms of health and economic
development (21, 22).

Regarding Italy, after its national
unification in 1861, the movement for the
settlements reform was very active, and
thanks to it some supporting laws were
approved (29). Most of the towns performed
consolidation efforts, with positive effects on
mortality (21); in fact, the crude mortality
rate between 1888 and 1897 decreased from
28-30 to 21 death/1,000 inhabitants/year
(21). In addition, after 1890, a reversal in
mortality rates was observed, resulting now
lower in big cities than in small towns and
rural areas (21).

The Country did not have a national
housing policy until early 1900’s.
Policymakers addressed their attention to
social housing policy with the so called
Luzzati Law in 1903 and the consolidation
bill on public housing, issued in 1908 (29-
31). These regulations had to deal with the
growing housing shortage, that affected poor
people, and was mainly focused on providing
financial aid and credits, encouraging both
public and private entities, financed by
banks, to take action (27).

The role of the State in the provision
of social housing has been recognized for
the first time during the so-called Giolitti
Age (from 1901 to 1914). It was in this
period that the Institute for Social Housing
(Istituti Autonomi Case Popolari - IACP)
was founded (31). During the following
period, the Fascist Age (from 1922 to
1943), however, at least in larger towns, the
emphasis shifted to civil servants’ (mainly
middle class) housing (32).

Before the Second World War, sanitary
engineers built new urban infrastructure,



456

and renovated building regulations were
enforced to improve the conditions of indoor
environment - lighting and ventilation - and
better hygienic standards were implemented.
Hygienists addressed major health issues by
employing emerging technologies to remove
fluid wastes by piping them away from cities
into rivers and seas, burning solid wastes
and using the ashes for landfilling (19).
These solutions for removing wastes had
displacement effects that would continue
to characterize Urban Planning and Public
Health throughout the twentieth century,
emphasizing waste removal instead of
reduction in the consumption patterns
that created waste (19). Hygienic theories
helped to substantiate the idea that the
solution against pollution was dilution and
ecosystems became the sinks for urban
pollution (19). The emphasis on engineered
interventions imposed the idea that social,
political, and economic problems could be
best addressed through advances in science
and technology (19).

In that period mortality from infections
begun to decline, but it remained the
dominant cause of death until the second
quarter of the 20th century (33). Several
factors changed mortality trends, in addition
to social and engineered interventions,
improvements in food supplies and nutrition,
increasing literacy and vaccinations
campaigns contributed to improve health
and life expectancy (33-34).

Urban renovation experienced also
an intense phase of expansion in the late
1940s The reconstruction phase added new
categories to the built environment through
mass production, mass construction, re-
construction, and the urgent need to create
new and healthy urban settings for all,
in the shortest possible time (35). New
materials and new construction methods
were applied; panel block housing estates
arose everywhere (32). The process has had
a big impact on many urban landscapes,
and has played an important role in the
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history and demography of cities around the
world. In the post-war economic Recovery
Age (from 1943 to 1960) Italy had to deal
with a huge low cost housing issue (32).
Several factors contributed to this problem:
the previous housing inadequacy worsened
by the huge damages caused by intense
bombing and the decreased construction
activity due to economic policies that
focused on the growth of other industrial
sectors (32). In terms of social housing, after
the World War II, a seven-year plan, called
INA-Casa (Fanfani Law, 1949) was launched
(31, 32). INA-Casa was the largest housing
programme ever undertaken in the Country,
and so remained (33). This system, which
was initially planned to be implemented only
for seven years, has then remained in force
for several decades (35).

In the same period (1954), the Prime
Minister Alcide De Gasperi obtained the
approval of a special law for the restoration
of Matera, a city in the Southern part of
the country, where a significant portion of
the population still lived in prehistoric cliff
dwellings, called “I Sassi di Matera” (Matera
Stones), dug into the calcareous rocks.
Living conditions in the Sassi were very
poor, as evidenced by the extremely high
infant mortality rate (463/1000 live births)
per year in 1949 in Matera, about four time
higher than the already high Italian rate)
(36). The law did not care much about the
implementation aspects, but basically stated
political principles: the direct intervention of
the State in financing and building the houses,
the local management, the participation of
the inhabitants in the allocation process (36).
The new housing system was intended by the
State as a sign of redemption from the civil
constriction in uninhabitable environments
and of cancellation of a centuries-old history
of subordination (36). The Sassi population
did not accept willingly the imposition to
move to the new houses (36); even though
the conditions of the new settlements were
much better, many older people were very
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displeased to leave the Stones and their
established habits, and resisted for a long
time, probably because of scepticism and an
unspecified distrust for the State, considered
too far away from the practical needs of the
population.

Similar dissatisfaction has been observed
also in later years when residential upheaval
due to urban renewal programs, or as
consequence of natural disasters, have been
related to both mental and physical health
negative impacts (20, 37-38).

In terms of Public Health, during sixty
years of rising economic prosperity and
improvements in medical technology, a
massive increase of consumptions and
environmental pollution occurred, chronicle
diseases shown a significant rise and
inequalities in health persisted, particularly
in the economically disadvantaged urban
population (39, 40-44). However, after that
period, Italy had to deal with a new debt
crisis in early 1990’s, with strong draconian
measures under various Cabinets of experts
(headed by Amato, Ciampi and Dini). Their
Governments had to cut public spending and
reduce inflation, thus public investments
declined (34, 45). This situation persisted
for several years and was worsened by
international economic crisis that hit hard
Italy (46).

Urban planning and Public Health:
where are we now?

After the 1988 publication of the report The
Future of Public Health by the US Institute
of Medicine’s, leaders in the field agreed that
the nation’s Public Health activities were in
confusion and that the field needed to refocus
its efforts to address growing inequalities
in health across population groups (19).
By the 1990s, Public Health researchers
in the United Kingdom, Canada and the
United States began to reconceptualise the
reasons for the distribution of diseases across
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populations to explain health disparities,
energizing the field of social epidemiology
(47). This discipline, emphasizing distribution
as distinct from causation, pushed Public
Health to reconsider how poverty, economic
inequality, stress, discrimination and social
capital become “biologically embodied” and
help explain persistent patterns of inequitable
distributions of disease and well- being
across different population groups and
geographic areas (48). For over two decades
the World Health Organisation’s Healthy
City Movement has promoted urban design
features required to create health-enhancing
cities (49). The Commission on Social
Determinants of Health drew attention on
how transport patterns, access to green
spaces, pollution effects, housing quality,
community participation and social isolation
were all structured by social inequality (40,
49, 50). In their view healthy and sustainable
communities create the conditions that
optimize physical and mental health and
wellbeing by impacting social determinants
of health (41).

At the same time the attention to
sustainable development increased and
culminated in 1992 in the United Nations
Conference on Environment and Development
(UNCED), also known as the Rio de Janeiro
Earth Summit (51). Several documents were
delivered, including “Rio Declaration on
Environment and Development”, consisting
of 27 principles intended to guide countries
along future sustainable development, and
Agenda 21, a voluntarily implemented action
plan of the United Nations (UN) regarding
sustainable development (52). Many of
the agreements made in Rio have not been
realized yet, such as those regarding such
fundamental issues as fighting poverty and
improving the environmental quality, and
those will continue to be major priorities
for mankind and were again proposed to
the UN (53).

In line with the sustainability principles,
a broader interpretation of urban renewal
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has been developed. The urban regeneration
approach, consisting in “an integrated and
intersectorial action policy promoted by a
public entity, in partnership with private
entities, aimed at the comprehensive,
sustainable and holistic rehabilitation
of a degraded urban area in its physical
environmental, economic and social
components” (54), was seen as an answer
for re-development issues. This approach has
been taken up and confirmed by the informal
ministerial meeting on urban development,
held in Toledo city in 2010, during which the
Toledo declaration was presented (55).
Until now, a national regulation on
urban regeneration is not available; three
regions (Apulia, Tuscany and Marche)
issued specific regulations (56-58). So,
in the last few years, urban regeneration
projects started in many Italian cities, thanks
to European and national investments, like
the European Regional Development Funds
(ERDF), Urbact I and 11, LIFE programme,
etc. Today urban regeneration is a key word
for all projects regarding redevelopment of
urban voids or degraded areas and it is an
integral part of the programs (e.g. urban
suburbs) of many local governments, often
combined with small and big business
incentives (53, 59, 60). The regeneration is
also an approach to rethink the environment,
by defining a new balance for cycles of
water and energy resources, materials and
biodiversity and for ensuring soil saving
(58, 60-62). This time it will happen with an
effort to create healthy and sustainable cities
that facilitate healthy behaviours, reducing
the risk of non-communicable diseases.
Many mistakes have been done regarding
uncontrolled urban development, land
misuse, building abuses and indemnities,
unclear and often conflicting regulations
(62, 63). These issues made several areas of
Italian territory vulnerable as highlighted by
floods and other natural disasters in recent
years (64). These mistakes underline the
compelling need to review in depth urban
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planning tools and to renew the approach to
urban planning.

Conclusions

After the communicable disease control
has been achieved, the links between urban
planning and Public Health attenuated, and
only recently there have been calls for the
two disciplines to reconnect (19): this time
in an effort to create healthy and sustainable
cities that facilitate healthy behaviours
and, consequently, the reduction of non-
communicable diseases.

In the past, urban renewal has been
responsible for the rehabilitation of
communities, but in some cases the innovation
did not provide an improvement in terms
of health, wellbeing, social cohesion and
environmental pollution (3, 65). Therefore,
urban renovation continues its evolution,
moving from successes and learning from
failures, and testing and implementing new
models of development (19, 66). Nowadays,
data that support a healthy urban planning
and design practice are available, but the body
of evidence underpinning these principles
is not completely conclusive (19, 67-71).
The subjective nature of built environment
raises issues on the appropriate design and
planning of places in order to promote health
and wellness (20, 71-73). Among the various
characteristics of neighbourhoods that may
impact on human health, one of the most
important is walkability (70). More walkable
urban neighbourhoods are associated
with increased physical activity, lower
overweight, higher social interactions, lower
prevalence of depression and reduced alcohol
and drugs abuse (70). It also contributes to
reduce environmental pollution due to road
traffic. The enhancement of green spaces
can make the neighborhood more attractive
and encourages walkability, reduces urban
heat island and improves water drainage
(50).
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Furthermore, successful practices in
one community setting may not always
be transferrable to another, due to the
different cultural backgrounds of the target
populations (70, 74-78). However, the
evidence is growing, and there are several
ways through which policies and actions
may result in environmental changes with
positive impacts across the population (6,
67). In particular, one critical issue for
Italy is to make the urban areas resilient to
emergencies and disasters.

As previously mentioned, HIA is one
example of precautionary practice that might
link planning and Public Health (79-81). HIA
may offer a process for bringing together
different agencies and make them work
synergistically, such as the ones involved in
Public Health, urban and land planning, city
administration, ecological protection. HIA
may break down disciplinary boundaries
and other institutional barriers to achieve
interdisciplinary and transdisciplinary goals
(19, 78, 82-85).

Planning and Public Health synergy
should allow to find new ways to prevent
adverse health impacts of housing policies
(19, 84), also considering the rising
inequalities in Italy (69, 77). Although
nowadays 80% of the Italian families own
the dwelling they live in, an ever-growing
proportion of the population is beginning
to face housing problems (64, 73, 83, 84).
Economic, social, demographic changes and
the housing market crises have worsened the
situation (73, 77). The increasing demand
from single people that need to live in single-
person dwellings, also considering that Italy
does not experience much co-housing (86),
linked to the massive aging of the population
(87), acting alongside a serious decrease
in public investments (33, 73, 82, 88). A
relevant issue is therefore to project urban
spaces aimed to be inclusive, accessible and
age-friendly.

As affordable housing decreases, low-
income populations are not only forced to

459

accept substandard and hazardous living
conditions (77, 88-90), unfortunately
also allowed by laws (62, 91-93), which
can trigger asthma and increase indoor
exposures, but they may also be forced to
relocate to areas far away from social and
family support networks or become even
homeless (73, 78, 93-95). A preventative
and precautionary alternative is ensuring
that existing housing stays affordable and
healthy (60, 62). Health protection, soil
spare, energetic and economic sustainability
are becoming part of the new research
agenda (96-98) and should became a cultural
endowment for Public Health operators,
technical professionals, urban planners, but
also policy makers. In this framework to
ensure a participatory urban governance is
fundamental, to pay attention to concerns
and planning horizons that extend beyond
current needs.

Riassunto

Sanita pubblica nella pianificazione urbana: un
potente binomio da implementare in Italia

La pianificazione urbana ha svolto e svolge un ruolo
fondamentale nel miglioramento e nella determinazione
stessa dell’igiene edilizia ed urbana. Nel presente lavoro
gli autori ripercorrono I’evoluzione storica del rapporto
fra sanita pubblica e pianificazione urbana, con particolare
riferimento a quanto accaduto in Italia negli ultimi 150 anni.
Gli autori identificano alcune linee di indirizzo per laricerca,
ma anche applicative per ottenere i migliori risultati possibili
in termini di guadagno di salute della popolazione.
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