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Policy brief 1: Healthy cities
Definitions and mandate
Globally, more people live in urban areas than in rural
settings. While cities offer many opportunities for
employment and access to better services (health,
education, social protection) that are necessary for good
health and human development, cities can also pose
unique health risks. In urban slums and smaller informal
settlements, overcrowding and lack of access to safe
water and sanitation contribute to the spread of
infectious diseases such as tuberculosis, for example.
Rates of non-communicable diseases (NCDs), violence,
and mental illness are also often higher because of cities’
social, built and food environments. Meanwhile, only 12
percent of cities globally reach pollution control targets.
With such trends in mind, the World Health Organization
has identified urbanization as one of the key challenges
for public health in the 21st century.i
The importance of managing and planning urbanization
in a way that advances, rather than holds back, health
and health equity will only grow. By 2050, 70 percent of
the world’s people will live in cities. We must strive to
ensure that they are living in healthy and liveable cities
that are: “continually creating and improving those
physical and social environments and expanding those
community resources which enable people to mutually
support each other in performing all the functions of life
and developing to their maximum potential.”ii
The 2030 Agenda for Sustainable Development places
renewed emphasis on just how interconnected our
social, economic and environmental ambitions are.
Health promotion efforts grounded in a healthy cities
approach can contribute to achieving the Sustainable
Development Goals (SDGs), including SDG 11: Make
cities and human settlements inclusive, safe, resilient
and sustainable. The unique contributions of the
successful WHO Healthy Cities programmes/movement
have included a strong value-based commitment to
innovations at the cutting edge of social determinants of
health and Health in All Policies. Today, thousands of
cities worldwide are part of the Healthy Cities Network in
all WHO regions. This has become an important platform
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FROM OTTAWA TO SHANGHAI &
THE SUSTAINABLE DEVELOPMENT
GOALS
Thirty years ago, the Ottawa Charter for
Health Promotion recognized the need to
enable people to increase control over and
to improve their health and well-being by
ensuring
healthier,
sustainable
environments where people live, work,
study and play. Social justice and equity
were highlighted as core foundations for
health, and there was agreement that
health promotion is not simply the
responsibility of the health sector.
Subsequent WHO global health promotion
conferences1 have reiterated these
elements as key for health promotion.
The 2030 Agenda for Sustainable
Development, the world’s ambitious and
universal “plan of action for people, planet
and prosperity”, includes 17 Goals, 169
targets and 231 proposed indicators. The
Agenda offers a new opportunity to
involve multiple stakeholders to ensure
that all people can fulfil their potential – to
live in health and with dignity and
equality. With this in mind, the theme of
the 9th Global Conference on Health
Promotion, “Health Promotion in the
Sustainable Development Goals” is both
timely and necessary to ensure policycoherence and alignment of agendas for
action. The slogan: “Health for All and All
for Health” captures the commitment to
leave no one behind and to involve all
actors in a new global partnership to
achieve this transformative Agenda.
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for achieving health and sustainable development in many parts of the world, as cities are often at the
forefront of innovation with mayors and municipalities spearheading efforts to improve the daily
conditions of urban life. A healthy cities approach which catalyzes political leadership and participatory
governance can be transformational for health and health equity, as well as help mitigate the impacts of
environmental degradation, climate change, ageing, migration, growing inequalities and social isolation
(Table 1).
Table 1: Links to key SDGs

Healthy cities and the SDGs
Healthy cities can ensure access to safe, nutritious and sufficient food by adopting
innovative policy measures that improve the food environment through: (1)
increased access to healthy options (e.g. green markets); (2) empowering people
with clear information to make healthier choices (e.g. calorie labelling at point-ofpurchase, graphic labelling); (3) restricting or disincentivising the availability of
unhealthy foods and beverages (e.g. economic zoning policies) and (4) helping end
malnutrition by targeted delivery of nutrient-dense meals to the poor.
Urbanization promises efficiencies, better infrastructure, and technology. A healthy
cities approach ensures that these efforts give due attention to increasing access to
safe drinking water and improved sanitation for large segments of the population, as
well as proper waste disposal, pollution management and good hygiene. Informal as
well as formal settlements warrant attention for adequate sanitation standards.
A healthy cities approach views better housing and sanitation, reduced overcrowding
and upgraded slums as public health priorities. Substandard housing and sanitation
increases the risk of TB and other airborne illnesses, allowing malaria, yellow fever
and now Zika to flourish, especially where there is stagnant water. Healthy cities also
encourage better urban planning to prioritize increased access to safe transport
systems, green and public spaces, and emergency responses to natural disasters,
which together reduce road traffic deaths, improve air quality, promote physical
activity and save lives from disasters.
Unsustainable consumption and production patterns that harm the environment
also harm health, whether through air pollutants, contaminated water supplies or
food losses. Healthy cities are, therefore, sustainable cities. They push transnational
corporations, and support individuals, to adopt sustainable practices for the health
of both the planet and its people.

A healthy cities approach recognizes that extreme weather events bear significantly
on health, through disrupting food supply chains, spreading water borne illness,
causing uprooting and migration, and resulting in physical injuries. Healthy cities aim
to reduce carbon emissions, thereby improving air quality and promoting physical
activity (e.g. replacing cars with walking and cycling) simultaneously. With large
segments of the population, including poorer populations, now concentrated in
cities, a healthy cities approach is a major pathway toward climate change
mitigation.
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Healthy cities are peaceful and inclusive. They help eliminate violence by providing
safe places for people to live, work and play. They also pioneer the type of effective,
transparent and accountable intersectoral governance needed to advance health,
achieve universal health coverage, and progress other SDGs. Healthy cities, as
natural place for pro-health social activism to start or gain momentum, also help
ensure access to justice for all, including the marginalized and displaced. These are
just a few of the reasons why health responses, from WHO’s Healthy Cities project to
the Urban Health and Justice Initiative to UNAIDS’ Fast-Track Cities, have prioritized
cities. UNDP’s ART initiative helps countries to establish multi-actor, multi-sector
and multi-level governance structures and systems to strengthen local governance
and development.iii
Major health inequities persist across the world, with rates of illness and premature death significantly
higher amongst the poorest and most excluded groups. This is true across countries, within countries,
and most starkly within cities. As a result, groups least able to deal with the costs of illness are also
those most likely to endure them. This is not a matter of chance – the poor and marginalized are more
likely to live and work in environments that are harmful to health and have less access to services and
amenities. A healthy cities approach can uniquely address this and other injustices. It can advance
health and health equity while also advancing other sustainable development goals.
Leadership of mayors and local governments in advancing the SDGs
Cities are increasingly recognized as critical to achieving the SDGs, in part because of their growing share
of the world’s population, but also because mayors and municipal governments have shown
unprecedented leadership in addressing global development challenges. From climate change to
addressing HIV, disaster risk reduction to food security, mayors have at times taken bold initiative in
responding promptly and efficiently to promote sustainable development. In September 2015, at the
sidelines of the SDG Summit, mayors from 40 countries met and declared their commitment to the 2030
Sustainable Development Agendaiv and there have been a number of mayor-led initiatives, including the
World Mayors Council on Climate Change, and other initiatives often co-led by foundations and
supported by civil society and private sector partners, for example Rockefeller Foundation’s 100
Resilient Cities and the C40 Cities Climate Leadership Group.
Of course when urbanization is unplanned or outpaces the capacity of local governments, inequities
within cities can widen, with vulnerable communities emerging in the urban periphery.v A healthy cities
approach, which brings human development and health equity to the forefront, can complement more
traditional efforts that prioritize economic and environmental sustainability.
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Fast-Track Cities Initiative to End AIDS
Launched on World AIDS Day 2014 in Paris, the Fast-Track Cities initiative is led by mayors and municipal
governments from across the globe who have committed to achieve the following targets by 2020: (i)
90% of people living with HIV (PLHIV) knowing their HIV status; (ii) 90% of PLHIV who know their HIVpositive status on antiretroviral therapy (ART); (iii) 90% of PLHIV on ART achieving viral suppression; (iv)
reduce the number of new HIV infections to 500,000 globally; and (v) zero discrimination and stigma.
Cities have been recognized as key to the HIV response for a range of reasons that bear significantly
upon HIV prevention, treatment, care and support. Cities are where large segments of the population
increasingly live, account for a large share of the global HIV burden, are in many cases home to severe
economic and gender inequalities (Goals 5 and 10) and offer a strong opportunity for fairer and more
inclusive societies (Goal 16). In areas where epidemics are concentrated, cities are home to key
populations at higher risk. In more generalized epidemics, progress at city level can be significant
enough to bend the epidemic’s curve at national level.vi T he report of the Secretary General on the fast
track to ending the AIDS epidemic notes that promotion of a healthy cities approach, amongst other
measures such as eliminating poverty (Goal 1) and providing access to social protection (Goals 1, 3, 5
and 10), is required to “accelerate the response and address the holistic needs of people living with and
at risk of HIV throughout their lifetimes” (A/70/811).vii
Healthy cities are smoke-free cities
While national comprehensive smoke-free laws are ideal to protect of all of a country’s residents from
exposure to second-hand tobacco smoke, city leaders, no matter how large or small the populations
they govern, have a unique opportunity – and responsibility – to protect their citizens from the illness,
premature death and multiple other social and economic harms that result from tobacco smoke. viii
Dedicated action at the city level to protect populations from exposure to tobacco smoke can also be a
catalyst for the entire country to become smoke-free, with city leaders recognized widely for their
advocacy and pioneership.
Protection from exposure to tobacco smoke is called for under Article 8 of the WHO Framework
Convention on Tobacco Control (WHO FCTC), the strengthened implementation of which features as
target 3.a of the SDGs. Reducing people’s exposure to second-hand smoke is a cost-effective way to
support a range of targets under SDG 3 on health, from NCDs to TB to maternal and child health. It can
also advance other objectives across Agenda 2030, for example promoting safe and secure working
environments for all workers (SDG 8) and providing universal access to safe, inclusive and accessible
green and public spaces (SDG 11).
Almost certainly, every mayor who has embarked on making its city smoke-free has had doubts. How
realistic is to make all indoor workplaces, public places and public transport free of tobacco smoke?
Would such a measure hurt hospitality and tourism in the city? Would workers lose jobs? Would
people’s rights be affected? Dire predictions often launched by tobacco industry and its supporters
magnify such doubts. Yet, hundreds of cities worldwide – including large cities such as Beijing, Mexico
City, New York and Sao Paulo – have successfully become smoke-free. Their experience is revealing.
Political leadership proved to be the buttress against all challenges.
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Smoke-free New York – the city’s endeavor to become a healthy city with clean air
When on March 30, 2003 Michael Bloomberg, New York’s mayor at the time, enacted the Smoke-Free
Air Act, controversies began about how the law would kill businesses, lead to job losses and decrease
tax revenue. The mayor took leadership and, jointly with New York City’s Coalition for a Smoke-Free
City, showed the benefits and knocked down the critics. The campaign focused on launching clear
messages about the need to equally protect the health of all workers at their workplaces; and proved
evidence of public support. One year later, New York City’s Departments of Health and Mental Hygiene,
Finance and Small Business Services and the City’s Economic Development Corporation released a first
impact reportix revealing an overwhelming compliance, with 97% of restaurants and bars being smokefree – no patrons or workers were observed smoking, no ashtrays were present, and “No Smoking” signs
were properly posted. Great support of New Yorkers was evidenced by various polls (e.g. Quinnipiac
Poll, October 2003 with 2 to 1 support). Employment in restaurants and bars has risen, business receipts
were up 8.7%, with all signs that New York City businesses prospered. The city became a safer and
healthier place for all of its workers, businesses, tourists, inhabitants, in one word, for everyone.
Good governance for healthy cities programmes
Strong leadership from mayors and other leading authorities is central to a healthy cities approach.
However, as experiences and the various phases of WHO’s European Healthy Cities Projectx illustrate,
high-level political commitment is but one component, albeit a crucial one, of a larger “whole system”
approach to disease prevention. Instituting organizational structures, building the capacity of change
agents, devising healthy public policy and comprehensive city planning, adopting a systematic approach
to monitoring and assessment, building partnerships, and establishing networks between cities are all
integral components of a healthy cities approach. Since 1986 cities in WHO EURO have had the
opportunity to make direct connections with WHO through processes of designation (for individual cities)
and accreditation (for national networks of Healthy Cities). Through these important processes, cities
express political and financial commitment to the Healthy Cities value system, establishing accountability
and allowing them to take advantage of the “living laboratory” of evidence and experiences that is the
WHO European Healthy Cities Network.xi In China and other WPRO cities, similar incentive mechanisms
have helped move healthy city programmes forward.
Effective intersectoral coordination is essential. For healthy cities, this often takes the form of an
interdisciplinary steering committee or coordination councilxii that includes representation from health,
urban planning, housing, sanitation, environment, and/or transport. While the healthy cities approach
holds that “health is the business of all sectors”xiii, health officials should take a lead role in ensuring that
urban development efforts advance, rather than impede, health and health equity. The idea is not for
the health sector to “take over” the core competencies of other local agencies or stakeholdersxiv, nor is it
to promote healthy cities from a health sector perspective only. ather, the job for health officials is to
support and collaborate with other agencies to develop and implement effective and equitable
multisectoral policies, plans and programmes that optimize co-benefits for all sectors involved. Effective
intersectoral coordination for healthy cities requires that municipal governments understand health
threats and map epidemics, measure or estimate the health impacts (positive and negative) of
development activities (e.g. through complexity analysesxv), implement evidence-backed interventions,
and monitor and evaluate impacts on health, health equity and development. Civil society engagement
and community empowerment often drive the planning and implementation of healthy cities initiatives.
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Local monitoring drives sanitation behaviour change in Maputo, Mozambiquexvi
A significant portion of Maputo’s population lives in unplanned settlements, with poor access to basic
services a persistent problem. Poor sanitation in Nhlamankulo Urban District, one of Maputo’s most
densely populated unplanned settlements (more than 200 persons/ha), is contributing to high rates of
diarrheal disease and periodic cholera outbreaks, jeopardizing not just the health of these residents but
also those who have access to sewerage or a septic tank.
In February 2010, the Maputo Municipal Council (Mozambique), as part of the multi-donor Water and
Sanitation Programme (WSP) administered by the World Bank, empowered local “block leaders” (each
responsible for around 70 households) to gather up-to-date information needed for sanitation planning
and management in peri-urban areas. An unintended benefit of the project was that the community
leaders, who were widely respected, also persuaded residents to improve the cleanliness and structural
state of their sanitation facilities, noting that they would return in two to four weeks to follow up on
promises made. At six months, approximately 80% of residents had rebuilt, upgraded or improved the
hygienic state of their latrines, with the number in an unsafe state dropping from 29% to 14%.xvii While
improving sanitation requires a range of complementary measures, the low cost methodology used in
Maputo demonstrates that merely mapping the problem can help to address it, and that community
leaders and community residents can both be mobilized to support government-led efforts to make
cities healthier.
Moving forward: A plan for the next fifteen years
The Agenda 2030 will require a new way of working, harnessing the considerable synergies across goals.
Moreover, taking into account the ambition and broad scope of Agenda 2030, progress will only be
achieved through a new global partnership bringing together a range of stakeholders, as envisioned in
Goal 17. With a majority and fast-rising proportion of the world’s population now living in urban areas,
healthy cities in particular offer a golden opportunity to advance health, health equity, and the SDGs.
Making good on this potential requires efforts on the part of multiple stakeholders to strengthen the
willingness of mayors and municipal leaders to implement the healthy cities approach, ensure costeffective mechanisms and interventions that address emerging challenges in the cities, and evaluate
impacts on health and sustainable development. Examples of roles for stakeholders in applying a healthy
cities approach to the SDGs include:


Government – mayors and municipality officials have a strong leadership role to implement Health
in All Policies, to develop structures and mechanisms for healthy cities programmes, and to
encourage work across sectors to realize win-wins across urban health and related goals, and
continue pioneering innovations while protecting against any industry interference in policymaking
(whether food, tobacco, agriculture, energy, etc.).



Civil society – work together to bring different CSO expertise, experiences and capacities to bear in
urban planning and ensure that marginalized groups, youth, and women contribute to planning
conversations.



Media (including social media) – serve as a critical platform for public dialogue around health and
well-being as well as sustainable human development, and create supportive environments for
healthy cities.
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Organizations of the UN system – support coherence between local and national government
policies, and support south-south and triangular co-operation and knowledge exchange on good
practices.



Community leaders – promote inclusion in urban living and civic decision making, and support equal
access to services and opportunities.



Research and academic institutions – develop and improve methods to evaluate healthy cities
programmes, collate and distribute examples of best practice in healthy cities intervention
development, and provide evidence of what works, in which contexts, and why.

Cities are arguably the best-known and largest of the settings approaches, which take a “whole system”
approach to health and health equity. With Agenda 2030 and the Habitat III process, there is an
opportunity to push for integration to ensure that health promotion goes beyond the health sector, and
show how it doesn’t just advance other sector’s primary ambitions but is in fact critical for many. The
SDGs will not be achieved if not prioritized and uniquely planned for within the urban areas. Cities
present many challenges, but the leadership and commitment that mayors have already shown to
improve the lives of their residents in a sustainable and resilient way, offer a promising path forward.
===
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DISCLAIMER
All rights reserved.
This policy brief does not represent an official position of the World Health Organization and/or the
United Nations Development Programme. It is a tool to explore the views of interested parties on the
subject matter. References to Member States and international partners are suggestions only and do
not constitute or imply any endorsement whatsoever of this discussion paper.
The World Health Organization and/or the United Nations Development Programme do not warrant that
the information contained in this policy brief is complete and correct and shall not be liable for any
damages incurred as a result of its use.
The information contained in this policy brief may be freely used and copied for educational and other
non-commercial and non-promotional purposes, provided that any reproduction of the information be
accompanied by an acknowledgement of the World Health Organization and the United Nations
Development Programme as the source. Any other use of the information requires the permission from
the World Health Organization and the United Nations Development Programme, and requests should
be directed to email healthpromotion@who.int.
The designations employed and the presentation of the material in this discussion paper do not imply
the expression of any opinion whatsoever on the part of the World Health Organization and/or the
United Nations Development Programme concerning the legal status of any country, territory, city or
area or of its authorities, or concerning the delimitation of its frontiers or boundaries. The mention of
specific companies or of certain manufacturers’ products does not imply that they are endorsed or
recommended by the World Health Organization and/or the United Nations Development Programme in
preference to others of a similar nature that are not mentioned. Errors and omissions excepted, the
names of proprietary products are distinguished by initial capital letters.
All reasonable precautions have been taken by the World Health Organization and the United Nations
Development Programme to verify the information contained in this policy brief. However, this policy
brief is being distributed without warranty of any kind, either expressed or implied. The responsibility
for the interpretation and use of the presentation lies with the reader. In no event shall the World
Health Organization and/or the United Nations Development Programme be liable for damages arising
from its use.
© World Health Organization, United Nations Development Programme 2016. All rights reserved.
The following copy right notices apply:
www.who.int/about/copyright and
http://web.undp.org/copyright
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