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Abstract

There is a growing recognition of the i mportance of t
decisions, such as whether to walk rather than drive, or what types of food to purchase. The built environment has been
identified as a signifiagat determinant of health by the World Health Organization and many other organizations across the
globe. This has spurred ezgch on how and to what ext@ammunity design impacts health. Most research in Canada has
been focused on major urban centresséairch in rural contexts on the connection between planning and health is limited.
Despite much research on lanse and design to support healthy communities, how planners interpret the application of this
research within the social, political, and jdittional confines of their planning practice is largely unexamined. Through an
online survey and 10 sesstructured interviews with planners in Nova Scotia, the question of whether and how rural
planners should address health issues is explored. Thédantefhthis research is to better understand the connection rural
planners see between their planning practice and health issues in their communities. This research [itamuetisat
indicated that health is important to address in planning practi¢eh wbnfirms recent national level research. However,
each respondent 6s andmotv i related éotplanningpractimas slightly diffetedtWorking with public
health workers and agencies was supported as a way to improve commultiitythganost participants saw themselves as
consultants to public health staff concerning projects and initiatives to supporylweaitmunities rather than as
collaboratorsPr ovi nci al government Asil os 0o weaonefplannihgpdcticestot he bi
address health issues like physical inactivity. Results confirm what has been identified in the literature as baraiers to rur

planners addressing community health issues.
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1 INTRODUCTION

This research investigates issues related to planning and health ihasmdaliral communities.seek to
understando what extent anbow municipal planners in Nova Scotia are addressing health in their practice. | have
probed how municipal planners understand health as it relates to their practice, how working in small and rural areas
influences their decisiemaking about planning fdrealthy communities, the extent and style of their work with
health professionals, and how municipal planners can be bqttgapedo tackle health issues.

The definition of health has changed over time. The dominant rhetoric in public health circdegteds
from pathogenesis, the identification of causes of ill health, primarily causes of infectious disease, to salutogenesis,
the identification of causes of good health (Corburn, 200@Wor | d Heal t h Or gani zationbs ¢
based onthe concept of salutogenesis. The absences of injury and illness are still core components of being in good
health, however, other factors such as feelings of social connectedness, access to food, shelter, meaningful
employment and opportunities for rediea are now considered of equal importance.
The idea that where we livean determine how well we livbas gained increasing momentum in the

planning and health research literatures in the last decade and has served as a starting point for research agendas on
policy development, urban design and new forms of practice in these respective professionsd@egel, 2012).
The majority of this work has covered how the built environment influences physical activity and the health
outcomes of that interactioResearchers have also looked at the impact of planning policy and the built
environment orfactorslike diet and mental health. Internationally, the built environment and urban planning are
beginning to be seen as critical components of health promotion and population health interventions (WHO, 2008).
In Canada the Heart and Stroke Foundation of Canaslatms ser t ed t hat there is a conn:¢
health and the built environmeftieart and Stroke Foundation of Canada, 20I8§ Public Health Agency of
Canada lists physical environments as one of the key determinants of health (Publidbleath of Canada
2009. Planning organizations have also taken up this istheeCanadian Institute of Planners (CIP) has adopted
healthy communities as a national project and has funded nationwide research as well as the development of a
healthy commuity design manual. The Ontario Professional Planners Institute (OPPI) in 2009 released the

Planningby Design: A Healthy Communities Handbdbkt outlined best practices in healthy community planning

| use the term small communities in reference to communities that may not be easily categorized as rural or urban.
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Seeking to bridgéhe health and planning disciplindhe Public Health Agency of Canada (PHAC) in 200
published a report titleBringing Health to the Planning Table: A Profile of Promising Practices in Canada and
Abroad highlighting successful examples of planners collaborating on community health ies2@39 the
Provincial Health Services Authority of British Columliiiétiated a projecfocused orfostering collaboration on
community health issudgetween healtprofessionals and professional planrtereugh avorkshop programrhe
workshop prograrhadhealth professionals and planners share key concepts about their respective professions.
In Nova Scotia the importance of the built environment in promoting health has received some attention. A
variety of planningrelated research projects have been completed, such as the development of built environment
indicators for active transportatiofGurran, Grant, Wood, 2006), identifying factors which limit local governments
in making investments in the built environment to promote health and reautbobesity (Grant et al. 2010), and
research on the value, coghd public interest in active tigportation infrastructure and programs for Nova Scotia
municipalities (Rehman, 2010) as well as the development ¢tehéhy Places Toolki{2007)a manual to support
planning practices that consider health
An outcome of this increased interest in to@nections between health and the built environment is the

development of new research questions. Who has responsibility for the development of healthy sustainable
communitiesWhat do healthy communities look like and how do we facilitate their develufriide majority of
the literature published on the built environment, planning and health has focused on three maih areas
quantifying the effects of different langses and built forms on healty) qualitative investigation of how people
relate to tleir built environments and how they feel the built environment impacts their ability to make healthy
choicesand, c) promoting and facilitating collaborative efforts betwganners andiealth professional$n
Canada most research to date has been etedbin major urban centers such as Toronto or Montreal, and to lesser
extent smaller cities such as Hamilton and Halifax (Dobson & Gilroy, 2009; Farhang et al. 2008). A smaller
proportion of research on planning, the built environment and healtbdiasl at these issues in the contextufl
communities (Millward & Spinney, 2011; Grant & Manuel, 2011).

In Nova Scotia 45% of the population lives in what Statistics Canada defines as rural comniimiteger,
other sources believe this percentage to be more in the range of 60% (Rural Communities Impacting Policy Project,
2003).Exceptfor theHalifax Regional Municipality (HRM), Cape Breton Regional Municipality (CBRM), and also

the Town of Truro, albtherNova Scotianunicipalities have populations under 10,000 and several have less than



1,000. However, each major population center, the HRM, CBRM and Truro have rurahatezs be classified as
rural within their boundaries. In Nova Scotia sevemdorts have highlighted the low level of physical activity in the
province and its cost to the providsédnealth care system and its labour force competitivé@@deman, 2002a &

2002b).

1.1 JUSTIFICATION

Recently, a surge of academic literature ¢@se fom public health, medicingeography and
planning researchers on the need to pay closer attention taserdecisions and their impact on the health
of our communities. The justification for this is varied. Sommigerspoint to the historical roots bitu
planning practice (Corburn, 2004, Barton, 20Hddsome to the negative impact of poor community design
on health and the potential for healthier community design (Sallis et al. 2@08kiRy Frank and Jackson,
2004). ®me identify the burden thdt health places on communities, health services, governments and
societies (OPPI, 2009; RPTI, 2007). Increased illness and disease from lifestyle factors, like physical
inactivity, can result in demarfdr health services dstrippingthe availablegesources of health care
providers, which is of particular concern in the context of a public health care system. In Calftadzabhea

spending has becomalaminant budget item for many proving€dP, 2012)

In a number of Canadian provinces, healttated spending is consuming 40% or more of provincial

budgets. According to the Canadian Institute for Health Information, health spending is growing

faster than Canadads economy-prascrigtiosdougsisigiowing on prescr i
faste than spending on hospitals and physicians.

(MMHAG& OPPI, 2009, pg. 2)

In the United Kingdom th@ncreasingoressure placed on health care serviesded to the suggestiothat
steps to reduce demand for services through encouraging healthier lifestgelse taken, before demand outstrips

resources

There is likely to be an increasing funding gap between the demand for health services and the

sectorbés ability to meet those demands. Addressing t
reducing he demand for health services by promoting a healthier population. Spatial planning has a

key role to play in shaping environments which make it possible for people to make healthier choices

about exercise, local services, travel, food, nature and leisure.

(Royal Town Planning Institute, 2007, pg.3).



Therefore it is important for planners in all communities to be aware of the possible health consequences of
their decisions. But to what extent is this work already being deia@ping has a long, albeitconsistent,
historical tradition of using landse control and policy to improve the health of citiz&wsrburn, 2009; Barton and
Tsourou, 2000)Manyplanners feel their work has always been focused on community health(iSkapsnan,
2010; Allenderat al., 2009)In Canadahere isan uneven burden of chronic disealsetwveen villages, cities,
regions, and provincg®ean and Elliot, 2012; Black et al. 2011; Pouliou and Elliott, 2010). In Canada rural areas
tend to demonstrate lower levels of pagthealth behaviours such as regular exercise and a balanced diet and
overall have less healthy populations (PHAC, 2006; Mitura and Bollman, 2003). How are planners responding to

these issues and how can they, if at all, respond toithenactic® This esearch investigates these questions.

1.2 CURRENTRESEARCH

Research to date has focused on techniques to quantify the impact of the arrangements dsitiestis|
commercial, recreationaind other landises on health. Particularly thepact on activéransportation, access to
nutritious food and services that support health such as medical, recreational or social services (Ding and Gebel,
2012). Other strandsf researchihave looked at thpositive and negativeolicy implications of using health as a
lens toassesshe suitability of developmensuch as incorporating Health Impact Assessments into development
proposals or including public health representatives in the development process (Moor€a2badn 2009;

Laurian, 2006)Another theme is investigatifgow health issues and input from public health practitiocainsbe
incorporated into the planning and development process (Forsyth et al. 2010; Botchwey et &eX@208%h on
health, planning, and the built environmens nacludeda wide variety of subjects from mental healtbusing to

injury prevention.

A smallamount of research has lookedjaantifying physical activity behaviours of rural residents, e.g. how
they access physical agty, and their use of activeansportationThis is typically in terms of differences along an
urban to rural gradient (Millward and Spinney, 2011; Boehmer, 2006) Veryégtarcttan be located which
looks at the larger policy, practicend educational aspects of incorporating health into rural and small town
planning. However, there is ample research on how small and rural communities are tgpalbdlygedn terms of
spatial accessibility to services and built capaald also howhese communities rate poorly on key health

indicators in comparison to their urban counterparts (Douglas, 2010; Markey, CoandlRoseland, 2010;



Halseth ad Ryser, 2006). Understandabilyis difficult to determine thexactneed for research dredth-oriented

planning athe small town and rural level if littlesearclexists

Program or education based public health approaches to improve lifestyles has been shown to be limited in
their impact (Kohl at al. 2012; Coutts, 2008; PACY, 2007; LakeTawinshend, 2006 Recogiition of the limited
effectiveness of promotion, policg nd program efforts to i rhosetargebngpeopl eds
physicalactivity and healthy eating hapurred interesh understandindpow andwhere we live inpactshealth
(Kohl et al., 2012)Policy, programming, and built environments thaerdorce each otherre needetb foster
meaningful and long term change (Blacksher and Lovasi, 2012; Rehman, 2010; Salens and Gla8ay2009;

Grant, and Wood, 2006)

1.3 SCOPE OFINQUIRY

The scope of this inquiry was intentionaligoad, as a limited amount of reseahas been completed to date
on how planners in nearban areas are interpreting or implementieglthoriented planningCurrent, urbarbased
research shes strong evidence to support using land use planning as a tool for improving community health;
however urban areas al®y definition quite different from small and rural communiti@his research adds to the

currently limited amount of research on thee of health in planning practicenonurban areas

1.4 THESISORGANIZATION

This thesis is organized intone chapters. This first chapter outlines the key concepts considered when
designing this research as well as terminology, objectives of the researcimderlying assumptions. The second
chapter reviews the literature on planning and its connection to lealfifanning practice in small and rural
communities. The third chapter presents the methods used in this research. The fourth chaptefile thfe e
case study site, Nova Scotia. Chapter five, six and seven outline the results and analyze the findings of the study.
Chapter eight discusses the implications of the findings for plamag&arch, practice and educatiGhapter nine

providesrecommendations for addressing the challenges idehtif the findings.



1.5 RESEARCHQUESTION

This research seeks to explore a single main question:

To what extent and how, do planners in small and rural municipalities in Nova Scotia acknowledge
and address community health challenges in the course of their practice?

The research also looks to answer the followingcussstions.

1 How do planners understand health as it relates to their practice?
1 Howdoesworkinginnowr ban ar eas resgofisesdotheafihl claatlengesirspéactice?

1 What opportunities and barriers do planners identify in integrating health challenges into their practice?

1.6 DEFINITIONS

1.6.1 HEALTH

Health can be difficult to define as it encompasses a broad range of environnielatgicdd and social
factors (Barton, 2009; Riva et al. 2009). Researaobiées use slightly different definitions of health, however most
see it as an anthropocentric concept, i.e. health is primarily used in reference to the physical, mental ahd spiritu
wellbeing of humangCorburn 2009 Barton, 2009WHO, 1992).The WHO definition of health is the oneds
most in research on plannirend health, plannin@nd the built environment and the social determinants of health
(RTPI, 2007; OPPI, 2009; CABE, 2009). The WHO defines healtHealth is a state of complete physical, mental
and social welbeing and not merely the absence of disease or infir(hitiHO, 1948).

This research interprets health broadly. A complimentary definition to the one used by the WHO is used by
Gatrell (2002) who looks at health in terms of resources; to him health is havaggs to the resources and
support structures both persoal and societat that do not restrict individuals from achieving their potential
(Gatrell, 2002, pg. 12).The definitismsed by Gatrell, (2002) and the WHi@e inclusive of many facets of human
experience, as both understand health as an aggregdtagé aumber of interdependent factors. These include

access to employment, social support syst@ams nortoxic environments.



1.6.2 COMMUNITY HEALTH

Community healtlissues or challenges are reésttto frequently in this research. Community health refers to
the collective state of health of a group within a geographical area or locality (McKemgjer Bnd Kotecki, 2012).
It is similar to population health; however, population hetdtids to bdroader in scope anday consider health
across a number of geographic areas simultane@dsigenzie, Pinger and Kotecki, 2012). In both community
health and population health the goal is to address health issues, such as chronic disease, addictéorial
health not through the direct treatment of individuals, but rather by identifying and addressing the factors which
lead to a particular health outcome, such as obesity. The following example from the Public Health Agency of

Canada illustrates thiaitking behind a population health approach to addressaeggnmunity health issue

"Why is Jason in the hospital?
Because he has a bad infection in his leg.
But why does he have an infection?
Because he has a cut on his leg and it got infected.
But whydoes he have a cut on his leg?
Because he was playing in the junk yard next to his apartment building and there was some sharp, jagged
steel there that he fell on.
But why was he playing in a junk yard?
Because hiseighbourhoods kind of run down. A lobf kids play there and there is no one to supervise
them.
But why does he live in that neighbourhood?
Because his parents can't afford a nicer place to live.
But why can't his parents afford a nicer place to live?
Because his Dad is unemployed and his Mesick.
But why is his Dad unemployed?
Because he doesn't have much education and he can't find a job.
But why..?"
(Public Health Agency of Canada, Determinants of Health, What Makes Canadians Healthy or Unhealthy? Para 6).

Community health issues arifsem or are exacerbated by the social, economic and environmental
characteristics of a given community and are manifested in the health outcomes of individuals and families living in
those communiti€®cKenzie, Pinger, and Kotecki, 2012; Raphael, 20@8mnmunity health issues are difficult to

define precisely as they can be physiological, mental or social issues. Diseases like diabetes, illnesses like



depressionand social and economic conditions like homelessness can all be grouped under communigsheslth

(McKenzie, Pinger, and Kotecki, 2012; Raphael, 2004).

1.6.3 HEALTHY COMMUNITIES

In this research the term, healthy communities, will be used frequently. This term refers to communities that:

Encourage and support access to basic material resoia@esshelter, clothing;
Provide structures that support individuals in attaining a high quality of life; and

Support complete physical, mental and social welhg and not merely the absence of disease or infirmity

1.6.4 BUILT ENVIRONMENT

The definition of the built environmensed in this researadomes from Health Canada:

The built environment includes our homes, schools, workplaces, parks/recreation areas, business
areas and roads. It extends overhead in the form of electric transmigsés, underground in the

form of waste disposal sites and subway trains, and across the country in the form of highways. The
built environment encompasses all buildings, spaces and products that are created or modified by
people.

(As cited in Srinivasa , O6Fall on apg.t44ePearr vy, 2003

1.6.5 PLANNING IN SMALL MUNICIPALITIES AND RURAL COMMUNITIES

The issue of decline in rural and small municipalities is a-meskkarched topic in the social sciences
(Reime, 2006). Many studies investigate the spedfiallenge®f rural communities and small towns and the
difficulties that they face. Research spans economic issues such as the decline of traditional primary industries to
spatial and demographic characteristics such as ressstelow population dengs and aging populatiofBryant
& Joseph, 2001, Polese & Shearmur, 2002, Slack, Bourne & Gertler, 2003).This ressartthat there are
unique spatial, demographic, economic, cultural and environmental issues that small towns and rural areis face. Th
research also assumes that many planning and economic development practicebleuctrd@snisnor creaive
economy strategiegre not appropriate or feasible in many of these geographies. In this research, planning is

interpreted as the work relatemlgpatial planning and langse controls but also the variety of research, engagement,



visioning and other activities required for economic development, environmental prqtaoticsocial
development.

Planning as a discipline has evolved to include awéhge of suldisciplines and specializations
(Fischler, 2012)In this research the focus is on planning practice as it relates to small and rural communities. What
planning practice encompasses differs between planners and planning theorists (E&thjddpdge and Gordon,
2008).Planning in a small town or rural context usually involves an array oflesedand spatial planning activities
alongside social, economic and environmeptahningwork (Caldwell, 2010; Hodge and Gordon, 2008}hile the
same work may be done in urban areas, it is often subdivided amongst several departments departmental and is
addressed by specialists (Hodge and Gordon, 2008). In the rural context one planner or a small planning department
will be responsible for the fulamut of planning responsibilities which may include-oolpan issues such as
agriculture and natural resource managen(ieatiglas, 2010)Planning in rural areas is also marked by challenges
and opportunities not faced in urban planning, such as liro@pdcity and finances, closeness of residents to
government and municipal administration and vast space between settlements (Douglas, 2011, Caldwell, 2011,
Hodge and Gordon, 2008). Rural planners also have significant challenges in directing grovettyagally
sporadic or may come all of a sudden (Douglas, 2011). How rural challenges influence planning decisions will be

examinedater.

1.6.6 HEALTH-ORIENTED PLANNING

A healthy community provides multiple benefits across numerous topic areas. There &e/very

topics that candét relate in some way to the health ¢
analysis of its entire component parts could be an endlibggigh enlightening pursuit.

(Healthy Communities Practice Guide: CIP, 2012)

Three main theoretical frameworks exist that connect planning practice to health namely: Healthy Urban
Planning (Barton and Tsourou, 2000), Healthy City Planning (Corburn, 2009) and Health Built Environments (Batrr,
2011 B; Renalds, Smithnd Hale 2010; Fank et al. 2005). These are discussed in the literature review.

In order to simplify the discussion of planning practices and theories that deal with health iedisi$ will
use the term heakbriented planning. This will serve as a generic teretscribe any planning practice that
focuses on health, the creation of healthy communities or addresses community health isswedhe intent of

this research to evaluate any one theoretical framework.



2 REVIEW OF THELITERATURE

fiOur system of planing evolved out of the need to control infectious disease. This was resolved
many decades ago by the provision of central water and sewer services, the separation of noxious
land uses, and general improvements made to industrial processes. Planningpithddmain
inextricably linked, however, the challenges today are chronic disease, our skyrocketing health care
costs, and a host of issues (such as climate change and energy conservation), which are often
interrelated with the built environments that ereate 0

(Canadian Institute of Plannetdealthy Communitiepara 2

The following section outlines the current literature on the themes antiesuies thiguide this research,
namely:healthoriented planning, collaborative planning, and the practice of planning in small towns and rural
communities in Canada.

There are many reasonsattempt tamprove the health of communities. Economic reasons include a
healthier work force, reducedcosto heal t h care systems and al so the amen
¢ 0 mmu rModrey 201 MMHA and OPPI, 2009Coleman, 2002)Displacing automobile traffic witactive
transportation can have the positive outcome of cleaner air (Barton, 2@&0; Growth, 2009; Frank and Kavage,
2008).

There are a wide range of physical and mental health risks that have been associated with different forms of

community design and built environments (Renalds, TraegHale, 2010; Barton and Tsourou, 2000):

A Sedentary behavioand inadequate dietand its outcomes such as obesity;
A Depression;

A Increased levels of substance abuse;

A Alienationand fear

A Injury due to accidents

The majority of research on planning, the built environment andhhlealks at the relationship between
planning and the abevhealth risks. Housing, parks and public spaces, distribotifood stores and retailative
to residencespublic transit, community safety, and community connectedness have all been statliesitoe
planningds i mpact on them and developing healthy commu
In Healthy Urban Planning2000) published by the World Health OrganizatisdlO), Barton and

Tsourouelaborate on the potential impact planning can have on health. It is imgortaie that Barton and
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Tsourou do not suggest a causal relationship between planning activities, such as urban design or policy

development, and health outcomes. Rather, the idea is that planning can facilitate positive health outcomes by

providing envirmments that presenpportunities to engage in healthy lifestyles.

Table 2-1: Potential Effects of Planning on Health (Adapted from Barton and Tsourou, 2000).

Objective

Potential Effects of Planning Decisions

Social cohesion

Social cohesion can be undermined by settlement patterns that create dispersed populations
sever communities. Social cohesion can be facilitated by creating safe and permeable enviro
where people are encouraged to meet informally.

Housing quality

Poor housing can have a profound impact on the physical, sameibimental health of residenss.
broad range of housing types with easy access to health, education and leisure services is es

Access to work

Facilitating attractivepportunities for business, especially those that encourage diversity in
employment, is essential. Nonotorized and equitable transport strategies are paramount to
supporting a full range of employment opportunities.

Accessibility to
services and retail

Access to shopping, health care, recreatonl education services can be improved through urb
design, lanelise policies and transportation planning that supports easy access through public
transport or by walking.

Local, low-input
food production

Planning can encourage a greater variety of food retailers to support healthy food options witl
walking distances to residential areas and the allocation of land for people to grow their own f

Safety Public space, such as parks or streets that are intimidating due to fear of road accidents or fe
assault encourage car use and limited time out of doors, thereby increasing car dependency
reduced social interaction. Planning and urban designelaridcreate spaces that calm traffic an
ensure a natural process of surveillance over public space that can reduce fear and the actug
incidence of crime.

Equity

Planning can help in the process of providing lee@st housing, facilitate the provision of job
opportunities, and help enhance accessibility to services and facilities.

Air quality and
aesthetics

Poor air quality can stem from lanude and transpottan policies that locate incompatible uses n
each other or support congested roads. Planning can limit these incompatibilities and support
polluting forms of transportation, while also creating an aesthetically pleasing environment.

Water and
sanitation quality

Planning can only indirectly impact water and wastewater treatment. When assessing potenti
developments, planning can impose standards and criteria that protect water quality and ensy
sanitation and wastewater ia§tructure is not overwhelmed by storm surge flows and excessive
off.

Quality of land and
mineral resources

Planners can raise awareness about the importance of responsible management of natural re

Climate stability

Planning can reduce the rate of human emissions of greenhouse gases by influencing energy
buildings and transport and by developing policy to support renewable energy development.
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2.1 HISTORICAL CONNECTIONS BETWEENHEALTH AND PLANNING

The connectiofetween planning and health has a long history, both in Canada, the United Kingdom and the
United States (Corburn, 2009; Cliff, 20@arton, 2005 In Planning Canadian Communitief' &d, Hodge and
Gordon (2008) point out that when planning was becoregtgblished as a profession in Canada, it shared several
areas of focus with public health, such as fire safety, houaimfealing with the negative health impacts of
pollution from industry. In general terms the goal of early planningimvpsoving thehealth safety and public
welfare of the community (Hodge and Gordon, 2008).

Modern planning originated in the nineteenth century expressly to combat the unsanitary, overcrowded and
inhumane conditions of the burgeoning industrial cities across Northi¢arend Europe (Frank and Kavage, 2008;
Barton, 2010). Public health, planning, and civil engineering in North America evolved together as a consequence of
late- 19" century efforts to reduce the harmful effects of rapid industrialization and urbanjzmitioularly
infectious diseases (Corburn, 2009). Reformers recognized that poor housing conditions, inadequate sanitation and
ventilation, and dangerous working conditions helped cause devastating outbreaks of cholera and typhoid (Corburn,

2004).

2.1.1 MiIASMA AND CONTAGION

At the beginning of the 19th century when rapid urbanization and industrial growth was occurring,
Aimi asmad and Acontagiond were t he doease(Carloutn,200f)eor i es f o
Mi asma was und ebusalsoccondide@dto ik la praductoif coriaminated soil and vGudsyrn
2004). The proponents of the miasma theory understood disease to be the product of bad environments,
consequently solutions were to create places that had clean, fresh gyhtsamdi met sanitary standards (Corburn,
2009). Contagion theory supporters, by comparison, believed that disease was transmitted through physical touch,
typically from a person or a contaminated substance (Harvard University Library: Open CollecticasPpzga
4-5). Again the belief was that sanitation would reduce the risk of disease. It was a common assumption that those
who engaged in morally and physically intemperate behavior or who had inferior cultural practices were more likely
to get cholera Wwen exposed to these miasmas and environmental condi@iorisurn, 2009)Observations that the
poor, who lived in densely populated urban slums, suffered from cholera in greater numbers than the rich, who were

very differently housed, were used as eviefor this assertion (Harvard University Library: Open Collections
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Program, Public Health, para5l Corburn, 2009). By the end of the 19th century, the driving ideology in public
health had become germ theory, and this shift continued through theaffref the 20th century. (Corburn, 2004).
The consequence of this theoretical shift was that environmental factors that did contribute to poor health, such as
overcrowding, pollutionand general unsanitary environments, were no longer seen as beingvte pf health
agencies and professioné&orburn, 2004; Bhatia et al. 2003)

The main strategy employed by both planning and public health to deal with the negative health impacts of
urbanization during the late % mid-20" century wago respondé by physically removing and displacing wastes
and peopldCorburn, 2007, pg. 689). Urban surveys undertaken by Edwin Chadwick, Frederich Engels, Rudolph
Virchow and others exposed the intense concentration of sickness and high death rates in the hetsdibyicaity
built neighbourhoods of the era (Corburn, 2009). In addition to the separation of different uses within the city, early
planners and public health practitioners focused on the design and layout of streets and the provision of adequate
ventlai on and fAbreathing spacesd within urban areas. This
ofurbanparkms O6breathing spaces6 was reflected, for exampl e
Garden Cities Movement, and in America, in the work of Lewis Mumford (Corburn, 2009). Ultimately this practice
concerning the functional separation of @itiiés into separate urban zones became codifiétbrth Americaas the

pradice of zoning(Corburn, 2009).

2.1.2 THERISEOFCITY BEAUTIFUL AND SCIENTIFICRATIONALITY

At the beginning of the 20th century there were two movements vying for the dominant gytlaodo
orthopraxis of the new profession of planning. The First National Conference on City Planning (1909) in the United
States saw this conflict come to a head between Benjamin Clarke Marsh, representing a social justice perspective on
planning which sawhe plight of the urban poor as a central duty of the profession, and Fredrick Law Olmstead Jr.,
representing a scientific rational perspective on plani
Chicago, which ushered in the City Beautiful mment. After this time Frederick Law Olmstead Jr. became
president of the National Conference on City Planning. He would later state in his keynote address at the second
nati onal conference (1910) that t hehtpepbybicalskapigof was a i
cities, not just for addressing the needs of the poor (Corburn, 2009). The views of Benjamin Marsh were
increasingly marginalized. By the fifth national conf el

supportes had successfully defined the new field of planning as technocratic, and professionals were debating how
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to incorporate new scientific and technical tools into their practice of analyzing and designing efficient cities
(Corburn, 2007). Around 1915 Ameritaity planners extended Taylorist notions of scientific efficiency in
adopting a hierarchical ordering of |l and uses, which b

ideal of a technocratic rational planning profession became the domraatite paradigm for many decades.

2.1.3 DISCONNECTION

While the fields of public health and planning shared a common origin, by the middle of the 20th century,
the focusof each discipline hadhange (Corburn, 2004, Bhatia et al. 2003). By the beginnindioft 1 9006s it ha
become widely accepted that miasma and contagion were unable to explain why, despite ubiquitous filth in some
areas, disease only occurred occasionally (Bhatia et al. 20i@smaand contagion gave way to the development
of germ theoryCorburn, 2009)Medicalsciencebegan to supersede efforts to make environments healthier and to
remove physical harms (Corburn, 2009). The idea of environmental reforms became viewed as unnecessary by the
medical community. Moving into the mid twentietentury the biomedical model of health, which focuses on the
influence of individual lifestyles and genetics, became the dominant paradigm in the health field (Corburn, 2009).
The biomedical model shifted the emphasis of health promotion to personalatisisfsuch as smoking, diet, and
physical activity (Corburn, 2009). At the same time, planners across North America focused their efforts on urban
renewal and economic development and infrastructure development such as highway ex@ansion 2004;

Bhatia et al. 2003). During the early to nrtidentieth century, planners and public health professionals became
much less involved in the design of roads, water and seygégmsandthe managememtf most infrastructures

became the purview of engineers (arn, 2009).

2.2 ADVOCACY PLANNING

By the 1960s, planning was grappling with widespread social unrest, and dealing with the backlash from
the major urban upheaval of slum clearances and disinvestment of urban cores (Corburn, 2009; DeVille and
Sparrow, 2008) Pl anning was being called to account for these

public development projects and modernist theson designandurban renewal projects were destroythg social

% The famous 185&0ho pump casas it is popularly known occurred prior to this. An anesthesiologist by the name of John
Snow demonstrated that a contaminated water pump located in a poor neighbourhood of London was spreading cholera. Snow
ushered in the beginning of the discipline pfdemiology and to some extent germ theory. Despite his findings miasma and
contagion remained popular theories on the spread of disease up to the beginning Bfdbet@9 (UCLA, Department of
Epidemiology,http://www.ph.ucla.edu/epi/snow/broadstreetpump.html
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and economic fabric of old neighboudds and dispersing the resident population (Grant and Patterson, 2012;
James, 2010; Corburn, 2009). Activists also challenged public health professionals to address why, in the face of
rising economic prosperity and improvements in medical technologyyatiggs in health persisted, particularly for

the urban poor and people of col@ofburn 2009; Davidoff, 1965).

2.3 THE COMMISSION ONCONSERVATION AND THECANADIAN HEALTHY

COMMUNITIES PROJECT

In Canada there are two significant public policy programssihaght to make health a theme for planners
and other municipal officials to address: the Commission of Conservation established in 1909 and the Canadian
Healthy Communities Project in 1989.

In 1909 the Canadian Commission on Conservation was establidie@ommission developed out of the
recognition that space was not limitless in Canada, and that in Europe settlements for all intents andhadrposes
expanded to fill the continent ( Hancodhephysicd&¥igal. The Col
The former (physical) dealt with natural resources and landscapes and the latter (vital) fochsgat@vention of
diseases, to health, and to the prolongation of (mmission on Conservation, 1912, p. 148 cited in Hancock,
1997). The Puliz Health Committee of the Commission saw housing, settlement structure and town planning as
foundational to good health (Hancock, 1997). Thomas Adams, who had been the secretary to the first Garden City in
Letchworth, England, was invited to be the tgulanning advisor to the Public Health Committee (Hancock, 1997).
Thomas Adams went on to be a prominent figure in Canadian town planning and in 1917 wrote one of the first
books on planningRural Planning and Development in Canagdaich continues to benainfluential book for rural
planners in Canada (Caldwell, 2011).

The other major public policy program was the Canadian Healthy Communities Project. The Healthy
Communities Project was the result of work that began in 1973 when Health and Welfare Canada released a
landmark documentjew Perspective on the Health of Cdrans This document suggested that health
professionals and the health field in general should consider the environment and personal lifestyle factors in the
application of health care services (Manstinger, 1994).

In 1988 the WHO launched its Healthjti€s movement (Barton and Tsourou, 2000). The city based
approach was intended to look at how to improve health by starting where people lived, rather than looking to treat

them after illness or injury occurred. The movement supported the creation andaggenent of healthy
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environments where people had access to the social, ecqormahipolitical resources to secure health (Barton and
Tsourou, 2000). The Healthy Cities movement continues to this day in over 1400 cities globally (WHO, Regional
Office for Europe, Urban Health, para 1).

In Canada the Canadian Healthy Communities Project (CHCP) emerged irmrh88@cognition that in
Canada there are relatively few major citiesantthat theCHCPsteering committee opted to use the term
Communitiegather than CitiegMansonSinger, 1994). The Canadian Public Health Association, the Canadian
Institute of Planners and the Federation of Canadian Municipalities were founding members of the CHCP. The
involvement of municipal government made the CHCP umiijom other public health initiatives in Canada at the
time (MansorSinger, 1994). The organizing concept of the CHCP was that health was a resource for everyday
living and as such should be embedded in the design of communities and that health imopdattsesan important
factor in municipal decision making. The Healthy Communities Project brought together almost three hundred
public health workers, city planners, community developers, and community based organizations from across
Canada, and some intational people from the Healthy Cities movement, over three days during a conference in
1990. The conference itself was the beginning of the end for the Healthy Communities project as miscalculations of
the conference costs led to downstream deficits. §h meant t hat the projectds centre
highlighted healthy community examples across Canada, that was to act as a guidance manual for communities
wishing to take part in the CHCRas never published due to a lack of funds (MaSmyer,1994). The absence of
this key document and the lack of a clear definition of a healthy community left the project in dire straits in 1990.
Some municipalities perceived the CHCP as a process that was going to lead to a downloading of health to the
municip a | l evel . In the early 19906s the CHCP was facing c
environmental movement and the safe city movement (Ma8gayer, 1994). Both of these movements had clearly
defined goals and mandates and acceststics that the CHCP did not. Both the environmental and safe city
movements were able to quantify and measure successes and failures. The CHCP lacking a clear definition and
articulation of strategic goals meant that it was not easy for the pulgiiagp and for municipalities to promote.
The formal Canadian program ended in 1991, ultimately due to lack of funding (Smith at al., 2008). However, it laid
the conceptual groundwork for investigating the relationship between municipal developlaxemitg, policy, and

health in Canadian communities.
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2.4 RATIONALE FOR RECONNECTION

Since 2000 a surge of acaderaiwd greyliterature has come from public health, medicine, geography, and
planning researchers on the health impacts ofleeddecisions anglannirg policy (Ding and Gebel, 2012)his
interest has been propelled by what some have termed the obesity epidemic (Dean and Elliott, 2012) and its
subsequent impacts on population health and the health care system (Chapman, 2010; Kim et al. 2010; Harrington
and EIlIliott, 2009; Srvinivasan, OO0 RvaléHeatmissaessuchse ar r vy,
obesity have been multisectoral. Most responses have taken a programmatic approach to getting people to be more
active and eat better (Srvinivasa OO0 Fal |l on and Dearry, 2003). However,
often do not take into account contextual factors such as the built environment (Kohl at al. 2012; Barton, 2010;
Coutts, 2008PACY, 2007; Lake and Townshend, 200& centraldriver of the current research agenda on
planning and health is an interest, largely from health policy makers, in understdrabntentto whichstrategic
investments in the built environment can yield positive health outcomes (Grant and ManuelFgh1006to
2012 there have been many publications articulating how the many determinants of health (biology, income,
educatiorandthe environment) fit together from an ecosystem perspective. Most have been basedooft ¢ipeual

models developed the WHO(1992) or Barton and Tsourou (2000) or Barton and Grant (2886jvn in Fig. 21.
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The determinants of
health and well-being
in our neighbourhoods

Figure 2-1: The determinants of health
Source:Barton and Grant, 2006

2.5 CANADA AND NOVA ScOTIA: HEALTH ISSUES

In the Canadian context, and particularly in Nova Scatidncrease in obesity has placed the public health
care system under a lot of pressure to meet the needessf healthy populatiofCorpus Sanchez, 2007; Coleman,
2002a &b). Helthcarecosts curently dominate provincial budgets across Canada, and are expected @PRise (
2012;0PPI, 2009; Corpus Sanchez, 2Q0m)is rise in healthcare cossanticipatedo erode provincial budgets for
education, income assistance and environmental protection, among others (Corpus Sanchézp2¥3mg issue
for healthcare agencieshsw to deal with this change in health care demand. The consensus has beeng® increa

the focus on preventative health through a population health appiddaohe, 2011Nova Scotia Department of

Health, 20085.

In Canada there has beestaady buslight rise in the level of people classified as overweight or obese since
2003 Figure 22). In Nova Scotia the percentage of population classified as overweight or obese spiked at 62%
around 2008009 and has gone down since but remains almost 10% higher than the national &zenpgeed
with the Canadian averagdpvaScotiahas a highergrcentage of population agé8 and older Figure 23).
Consequently, issues around health care and the accessibility and safety of the built environment for seniors will

become increasingly significant. Additionally the older population in Nova Scatiarisasinglyconcentratedh
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small towns and rural areas, due partly to amenity migration for retirement, but also because ahigeatioh of

younger people for employment and education opportunities (Nova Scotia Department of Seniors, 2009).
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Figure 2-2: Population Canada and Nova Scotia Classified as Overweight or Obese
Source: Statistics Canada, Canadian Community Health Survey
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Figure 2-3: Population aged 65+ Canada and Nova Scot{&)
Source: NovaScotia Department dfinance, Community Counts
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2.6 POPULATION HEALTH APPROACH AND THESOCIAL DETERMINANTS OF

HEALTH

The population health approach encompasses a wide range of health determinants and looks to address health
inequalities broadly at a communiby societal level, rather than one individual at a t{feablic Health Agency of
CanadaWhat is the population health approahThe underlying idea is that addressing health inequities requires
reductions in material, physical and social inequitidsKenzie, Pinger and Kotecki, 20LZ he Public Health
Agency of Canada defines the population health approach as:

Population health is an approach to health that aims to improve the health of the entire population

and to reduce health inequities among plagion groups. In order to reach these objectives, it looks

at and acts upon the broad range of factors and conditions that have a strong influence on our health.

(Public Health Agency of Canad&Vhat is the Population Health Approach? PBra

The populéion health approach looks at health in terms of its determinants, many of which are linked to
economic developmensoft and hardhfrastructure and landse.Just as there have been shifts in how planners
view their work relative to health, so have pabiealth practitioners shifted their view on how health is shaped
(DeVille and Sparrow, 2008). The population health and social determinants approach to health issues has become
increasingly popular in public health (Raphael, Ct8tgvensand Bryant 2009. The population health approach
encourages public health practitioners to expand their work into areas such as housing, job creation, education and
transportation (DeVilland Sparrow, 2008). The population health modalesents a shift froliomedicaland
behavioural risk factors as the main determinants of health, to looking more at the context in which people live and
how policy decisions at wvarious |l evels affect peopl eds
The Public Hedh Agency of Canada identifies twelve key determinants of health.

1. Income and social status

2. Support Networks

3. Education and Literacy

4. Employment/Working Conditions

5. Social Environments

6. Physical Environments

7. Personal Health Practices and Coping Skills

8. HealthyChild Development
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9. Biology and Genetic Endowment

10. Health Services

11. Gender

12. Culture

The population health approach tends to take a social determinants of health approach to improve overall health
but also to reduce the disproportionate incidence of poor realtimg economically disadvantaged and minority
groups and to shift some of the responsibility for health from the individual to society (Blacksher and Lovasi, 2012).
Seeking to address health issues using a population health model which incorporatealttietsominants of
health represents a return to public healthdds Ahistoric
problem with effectively addressing the social determinants of health is that the responsilifilép $pread across
numerous government departments and agencies (Johnson et al. 2008; Raphael, 2004). For example, unemployment
can stem from a lack of employment opportunities (economic issue), a lack of mobility or ability to access job

markets (a transportation issue)adiack of accommodation in the work place (a disability or health issue).

2.7 APPROACHESTO BRINGING PLANNING AND HEALTH TOGETHER

Two primary approaches to incorporating health and planning have arisen in the peer rbtgeatert;
one highlights the potive health outcomes @lanning practice, while the other emphasizes health as the measure
of efficacy of planning policies and interventions.

Using landuse planning to support community health emphasizes the beneficial health effects of planning,
such @ the separation of incompatible usaspporting normotorized transportation, access to green space and
local economic development. At their cao®lkit documents likePlanning by Design: A Healthy Communities
Handbook (OPPI, 2009)thesed o c ument s contend that planning that suppc
Research on the attitudes of professional planners has often shown that respondents beli@reehtadtplanning
to be simply good planning practice (Barr, 2011 A; GrantMaduel, 2011; Allender et al. 2009).

Using health as the primary lens for interpreting, addressing and implementing planning interventions and
setting long range policy is another approach to planaithonehat demands significant change to planning
practice (Barr, 2011; Barton, 2010, Corburn, 2009). Heaidtbnted plannindgrom this perspectiverovides room
for citizens to advocate for policies and plans that support and improve their individual and collective health (Liptay,
2009, Barr, 2011)Jas;n = C o r Bawardsdhe Healthy Cit§2009) and the works of Hugh Barton (2000, 2005,
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2009, 2010) suggest that the health of communities, cirebregions should be used as the measure of success of
professional planning. These and other authors (CapdimThompson, 2010, Crawford, 2010) see health as a shift

to a more socially and environmentally equitable and fundamentally more comprehensive way to understand

planning and development. Some authors (Laurian, 200@) described the push for heatihiented planning as a

regression to an environmental determinist theory cdimidnd community design. Healbhiented planningiews

the many intangi bl e ¢ o m@ petwerkingscollabbrativettapaciy) canmuracatiorsskills o ol b o
and interpreationd to be just as important asgulatory tools like zoning fostering healthy communities (Barton,

2010, Crawford, 201050me panning scholars emphasize thatorder to fully address community health in

planning practiceplanners must become ioived in areas traditionally left to othepecialistdike social workers,

nurses, economic developers, architects and transport endi@edosirn, 2009, Barton, 2005)

Both of the aboveapproaches emphasize the importance of planners connectingeejite from théealth
professions to support planning that provides a high quality of life for all residents. Many of the manuals and
guidelines developed to encourage planning and urban design that support healthy lifestyles have pointed out that
communties that support physical activity antdxed landuses are also lowarbon environments arsdipport
climate change mitigatiofCIP, 2012; OPPI, 2009Having the same actions address multiple agendas (climate
change and health) can be beneficial to briggogether the collective resources of multiple agencies and
stakeholders to support improved community design and planning (Chipman, 2010; Burns and Bond, 2008,
Frumpkin, Frank and Jackson, 2004). Professional planners in practice may be limited iapphnaath they can
take, as processes and standards are largely defined by legislatiegver, as is demonstrated by projects in
Canada (CIP, 2012) and elsewhere (Bamadian Public Health Network, 2010), creativity and special initiatives
can expand pinning discussions to include healttowever, there is currently no consensus in the planning

profession on whether health should be officially incorporated into practice.

2.8 THEORETICAL MODELS OFPRACTICE FORPLANNING AND HEALTH

In my investigation of théiterature on planning and health | discovered three main models of practice that
deserve noting in this literature review. These are Healthy Urban Planning, Healthy City Planning and Healthy Built

Environments.

22



2.8.1 HEALTHY URBAN PLANNING

Healthy Urban Plaring came out of the WHO Healthy CitiBsogram whictbegan in 1988. Healthy Urban
Planning (HUP) conceptually links the environment and processes that create and shape cities to the health of
residents. HUP is largely concerned witbking at urban planng froman ecological perspectivélUP links
health outcomes to typical planning processes, such as zoning practice, development approvals and public

participation.

The condition of the urban environment and how it is managed and used by its inhab&ants a
fundamental to human health and wiedling. Many of the problems in cities today relate to poor
residential and other environments, poverty, inequity, pollution, unemployment, lack of access to jobs,
goods and services, and lack of community cohesidraruplanners influence the social, physical

and economic environments and how cities function. They therefore have a key role to play in
addressing these problems and securing conditions in cities conducive to health abeimgelind a

high quality of ife.

(Barton and Tsourou, 2000, p. 1).

Healthy Urban Planning promotes the idea that the city is much more than buildings, streets, and open spaces; itis a

dynamic social space, the health of which is closely linked to that of its residents (Norémddge=eman2011).

2.8.2 HEALTHY CITY PLANNING

Healthy City Planning (HCP) is a specific approach to incorporating health considerations into planning and
urban development proposed by Jason Corburn of U.C. Berkley. HCP adopts and accepts much of therresearch o
the correlation between urban design and urban settlement patterns but seeks to get at the underlying dynamics
which shape development decisions. HCP is largely a theoretical frame for interpreting urban development from the
perspective of health outcomen particular as they relate to the urban poor, immigrants, youth and the atukrly
other marginalized groupddCP&és main purpose is to reframe the ways

make the governance structure health centric.

fi H e a Urlbah governance, where both the substantive content of what contributes to human well
beingi the physical and social qualities that promote urban heialihd the decisiommaking
processes and institutions that shape the distributions of these quadit@ss places and populations

are improved?o

(Corburn 2009, p. 2).
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Healthy City Planningheoryis critical of planning activities that focus on built environment interventions to

support physical activity and health. Corburn (2009) suggests that without the necessary institutional and political
change, these efforts will fail to actually changehbalth of those who are mosilnerable. Théundamental

problem with HealthyCity Planning theoryis that, if adopted, planneusing this theory are explicitly adopting an
advocacy position in their practicas this approach is explicitly focused on edding inequalities. This can limit

plannersdé credibility with the development community al

2.8.3 HEALTHY BUILT ENVIRONMENTS

Healthy Built Environments (HBE) takes a primarily practice based approach to addresdingTtneal
emphasis is on the physiaesignof communities, both urban and rural. HBE, while emphasizing the role of
planning over shaping the built form of communities, does not totally disregard the engagement and communicative
role of planning. The focusf this approach to planning and its connection to health is on how the physical structure
of the community affects individual and community behaviour (Renalds, SimitliHale 2010). Healthy Built
Environments research essentially looks for correlati@tween community design factors and health outcomes
(Renalds, Smithand Hale, 2010). The defining feature of this approach is that the research does not look at the built
environment in terms of how political, economic or social norms shaped it; faghfercus is on objectivity and
guantification (Frank et al. 2005, Barr, 2011). HBE focuses on direct actions in policy and design. Materials such as
toolkits and manuals aimed at professional practice fall within this category. The material used foracahysis
is almost entirely composed of these materials. Space, movement, quality of buildings and availability of resources

such as recreation, food (retail and small scale personal production) are the primary foci of HBE.

2.9 WORKING TOGETHER ONHEALTH
fi Aldressing the social determinants of health to ensure the best health possible for all people in our
communities is a shared responsibilijo one sector, agency or public can tackle these issues alone
but we must collectively ensure that all levelsdfpui ¢ pol i cy support healthy | iv
Patricia Daly, Medical Health Officer for Vancouver Costal Health (October 2008). (SmartGrowth
BC, 2009).
In the discipline of planning, collaborative work has become a large component of professional practice

(Healy, 997). The idea that planners, the public and other special interest groups should work collaboratively to

address complex problems has been present in planning |
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planning to take on an advocacy role faarginalized urban groups (Healy, 1997). Collaborative planning as a

practice is neweiCollaborative planning has been advocated by numerous planning theory scholars, one of the most
notable being Patsy Healealy (1997) envisioned collaborative plannagya processhere traditional

hierarchical and bureaucratic processes could be replaced with processes where different stakeholders could be
brought together to interactively manage their collective affairs. Healy (1997) felt that this process shsuld be
inclusive as possible. This total inclusiveness is often what she is criticised for. Some scholars argue that having too
many voices in the planning process can negatively affect the clarity of arguments (Brand and Gaffikin, 2007).

Re gar dl| e sheqgryottellabbratiGesplartning has had a significant impact on planning practice (Brand and
Gaffikin, 2007).

Nearly all the research to date that relates the built environment and planning policy to health discusses the
need to foster collaborative resetaand action between planners and health sector employees to address community
health issues (Barr, 20H; Botchwey et al. 2009). Literature that discusses collaboration between health and
planning professionals is most often focused on sharing expdatiswledge, and resources in an integrative
fashion to address health at the research or project level (ChapmanBa@add, 2010; Corburn, 2009; Srivinasan,

O 6 F a &and Dearry2008. A reason foincluding public health inplanning activities(beyond simply gaining
access to health diapgadiculartodg rande@rel laigescate dgvelopreats, is the gotential for
advocacy (Corburn, 2009, De Ville and Sparrow, 2008). Often planners are expected to objectively present
information and must not be seen to be advocatingdecificissuessuch as health (Fischler, 2012). Having an
ongoing dialogue with public health practitioners allows for the inclusion of a voice that can represent the health of
the community, in instanceshere planners may be unable to do so because of their professional role or simply a
lack of firsthand knowledge (Lawrence and Kavage, 2008).

Very few authors have presented examples of how collaborative action should be undertaken (Moore,
2011; Corburn2009; Pothukuchi, 2005). Some barriers to collaborative action between health and planning
professionals have been identified: professional compatibility (PHAC, 2009), knowledge and data gaps (PHAC,

2009, Barr, 2011), anithe lack ofrecognition ofa conrectionbetween the discipling®arr, 2011).

PROFESSIONAL COMPATIBILITY -Thecapacityfor ideas and concepts to be effectively communicated between
the planning and healtlisciplines is an essential component to success (Kidd, 2007). The BC Healthitguthor

created a series of primers and workshop materials to allow planners and public health to work collaboratively
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because there was recognition amongst practitioners and academics that collaborative efforts may be problematic
due to differences in jargotechniques and the professional and legal boundaries of each discipline (BC Provincial

Health Authority, 2010).

K NOWLEDGE GAPST A general lack of knowledge amongst planning professionals about health issues, and a lack

of easily available evidende advise built environment policy makers and practitioners about how the built
environment (and, in particular, the urban form) affects health is a significant barrier (CIP, 2012). Activity

connecting planners to health workers is crucial if major publitttheballenges such as obesity dhd impacts of

climate changsuch as extreme weatterentsare to be tackled effectivel{Pilkington, Grant, and Orme, 2008;

CIP, 2012)While attempts have been made to strengthen this connébtmugh the developmeof post

secondary curriculum (Botchwey et al.20@&pon and ThompspR010), there is a dearth of material on how to

best manage the theoretical and practical differences between the planning and health professions (Barton, 2010;
Corburn, 2009). Researdm howto approach collaboratiobpetween planners and professionalshie health sector

is limited. There is a need for examples, both positive and negative, to lead discussion and future research as well as

move theidea from theory to practice.

2.10 RURAL COMMUNITIES AND RURAL PLANNING

The following section briefly outlinesome of the main differences between urban and rural areas and how

these relate to addressing health in planning practice.

2.10.1WHAT IS 6 BRALOAND HOW DO WE MEASURE IT?

For many years scholars in a wide variety of fields have been attempting to develggctimeomeasure
to define rural areas (du Plessis at al. 2001). For sol
cultural norms, lifestyles, occupations and institutions (Reimer and Bollman, 2010). Others see it as a residual
categoryanything that is not urban (Reimer and Bollman, 2010). For many it is a factor of the population density of
a particular place and the distances between places where people live, work, go to school and enjoy recreation
(Reimer and Bollman, 2010, Hodge a&drdon, 2008). In terms of soeeconomic policy and planning these
characteristics are particularly relevant as distance from towns is directly related to the transaction costs of economic
activities, and density influences the economic mix of a local@oy (Polese and Shearmur, 2005). Density and

distance also impact infrastructure costs associated with utilities, municipal services and transportation networks
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(Hodgeand Gordon2008). For example, some municipal services such as sewer and waterddieredtn rural

areas because the cost to do so within a dispersed settlement is too high (Hodge and Gordon, 2008).

The difference between urban and rural areassubstantial enough to justify different streams of
planning education, as evidenceddmyne universities offering planning degrees in rural planning, such as the
University of Guelph and Dalhousie University in Canada. While urban areas are often easily identified and have
specific agreed upon classificatiomki (Plessis et al, 2001the exact definition of a rural area remains largely
ambiguousSome scholars havetatedt h auraldif easily identified once you see it, but quantifying rurality
remains difficult(Reimer, 2004)Often the simplest method for defining a place as rural @nfina reason to
classify it as nofurban. In order to conduct quantitative analysis of rural areas, a variety of classification systems
have been developeBach classification system carries limitations and many rural scholars suggess¢laatimers
should be careful whe deciding how to defineural and should be aware of the limitations and complications

associated with each classificati®eimer andBollman, 2010; du Pleiss, Beshiri, Bollman and Clemenson, 2001)

2.10.2 RURAL HEALTH

Rural health statisticsdicate that rural residents are, on average, less heh#ththeir urban
counterparts, and are more likely than urbanites to exhibit poor health practices such as smoking and unhealthy
eating (PHAC, 2006; Mitura and Bollman, 2003). The only natitaie Canadian study of rural health was
completed in 2006 by the Public Health Agency of Canada (PHAC), titbed Healthy Are Rural Canadians? An
Assessment difieir Health Status and Health Determinanige study found that generally, across nearly all health
indicators, and with the exception of cancer, rural residents were on average likely to be less healthy than urban
residentsDeath rates due to accidents are much higher in rural anedas the pevalence of traditional economic
activities such as farming, forestry and fishing, (PHAC, 2086 Healthy Are Rural CanadiangPHAC, 2006)
suggested that, to be effective, initiatives to improve health outcomes in rural areas must take into account the

spatial, economic, social and environmental aspects of the rural context .

2.10.3 PLANNING IN RURAL AREAS

Planning in small town and rural Canada has always presented distinct challenges. Thomas Adams, an

immigrantfrom Britain b Canada, was one of the firgsbfessional planners to document the specific issues that
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small town and rural areas in Canada face. Depopulation, shifting economic structures that benefit urban over rural
areas, the encroachment of urban areas on agricultural land, overdependenmagnresiources and agriculture

and the complications of low densities atdimes vastlistances between households and services are all issues

that, to this day, characterise small town and rural Canada (Caldwell, 2011, Hodge and Gordon, 2008). ddams als
raisedthe concernf rural residentsuch aghe didrust of landuseplanning and theestrictions iimpose on

I a n d o wutomomy d@nd the reticence to make planning an official and legally binding pr@Cakbwvell, 2011).

In the practice of planing at the small town and rural level there are several characteristics that need to be
kept in mind. First and foremost is the issue of reduced resources and capacity (Reimer and Bollman, 2010). Rural
and small town planners are restriclgdand largen how they tackle development. Often a small town planning
department (if there is one) has one professional planner and perhaps one or more support staff, such as a
Geographic Information Systems technician, development officer or an administratit@nagsiedge and Gordon,
2008). Limited human resources mean that rural planners are often involved in multiple areas related to community
development (Markey, Connolly and Roseland, 2010; Hodge and Gordon, 2008). This demand for rural and small
town plannes to be generalists is balanced by the often slow pace of development in rural areas (Caldwell, 2010,
Hodgeand Gordon2008), meaning that planners may have time to prepare for and respond to a wide variety of
demands.

Markey, Connolly and Roseland (2QlahdWells (2002) suggest that concepts such as sustainability tend to
have less relevance for rural residents or may be seen as threatening traditional-besmd@Ezonomic activities
or rural resident sé sense ponfngfarbhdalthyocommunitiesis bgedon mangof o f t h
the same core principles as sustainability (Baatoth Tsouropu2000) and therefore may be seen as irrelevant in

rural contexts.

ifiThere are a variety of di mens iplannirsycdpacityconsi der when
including expertise, access to information and the ability to mobilize a critical mass of individuals
willing to engage with and sustain ongoing planning processes. The literature identifies rural

communities as facing challengesineach t hese areas. 0

(Markey, Connolly and Roseland, 2010, pg. 7)

Parkinson and Roseland (2002) suggest that these capacity limitations are why most rural communities are

less likely than urban areas to engage in projects that require complex planniegesardh.
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2.11GAPS

Three main gaps exist inghesearclon planning and health

a. research on health and planning in rural and small town environments,
b. research on how to incorporate health issues into planning practice and
c. themanner in whiclplanners, pulic health staff and other health sector weitls should

addreszommunity health issues collaboratively.

This thesigesearch addresses the point at which all these issues intSesarial other scholars have
completed work in the above ardddillward and Spinney, 2011a and b; Grant &fahuel, 2011; Carson et al.,
2011; CIiff, 2008; Casey et al. 2008; Boehmer, 2006). However, only Grant and Manuel (2011) and ClIiff (2008)
discuss planning practice issues in relation to rural or remeés dout eachevk focusen planning in regards to

a specific populatiod youth and aboriginal communities, respectively.

The literature that does touch on rural built environments and health is largely focused on evaluating and
measuring environmental features affegtahronic disease, rather than on planning practice, and usually by
drawing comparisons between urban and rural environments (Millward and Spinney, 2011a and b; Boehmer, 2006).
Despite an extensive literature search in journals that focus on planninig, pddth, geography and preventative
medicine, | was unable to locate research on how collaboration between public health and planning professionals is
applied in a rural context.

The following section will describe the mettsgked in this research tetber understand the relationship

between planning practice and health in the largely rural province of Nova Scotia.
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3 METHODOLOGY

3.1 CASESTUDY APPROACH

This thesis research |l ooks at how planners and CAOQOOJ:
practice.This research design uses a case study approach, using a single case study, the province of Nova Scotia.
The case study design uses mixed methods to answer the research questions. A mixed methods approach is often
used in case study research (Yii894).Yin (1994) identifies specific circumstances under which a case study
approach is most appropriage: ihowo or fAwhyo question is being asked a
which the investigator has little or no conti™in, 1994, pg. 9)In generalcase studies are employed when there is
little research or theory to guide an experimental research design (Yin, 2009). Case studies are useful as they
maintain the holistic and meaningful characteristics of real life events, organizatiocesges, corporate or
institutional behavior and community development (Yin, 2009).
The main research questidddw and to what extent do planners in small and rural municipalities in Nova
Scotia acknowledge and address community health challenges in the course of their practica#) questions all
falundert he A howd or i wdseath seeisttmigrstand/ contemporaly planning practice and in
this circumstance the researcher has no control over t|
selected was because it is composed primarily of small and rural communities. 40 ofata Bdinicipalities have
populations below 10,000 people and 33% of that 40 are below 2,000 people. Nova Scotia, has both a enanageabl
number of municipalities (n=54nd all municipalities, even the capital region, the Halifax Regional Municipality
havea large proportion of what can be classified as rural area within their jurisdiction.
Case studies inherently value context, so adopting a case study approach means that the researcher believes
the context is highly relevant to the phenomenon under iigatistn (Yin, 1994). In order to gather-depth
contextual information qualitative methods will also be used. Qualitative methods, similar to the case study
approachare often used where there is limited theory or research on a given topic or thehrgaeations seek to
understand the fAwhyo of a phenomenon rather than fAhow |
The external validity of case study research is limited and therefore care must be taken to not generalize
findings to other contexts (Bryman amdevan, 2005, May, 2008). External validity is not a concern in this research
because the research question is context specific. In commencing this studynhwagewf what to expect as

researcton the subject of healnd planning in nowirban areass a significant gap in the literature (RPTI, 2009,
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Barr, 2010, Ding & Gebel, 2012) Therevedhowever been a number of studies in Nova Scotiartkastigatedhe
relationship between the built environment, planpargd health. These studies coveredrae of issues:
environmental correlates of health and physical activity in rural dsilerard andSpinney, 2011)fast food
restaurant locations relative to deprivat{dones, 2009 development of indigtors for healttoriented design
(Curran, Gran& Wood, 2006), and a study on the aities of planners and others on investing in infrastructure to
support increased physical activity in yog@rant et al. 2010; Grant & Manuel, 2Q1However, to date | have
been unable to locatesearch that focuses healthoriented planning in terms of its implications for planning

practice in a rural context .

3.2 RESEARCHPARTICIPANTS

| sought to have each municipal unit in Nova Scotia participate in this €fothl n=54). Those invited to
participate were municg directors of planning or those who were in an equivalent position for each municipal unit.
In Nova ScotiaChief Administrative Officers (CAOdr Municipal Clerks would be the most likelggpleto be in
charge of development contrahd planning workn municipalities where a professional planiseabsent|
specifically wanted to speak with those that wchdde indepth knowledge of the mechanics of largk planning
and development control, but also would be able to discuss higher level policy issue

This research received full ethics clearance from the Office of Research Ethics at the University of Waterloo
on June 21, 2011, with a modification submitted and approved September 22, 2011. Participants were initially
contacted via email. Each plangidirectoror CAO was contacted via email and was sent an information letter
outlining the research and the link to the online survey. A copy of the information letter and consent form has been

included in(Appendix A).

3.3 METHODS
3.3.1 REVIEW OFMETHODS

Researclio date that investigates health issues in planning practice has focused on three areas

1 Developing objective measures of the built environment and the impact of built form, features and services
on individual and community health (Fraakal, 2005).
Integration of health and planning practice and policy (Barton, 2000).
Identifying theory and practice that supports the connection of health and planning professionals (Kidd,
2007; Corburn, 2009).

31



This research looks to add to thitsratureby answeringhe following questions
How and to what extent do planners in small and rural municipalities in Nova Scotia acknowledge and

address community health challenges in the course of their practice?

I How do planners understand health as it relates to thetiqaac
. How does workinginnomr ban areas affect plannersdé responses t

M. What opportunities and barriers do planners identify in integrating health challenges into their practice?

3.3.1.1 OBJECTIVE MEASURES OFTHE BUILT ENVIRONMENT AND THE IMPACT OF BULT FORM,
FEATURES AND SERVICE ON INDIVIDUAL AND COMMUNITY HEALTH.

Salens, Frank et al. (2004) and many others (Ewing and Cervero, 2010; Frost at al., 2010; Curran, Grant
and Wood, 2006; Frank et al., 200&ve sought to objectively rasure the health impacts of different built
environment features (bicycle lanes, sidewalks, parks) forms (high density, mixed use, gridiron street patterns) and
services (food retail, recreation facilities, health services) through quantitative methedseldf GIS data to
measure physical activity has been particularly prevalent. The goal ofagfitieh quantitative work is to better
understand how to use urban design and-las@lplanning to create healthier communities (Kim et al. 2010). Health
promotion agencies such as the Heart and Stroke Foundation and some planning organizations suctage the O
Professional Planners Institute have taken this research andufiediitgsto create design, best practices and

policy manuals as well as audit tools to plan communities.

3.3.1.2 INTEGRATION OF HEALTHAND PLANNING PRACTICE AND POLICY

A second focus ofurrent research dealing with health, plannamd the built environment has been on
the integration of health as a priority in planning practice. This research has primarily used qualitative research, to
examine how planners and other municipal officiaterpret and act upon health issues (Moore, 2011; Grant &
Manuel, 2011; Barton, 2010). A Canadian exception igtieng the Pulssurvey distributed by the Canadian
Institute of Planners, in May, 201Appendix B) Research looking at the integratidrhealth into planning
practice often discusses issues in general terms and looks at planning as a whole, rather than what can be the very
different roles of planners in the public versus private sector or the differences between specialized verdss general

planners Corburn 2009) or rural versus urban planning (Ding and Gebel, 2012).
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3.3.1.3 CONNECTING HEALTH AND PLANNING PROFESSI®DIALS THROUGH THEORYAND
PRACTICE

The third thrust of research has been eas&blishing the link between planning and healthrétaxally
and through collaborative professional practice. Research has covered either theoretical approaches or has examined
case studies of collaborative efforts between planning and health disciglaqesn(and Thompsp201Q
Botchwey et al. 2009; Srii vasan, O6Fal | cCancretsmodsydieenatic exgmplesdithows With
whom and under what circumstances collaboration between planners and health professionals should take place ha

been limited (Corburn, 2009).

3.4 DATA COLLECTION METHODS

This research employed a literature review and an iterative exploratory approach to the central research
question.Table3.1 illustratethese steps.

The first stage involved a broad review of the literature on planning and health followed by a content
andysis of professional literature (planning manuals, toolkits)incorporating health into planning and urban
design. This stage provided a review of current research and theories on the connection between planning and health
and the prevalence of ruralearch on this topic. The results of the content analysis were used to develop survey
questions.

The second stage involved collecting primarfprmationfrom research participants using sequential
methods. The first method used was an online surveysThe vey served two purposes, a)
understanding and experience with the research topic: planning and its relation to health and, b) to develop questions
for in-depth interviews. At the end of the online survey participants weredhiotparticipate in a follow up
interview. Interviews were serstructured using both the research questions and the responses from participants as
guides. Interview participants were encouraged to discuss what they felt was relevant.

Often quantitativesurveys follow qualitative interviews or focus groups which are used to generate
meaningful questions for the survey, (Creswell, 2009, Bryman & Teevan, 2005). In this research this was not
deemed the most effective route to exploring the main researctioggeEhe decision to gather information
through a survey and then interviews was based on informal discussions over the course of 2010 with planners
public healthand municipal officials. From these conversations it became apparent that health svasmaton

consideration in planning practice. Thereforgerviews or focus group discussions were deemed to have been
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pointless as participants would not have been be familiar with the research area. The survey used in this research
was employed first tgauge what the baseline understanding of the ideas and concepts under examination, namely
planning for healthy communities was across the province. At the outset of the research it was my opinion that
meaningful interview questions could not have beenldped until it was known whether study participants were

at least aware of the subject area covered in this research.

TABLE 3-1: Research Stages

Research Steps Research Method

Literature Review

Stage 1: Gathering contextualnformation to guide

; : ? Content Analysis of Planning Manuals and
information collection

Guides

Online Survey
In depth Interviews

Stage 2: Collecting primary information

Table 32 below summarizes areas of enquiry related to the research questions and the method employed

in gathering information.

TABLE 3-2: AREAS OF ENQUIRY

Area of Inquiry Literature Review Content Online Survey | Semistructured
analysis Interviews

Knowledge of healtloriented
planningconcepts and P
relationship between planning
and health.

P

Experience with collaborative
work with health
sector/professionals.

Influence of community type
(urban vsrural) on response
(policy & action) to health and
planning issues.

Needs associated with pursuin
healthy planning and lanase

policy.

Barriers to healttoriented
planning practice

U 0 U T
U 0 U 0 T
U 0 U T
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Defining features of health
orientedplanning &healthy P P P P

built environments

3.5 CONTENTANALYSIS METHODOLOGY

Content analysis was used to gain insight into what advice experts, academiagencies such as the
Heart & Stroke Foundation of Canada, were providing to planners and other persons interested in health, the built
environmentand planning. In this research the content analysis was not used directly as a tool to answer the primary
research questions, but moeaacontextual basis from which to develop the questionnaire and the interview process
and later to inform the analysis of the results of these data collection mefhedsse of tool kits, guideline
documentsand manuals are all common practice in piagn

Content analysis can take both a qualitative or quantitativeifdha latter usually entails the counting of
specific words or phrases and the former examines how the document interprets the relevant social context (May,
2008). The form of conterralysisused in this research is quantitative. Content analysis entails a largely iterative
process, whereby a document is visited several times over the course of the analysis. According to Bouma & Ling
(2006) content analysis follows much the same E®as an observational study, in that prior to investigation often
a checklist is developed which will categorize what is observed in the reading of the dosihemtising a
content analysimethod it is important to ensure thlhé documents being revied are similar enough to be
compared. Comparing a popular periodical like the New Yorker, to the Journal of the American Planning
Association would not result in useful conclusions as they are not designed for the same audience and differ greatly
in whatthey value as knowledgéhdrefore content analysis may not be appropriate in those circumstances (May,
2008).

Planning polkits and manuals are often designed for specific users, a specifi¢ andpeale of analysis
(site versus regional scale) are focused on individual issues such as transportation, finance, urban design or
health.Many manuals are not applicaliterural contextssuch as the Health & Urban Planning Toolkit (nt.the
Heal t hy Urban Devel opment iodahHealth Sefvica brarch. The documerfts chosen d o n 6 s
for this content analysis reseammfesentedhemselves as general and applicable to both urban and rural contexts
least not explicitly urbarDocuments for the content analysis were collected thronghternet search using the

search terms: health and planning, healthy planning, healthy urban design and planning for headiéveXkso
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manuals were located through the literature review. To be considered for analysis a document had to meet the
following criteria:

The document focused on the health impacts of the built environment and planning.

The document provided advice or guidance on how to use planning, policy and design to improve

health.

1 The document suggested that the material provided wéisagp to both urban and rural
contextsor was not explicitly urban
The content analysisas intended to be broad, but also to gather some key information:; a) who are the

documents intended for, b) are the documents heavily weighted towards urbanreamisre) what features and
attributes (physical & nophysical) do the documents present as most important to supporting healthy built
environments and/or communities, d) do they support interdisciplinary action, €) what do they promote as central
issuedn creating healthy communities and/or healthy built environments, and f) what spatial scale do the documents

focus on?

3.6 SURVEY

Surveys typically use either a general survey method which seeks to make generalizations about a population
based on the sampdeirveyed or they employ an experimental design which seeks to validate or reject a hypothesis
(Bouma& Ling, 2006).The survey used in this research seeks to make generalizations and as such follows a general
survey method. Surveys usually entail some fofmandom sampling, in order to make generalizations, and also to
reduce potential bias and to allow for statistical assumptions (Creswell, 2009). In probability sampling, a specific set
of population characteristigs typically used to determine the sampsuch as people from a specific town or
university. Norprobability sampling is sometimes used synonymously with purposeful sampling, where a specific
an individual (e.g. occupation) or set (e.g. occupation, age, city of residence) of characterigied #oeselect
participants. (May, 2008). In ngurobability samples, the ability to generalize from the sample to the general
population is limited if not erroneous. The rprobability sample can however provide a good picture of a specific
subset of th population (Bryman and Teevan, 200B)this research, there is no sampling procedure because the
goal was to contact all directors of planningtheir equivalentfor all municipalities in Nova Scotia.

Another reason for employing a survey instruirisrihat surveys are an effective method for gathering

information over large geographic areas such as an entire province (Bryman and Teevan, 2008, Creswell, 2009). A
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survey was deemed highly appropriate in order to rapidly gather information from derdésva Scotia. The use

of a survey to investigate how planners across Canada integrated health issues into their plancamgasdosten

used by the Canadian Institute of Planners (CIP, 2011). Additionally sampling specific occupations to understand
how health issues figured in planning and development in the Atlantic context has been employed before (Grant &

Manuel, 2011; Grant et al. 2010).

3.6.1 ONLINE SURVEY

Bryman and Teevan (2005) identify numerous advantages associated with using an online suatdgrfo
collecting data, such d®ing kss costhcompared to maibut andtelephone surveys$iavinga faster respondban
mail out surveysandare easier toollateresults. Bryman and Teevan (2005) also point out that online surveys have
been showna have fewer unanswered questions than mail out surveys, and open ended questions are also more
likely to be completed on online surveys. Bryman and Teevan, (2005) and (Bouma& Ling, 2006). identify some

disadvantages of using online surveys:

havingthesuvey restricted to those who are fionlinebo
low response rates, due to the filtering process of email systems,
the desired respondent simply not recognizing the survey as important due to the volume of other email and
online requests and,

1 the problem of naltiple responses or

1 responses from a person who is not the desired respondent.

In the case of this research the first disadvantage is negligible due to the profession of the respondents, which
necessitates that they have internet access.

At the end othe online survey, participants were asked whether they would like to participate in the

interview portion of the research. If respondents indicated that they would like to participate in the interview portion,
they were sent a followp email to arrangehen and how the participant would like to conduct the interview. If the
respondents did not respond within one week of the initial email follow up, an additional email was sent. If they had
still not responded two weeks after the date of the first follpvemail they were contacted via their publically
listed telephone number and asked directly if they still wanted to participate in the survey. If they indicated interest

an interview was scheduled.
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3.6.2 SURVEY DESIGN

The survey followed specific lines of questioning based on the content analysis research, the literature
review and thdaking the Puls&urvey distributed by the Canadian Institute of Planners, in March of 2011.
Examples from three of the CIP sunapyesions)were usedn my online survey. These questions, used in the
TakingthePulss ur vey, were deemed essential to gauge responde.]
health,health determinanthat theyrelated to planningand toidentify barriersto healthoriented planning

experienced by respondents in Nova Scotia.

3.6.2.1 CONFIRMATION OF PROPIR RESPONDENT

Surveys in general face the potential problem of unwanted resp@@sessvell, 2009; Bryman and Teevan,
2005) In the case of online surveyhijs can be additionally problematic as desired recipients can easily forward the
online survey to unwanted individgalT he first five questions in my survey were used to ensure that the desired
respondent was answering the surdaefjormationabout respodentsthat could be substantiatezslich as number of
positions ina planningdepartmentwascompiled prior to the release of the survey. If answers from respondents

varied dramatically from the collected data, then the respmasexamined moreritically or discarded

3.6.2.2 OPINION & ATTITUDES

Questions 8, 9and 10 asked whether respondents thought that health was an issue worth looking at in their
work. Question 17 presented five statementespondents and asked them to indicate whatttieyghtof current

research on health and the built environment and its relevance-iolverm areas.

3.6.2.3 ACTIONS & EFFORTS

In the current literature on health and planning, reoccurring questions are: where do the two disciplines
intersect from a practitioner perspige? How and should collaboration between health and planning professionals
occur?An objective of this study was to begin to understand whahy, collaborativeefforts have been undertaken
in Nova Scotigbetween health and planning professiondshe survey two questions were asked about this
connection. fAHave you ever consulted any of the foll owi

you have not already consulted any of t hhextonaswasir ces wo

1. To be able to identify whether planners had engaged in consultation with people in the health field;
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2. To explore their openness to the idea, and also the level of importance they placed on accessing expertise
and information on healthsses and,

3. If a collaborative effort was identified, to explore the successes or failures that they experienced.
These questions were also intended for follow up in stractured interviewdepending on their survey

response interview participants wexgked why they haar had nothad anyconsultation with health professionals.

3.6.2.4 HEALTH DETERMINANTS, MUNICIPAL PRIORITIES & BUILT FORM CHARACTERISTICS

Theremaining questionis& my online survey were designed to understand:

a) Whether planners and CAOs saw their work as addreasiynof thedeterminants of health

b) What health supportive services (transit, recreation services), built form and urban design features planners
and CAOs interpreted as important to their municipeiti

¢) To have planners and CAOs gauge to what extent their particular municipality contained specific
infrastructure and built forms that have been connected to health.

The list of health determinants identified by the World Health Organization (WHO

http://www.who.int/hia/evidence/doh/grdnd the Public Health Agency of Canada (PH#&®://www.phae

aspc.gc.ca/plsp/determinants/indegng.php) wereselected as variables threyinformed variables in several
questions.

The last two questions were drawn from the eight health and planning documents used in the content
analysis. Terms antbncepts that appeared frequently, such as walkability, active transpouatiood security,
etc. were used as variables in questions 18 and 19. Many of these variables have also beethasedé&arch on
the connection between health, the baiivironment and planning (Kim et al. 2010; Lake & Townsend, 2006;

Curran, Grant & Wood, 2006).

3.7 SEMI-STRUCTUREDINTERVIEWS

In a mixedmethods research approach interview processes can be structurestrsetmied or
unstructured. In exploratory reseatabwever, unstructured or sestructured is more common (Creswell, 2009). In
this study a sermtructured approach was deemed best to gather meaningful responsestr8guored interviews
allow interviewers to cover very specific topics, while still pdirng the respondent freedom in how they answer

guestions (Bryman and Teevan, 2008)e intent of the interviewsasto allow respondents the opportunity to
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expand upon their survey responses and provide insight into wuitheyquestions were or weret relevant to
their contextor to provide examples of how they weaeklinghealth concerns in their communities.

Interviews were held at times that were most convenient for the respondents. Respondents had the option to
conduct the interview over thghone or in person. Some interviews were held within days of completing the online
survey, others were at most a month after completion. The first interview was held on, 200412@nd the final
interview was held on September 12, 2011. With the exagepfione, all interviews were recorded using a digital
recorderandtranscribed. A copy of the transcription was sent to respondents for their approval prior to analysis.
They were specifically asked to review the transcripts to see if their anonymiguitatsly maintainedandif the
transcript properly reflected their comments. Respondents were encouraged to add material that they felt would be
usefulin understanding their comments in the interviéifier approval was received froall interview partidpants
the transcripts were given code numbiteraaintain the anonymity of the respondents while still allowing them to

be identified in the text.

3.8 SUMMARY

The research design for this project entailed the use of a mixed methods approach that fozsaegien
case study, Nova Scotia. Respondents came from the 54 municipalities that make up the province of Nova Scotia.
The methodology for this research entails the use of three main methods of information gathering, content analysis,

an online survey ahin-depth interviews, a process known as triangulation.
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4 CASE STUDY PROFILE

The reasons for selecting Nova Scotia are discussed Inttbduction andMethodology sectiorhowever,

somepoints bear repeating. Nova Scotia was selected for this study for three primary:reasons

1 Asthe province is largely made up of small towns and rural communities with only one majir city
provides a useful context for exploring health and planning from a rural perspective.

1 The second reasdreing my familiarity with the social, economic and health issues prevalent in the in
Nova Scotia.

1 The final reason for selecting Nova Scaotiasthatin 2006 the province began investigating ways
reduce burgeoninggealth care systegosts through adopting a population health approach to public
healthand increasing investment in community lewgérventiongCorpus Sanchez, 2007; Nova
Scotia Deparhent of Health, 2006).

4.1 NOVA SCOTIA SOCIO-DEMOGRAPHIC PROFILE

Along with New Brunswick and Prince Edward Islddova Scotia it Maritime Province Total land area of
the province is 53,338 Kiywith a coastline of almost 7,400 kilometr&se 2011 Censtigentifiesthe total
populdion of Nova Scotia a821,727. Just over 53% of the total population resides in in the Halifax Regional
Municipality (HRM, 390,308) and in the Cape Breton Regional Municipality (CBRM, 101,604). The province is

divided into 18 ounties and Nova Scotia has 54 municipalities of varying sizes:

Table 41: Nova Scotia Municipalities

Municipal Unit Typology Land Size(Range) Population densityRange)
3 Regional Municipalities 2,427.3-5,523.3 kA 4.5 people per kfrto 70 people per ki
27 23 people per km
21 Rural Municipalities 1400knt 4,200 kni
30 Towns 1.9knt " 19knt 92.51 870 people per ki

Outside of the Halifax Regional Municipality (HRM) and the Cape Breton Regional Municipality (CBRM), and

the Town of Truro no other municipalities have populatentresover 8,000 people. The following section will
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outline some of the demographic featiof Nova Scotia. This section will also provide backgroomdhe planning

system andhealth profile of the province.

Table 42: Sociedemographic Profile of Nova Scotia: 199611

Nova Scotia Profile

1996 2001 2006 2011
Total Population 909,280 908,005 913,465 921,727
Population Density (Pop per Kjn 17.1 17.0 17.1 17.3
Median Age (#) 35.8 38.8, 41.8 43.7
% of population 65+ years of age 13.1 13.9 15.1 16.7
. Data currentl
Median Household Income ($) 42,785 44,764 46,605 unavailabley
fRetail trade fRetail trade fRetail trade
industries industries industries
Top threeindustrial sectors by total| fHealth and social | fHealth and social| fHealth and social | Data currently
employment service industries service industries|  service industries| unavailable.
fManufacturing I Manufacturing fiManufacturing
industries industries industries

Source: Statistics Canada, Census Profile, Nova Scotia, 1996, 2001, 2006, 2011

As the table indicates the Nova Scotia population is growing, although not dramatically. The poulation
getting older. Incomes are not growing particularly fast and are lower than the national median income of $53,634 as
of the 2006 censu# Nova Scotia 45% of the population lives in what Statistics Canada defines as rural

communities (Statistics CanadSummary Tables: Population, urban and rural, by province and territory).

4.2 PLANNING IN NOVA ScoTIA

The practice of planning in Nov&cotiais governed by the Municipal Government Act (MGAhe one
exceptions theHRM which has its own legislation, the Halifax Chart€he MGA outlines the responsibilities and
powers that are provided to municipalities through the province. Similar to other provinces, Nova Scotia sets policy
guidelinesin line with theMGA that are intendetb guide planning decisions at the municipal leadled the
Statements of Provincial Intere3the Statements of Provincial Interest are intended to serve as guiding principles to
help provincial ananu n i ¢ i maevérnntent gepaétments in making dawis regarding land use. The statements

came into effect in April of 1999 and have not been amended since. At present, five Statements have been adopted.

1 Drinking Water Supply - To protect the quality of drinking water within municipal water supply
waterdeds.
1 Flood Risk Areas- To protect public safety and property and to reduce the requirement for flood control

works and flood damage restoration in floodplains.
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9 Agricultural Land - To ensure therptection of agricultural land artd seek to maintain aafle and
sustainable food resource base.
Housingi To provide a range of housing opportunities that meets the needs of all Nova Scotians.
Infrastructure - To make efficient use of community infrastructure, particularly municipal water and
wastewater fadifies.
The structure of municipal planning varies amongst municipal units across the province. Several municipal
units have no planning department or planhethese cases lange planning and development issues are handled

by a planning commissiothe CAO, orby private consultants, ¢in some cases a mix of theésk terms of

planning and land use control each municipal unit can be categorized according to the following:

1 (1) individual unit planning, i.e. planning department is specific to divislual municipality i.e. a singular
community;

1 (2) county/regional planning, i.e. planning is done over a broad geographical area and might encompass
numerous villages and communities;

1 (3) no planning, i.e. there is no planning department and anynequitred is done ad hoc through
consultants or planning duties may be assumed wunder

1 (4) planning commission or shared service planning, i.e. planning is done by a commission which works for

two or more municipal uts, orplanning serviceareshared with more than one municipality as needed.

This typology of planning service has evolved over time in response to demographic and economic trends.
Areas seeing population decline or disinvestment have tended to eitieepkanning or have in some cases
decided it is not an essential service (Stephen Feist, Senior Planner at Service Nova Scotia & Municipal Services,
personal communication, July, 2009). Other responses to slow growth or modest decline have beesetwiskare
across a planning commission for a group of municipalities that could not justify a planning department or hiring a
full time planner. In cases where CAOs are involved in the administration efitsndontrols and development
agreementghey maydo all work internally or contract out some planning servi¢asis each municipalithas

differing resources when it comes to managitamning and development.
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4.2.1 LAND-USEPLANNING IN NOVA SCOTIA

Municipal danning is largely governed by a seriedasfd-use planning documents. Many municipalities
have developed Municipal Planning Strategies (MPS), which serve as the policy basis-temdlamtl other areas
such as heritage, renewable eneand so on. The Municipal Planning Strategy (MPS) is edabteugh Laneuse
Byl aws (LUB6s), which provide speci fi-spedfiaregulatonsfori on as
development. Many municipalities have also adopteddévibion by-laws which regulate the subdivision or
consolidatiorof lands. The LUBs and Subdivisiondaws must be in accordance with @S, which must reflect
the intent of the Provincial Statements of Interest.

Landuse planning is not uniformly applied across Nova Scotia. While the majority of municipalities in
Nova Scotia have created an MPS and Litl&se areseverathat havenot, ortheyno longer use these lange
planning mechanisms. Several municipalities simply use the Provincial Statements of Interest, the Building Code of
Canada and the standards setheyDepartment of Environment, as guida(féigure 41).

Integrated Community Sustainability Plans (ICSPs) serve as an additional level of guidance in development
practices in Nova Scotia. These plans were originally completed so that municipalitidsoealdle to receive a
share of the provincial gas tax to support infrastructure maintenance and upgrades. These plans outline the vision,
goals and objectives that, in theory, municipalities intend to work towards to make communities sustainable. The
ICSPs are applied differently wariousmunicipalities some have been aligned with the local MPS. In some cases
the MPS meets the requirements of the ICSP due to its emphasis on sustainability and consequently no ICSP has
been developed.

Many municipalitiesalso have plans that deal with specific issues such as economic development,
transportation (including active transportation), heritage, or housing. In municipalities that utilizeséaptanning,
these special topic based plans are secondary to thebMtR8ust align with the policies of the MPS. In
communities that do not control development with an MPS or LUB, thesee baseglans may take a leading role

in development decisions.
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FIGURE 4-1: Areas with Municipal Planning Strategies andLand-Use ByLaws in Nova Scotia as of 2008
Source: Service Nova Scotia and Municipal Relations.

4.2.2 PLANNING ISSUES INNOVA SCOTIA

Planning issues in Nova Scotia are not significantly different from those in other provinces. Municipalities
in Nova Scotia arstruggling with ageing infrastructure, an ageing population, and reductions in funding from

seniorlevels of governmerdnddownloading of costs for services. Certain issf@msexample transportatioare

pressing. In rural communities transportation is a significant factor in accessing employment and essential services,

such as health care. Due to the dispersed settlement pattern through most of the, pnogineeople are dependent

on cars to acceemployment, retgibnd services. Pedestrian ayitlist infrastructure isimited. The majority of
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the roads in the province are the responsibility of the provincial Department of Transportation, which makes

decisions on type, quality and maintenanceoafisprovided

4.3 HEALTH PROFILE OFNOVA SCOTIA

Experts have suggested that people in the Atlantic provinces, which includes Nova Scotia, are, on average,
living less healthy lives than people living in other parts of Canada (PHAC, 2006; Mitura and B&0BanGP1,

2002).

Table 43: Health Profile of Nova Scotia (2012)

Health Profile: June, 2012 Nova Scotia | Canada
Perceived health, very good or excellent ( 58.5 60.5

Overweight or obese (% 60.7 52.0

Diabetes (%) 8.0 6.2
Cancer incidence (p&:00,000 population] 456.3 404.9

Current smoker, daily or occasional (¢ 23.2 20.4

Heavy drinking (%) 20.5 17.3

Leisuretime physical activity, moderately active or active (| 52.6 52.3
Fruit and vegetable consumption, 5 times or more per day 36.3 44.2
Participation and activity limitation, sometimes or ofté¥b) 35.7 28.0

Source:Statistics Canada. 2012. Health Profile., Statistics Canada Catalogue-R28 BRVE. Ottawa. Released June 19, 2012.
http://www12.statcan.gc.ca/heaklante/82228/index.cfm?Lang=E

4.3.1 HEALTH SERVICES& PuBLIC HEALTH

In Nova Scotia the Department of Health/ellness, is responsible for the funding and oversight of
provincial health care (acute care) and public health programs. The responsibility for direct care, through medical
centres and hospitals is divided amongst nine District Health Authorities wdweh all of Nova Scotia. The
District Healt h Au tabtonomotsibedies whithhinalée secisicens oa health care provisions
and public health programming based on regional need. Services and programs are not equal throughout the
province. Fo example there are a larger number of programs and services aimed at addictions treatment in DHA 3:
Annapolis Valley District Health Authority than in other parts of the province due to the prevalence of prescription

drug abuse in that region (Moore, 201Rigure 42 shows the geographic areas covered by each DHA.

3 Population aged 12 and over who reported having 5 or more drinks on one occasion, at least once a month in the past year.
4 Population aged 12 and over who reported béiniged in selected activities (home, school, work and other activities) because
of a physical condition, mental condition or health problem which has lasted or is expected to last 6 months or longer.

46


http://www12.statcan.gc.ca/health-sante/82-228/index.cfm?Lang=E

Chéticamp
[ ]

DHA 8
|
NVEerness Sydney
P °
Baddeck
Amherst
Oxford ~ Tatamagouche A S
5 Pict ntigonis|
DHA 5 AN g 5
4 New Glasgow Port:Hawkesbury
Parrsboro
Truro. DHAG6 rb
. e DHA 7 oCanso

.Kentville_ DHA'4

N

.Mnddlelon .Windsor L .
Annapolis Royal DHA 9 District Health Authority (DHA)
o by Musquodoboit Harbour | South Shore Health (DHA 1)
Digby 2 DHA 3 b = South West Health (DHA 2)
B{idgewater Halifax Annapolis Valley Health (DHA 3)
Lunenburg Colchester East Hants Health Authority (DHA 4)
DHA'1 Cumberland Health Authority (DHA 5)
DHA 2
a Pictou County Health Authority (DHA 6)
Liverpool
.Yarmouth P Guysborough Antigonish Strait Health Authority (DHA 7)
L Shelburne Cape Breton District Health Authority (DHA 8)

Capital District Health Authority (DHA 9)

FIGURE 4-2: DISTRICT HEALTH A UTHORITIES (DHA): NO VA SCOTIA
Source: Nova Scotia Department of Health and Wellriggs//www.gov.ns.ca/health/ccs/

4.3.2 COMMUNITY HEALTH BOARDS

An interesting component tfie structure of halth services in Nova Scotia are Bemmunity Health Boards
(CHBSs). There ar87 Community Health Boards across Nova Scotia. The CHBs are volunteer organizations that are
intended to act as community level health advocates. The primary role of the CHBs isctoacmllshare

information onhealth issues itheir respective communit&2 CHBs are expected to:

Collect and share information on local health needs and services.
Encourage partnerships and community participation around health initiatives.
Identify factors that influence health.

Help educate the public about health and ttdtheare system.

= =4 -4 -4 -2

Develop community health plans which pedgram and policyriorities and advise their health authority

on ways to improve health and health services.

=

Identify ways to make the communities healthier.

Participate in the allocation of gri@rto promote better health.
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(Community Health Boards Nova Scotidie Role of the CHBttp://www.communityhealthboards.ns.xa

In order to provide regionally specific health care, the CHBs as well as the District Health Authorities, were
established. The CHBs serve as a link between the community and the District Health Authority. Every three years
the CHBs are expected to develommunity Health Plan that outlines the priority health issues for that health

board and recommendations to the community and District Health Authority on how to address them.

4.3.3 COMMUNITY HEALTH ISSUES INNOVA ScOTIA

Obesity, addiction, injuries (fatahd nonfatal), heart disease, diabetasdinfectiousdisease outbreaks are all
community health issues. This research is primarily concerned with health issues that have been linked to social and
environmental determinants of health. A review ofeach@dB most recent Community Heal't

range of community health issues in Nova Scotia. The most frequently cited issues are:

Chronic disease and its management;
Addictions and substance abuse;
Physical activity;

Obesity;

Lack of safe anaffordable tansportation;

Employment and battling poverty;

= =4 =4 -4 A - -2

Improved information about health services and health trends

As the above list of community health issues demonstrates, CHBs consider community health issues to be
both physiological conditianbut also behavioural, soes@onomic and infrastructure based, like transportation.

This view of community health issues is in line with the WHO, Public Health Agency of Canada, and the majority
of academic literature dealing with the determinants otinéRaphael, Curnstevens and Bryant, 2008; WHO,

2008; PHAC, 2006).

4.4 SUMMARY

Nova Scotia is a useful case study for assessinmfiaence of rurality on healtbriented planning as it is a
primarily rural province and the population demonstrategative health outcomes and behaviours that have been

highlighted in the literature on planning, built environment ,and health.
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Assuming that health is determined by more than just biological and physiological factors, and is also
influenced by the shamnd composition of our neighbourhoods, towns and regions, what role should those who
shape where we live, work and play take in tackling community health issues? The following sections comprise the
findings and analysis portion of this thesis. These sestidll explore how planners in Nova Scotia interpret their

role in dealing with community health issues.
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5 CONTENT ANALYSIS

The purpose of the content analysis outlined irChapter 3yasto identify subjects (e.g. collaboration,
integration of health data into planning analysis, etc.) and categories (social and physical deteomieatith)
relevant to healtloriented planning. The content analysis was used terstahd what guidanamn healthoriented
planning was being made available to planaehow the work of planning for healthy communities is being
envisionedn professional planning literatur&he content analysis process entailed several readings of each of the
documentsn Table 51.

A recent addition to the list of planning guides dealing with healtteathy Communities Practice Guide
(2012) by the Canadian Institute of Plann@itsis guide was released after the content analysis was complete.
Consequently, the guidea provided in tatdocument was not taken into consideration in the development of the
survey questions. However, the majority of material included it#adthy Communities Practice Guidajpports

or is drawn from the guides included in the document analysis.

TABLE 5-1: DOCUMENTS USED IN CONTENT ANALYSIS

Nova Scotia

Healthy Places Toolki(2007), Thompson, K. and M. Willison, for the Chebucto Communities Development
Association, Spryfield, HRMNova Scotia

Ontario

Planning by Design: A Healthy Communities Handbi09), Ministry of Municipal Affairs and Housing, Ontar
& Ontario Professional Planners Institute

British Columbia

Creating Healthy Communities: Tools and Actions to Foster Environments for Healthy (200@) Miro, Alice &
Jodie Siu, SmartGrowth BC,

Canada

Shaping Active, Healthy Communities A Heart and Stroke Foundation built environment toolkit for. ¢g@hfe
Heart & Stroke Foundation of Canada

United States

How to Create and Implement Healthy General Plans: A toolkit for building healthy, vibrant comm{2ti083%
Public Health Law & Policy and Raimi + Associates

United Kingdom

Building Health:Creating and enhancing places for healthy, active [(2897) National Heart Forum, Living
Streets, Commission for Architecture and the Built Environment (a)

Good Practice Note 5: Delivering Healthy Communi{i2g807) Royal Town Planning Institute (b)

Australia

Heal thy by Design: a pl anner s(8004 Natichad HearbFoundation af o n n
Australia
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The content analysis looked to gather some key pieces of information:

a) For whom are the documents intended?

b) Are thedocuments heavily weighted towards urban environments?

¢) What features and attributes (physical & fahysical) do the documents present as most important to
supporting healthy built environments, planning and/or communities?

d) Do the documents support intesdiplinary action?

e) What do they promote as the central issue in creating healthy communities and/or healthy built
environments?

f) What spatial scale do the documents focus on?
Information collected through the content analysis varied from straight forward word counts (e.g. how many

times rural was mentioned) to identifying whether specific conceptsdisressedsuch as walkability, mixed use

development or social equity. Ahe documents varied in there scope of issues as is shown in the analysis.

Thedocuments werexaminel for the following:

1. Intended audiencewho is the intended user of the docum@ng. planners, general public, engine®rs)

2. Focusi what does thdocument emphasize as important to planning for a healthy comnfeimgjtyactive
transportation, housing, governarize)

3. Counting of words (Not including headings or refereriogbat scale of settlement is most often referred to
in the document (E.g. urbamnyral, small/communit(ies)/town, village, suburban, peripheral;urban)?

4. Examples/Case Studies ugedhat examples/cases are used to demonstrate healthy planning practice?
(E.g. major urban, urban, suburban/paitan, village, town, rural or remote)?

5. Key concepts: What community features or characteristics are identified as being important for a healthy
community (E.g. Density, Mixed Use, connected streets, dedicated sidewalksrtg&éactive

transportation infrastructure, proximitgnd varietyof retail options)?

5.1 CONTENTANALYSIS SUMMARY

A number of common themes became apparent through the content analysis. A variety of built environment
features, conceptand planning theories such as active transportatiorthigit density, streets with hidavels of
connectivity,Smart GrowttandNew Urbanismappeared frequently in the documents (TabB.5

Support for collaboration with health sector professionals was emphasized in allethdpttne reasons

cited forcollaboratiornwere

a. toincrease capacity for research and access to funds through different funding streams,
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b. to encourage muksectorialapproaches needed to effectively shape policy and practice
and tofosterchange in the population, also to avoid redundancies in pra@jedts
c. to ensure that appropriate measures and interventions are applied throughataenéd
knowledge from both healténd planning.

The majority of the documents analyzed looked at a broad scope of community design and planning issues.
While the emphsis was on physical activity, other factors such as energy security, écatieensity, and the
protection of agricultural land were identified. More emphasis was placed on the health impacts of physical
environment@andurbandesign over and above so@conomic and social capital factors, such as political
engagement, poverty reductjmr social alienation. However, social and mental health outcomes were linked with
physical components such as public space and connectivity between residential aretsl and service arsa
The relationship between environmental factors and health outcomes is not implied to be causal in the documents.
Rather the emphasis is on providing the highest level of converfienpeopleto make choices that support social,
physical and economic health easier.

Surprisingly the emphasis of the documents was not as urban centric as | supposed. While urban examples
dominated the documents, every document made reference to rural areas, either by way of a casxatudie
of a best practice. Seveddcumentsalsoidentifiedthat applying design and policy ideas designed for urban areas
could be problematic in rural areas. Overwhelmingly the geographic scale discussed in the documents was the
community or neighbotmood level. Interventions and design guidelines were often presented in a site specific
manner However, overalthe emphasis was on urban rather than rural contexts.

In the documents, the street environment figures as a key unit osisnatyl interveitn for health
oriented planning and community desigine street level is the focus of many planning and design theories such as
New Urbanism The street is the main transportation space for pedestrians, it is where people, live, interact or avoid
interaction due to feaand it is where retail and services are accessedsequently, the fact that the documents
used for the content analysis, focus on the street level and is not surprising.

All documents referenced specific planning theo@sartGrowthandNew Urbanisnwere mentioned the
most; followed byTransit Oriented Developme(EOD) andCrime Prevention Through Environmental Design
(CPTED). These theories emphasize much of what was highlighted in the documents: emphasis on design and land
use, compact development, mixed use, walkable scale environments a variety of transporaogtiens

importance ohavingretail and recreational optiomgar residential areas
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As a group, these eight documents repress@ntthinking on what constittes healtforiented planning
from three continents. Each document identifies the same or similar built environment features;oainic
factors and approaches to planning. Based on this agreement amongst documents, the features identified in can be
asumed to be representative of what is being presented to planners as planning theories and built environment
characteristics that are supportive of health. Each document suggestiscifg@inary collaboration between
planners angrofessionals from thieealthsector. his agreement amongst documents points to the significance of
collaborationto support healtoriented planning. Therefore, in order to investigate the extent to which planners in
Nova Scotia address health considerations in their prabgcgéems listed iTable 52 andTable 53 were used to

shape questions in both the online survey and, to some exteleptim interviews.
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TABLE 5-2: Content Analysis ResultdHealth-Oriented Planning: Summar

Audience Supports Focus Key Word Count: Unit of Non-Urban Examples/ Case

Collaboration With analysi§ 4 most often cited | Studies Used

Health Professions units.(Excludes References,

/Sector Index and Table of

Contents)
Nova Scotia 1)Community
Healthy Places Toolkit, (2007), | All stakeholders Yes Comprehensive 2Neighbourhood None provided
Thompson, K. and M. Willison, 3)Urban
4)Town
Ontario
Planning By Design: A Healthy 1)Community
:\:A?r:g::;rgf'e,aui?gggf’gﬁéﬁgog)’ All stakeholders Yes Comprehensive ggﬁfggln Yes, throughout
and Housing Ontario and Ontari 4)Neighbourhood
Professional Planners Institute
British Columbia
Creating Healthy Communities: Devclalrc])gers, Plelmnelrs, LyCommunity
Tools and Actions to Foster Health Sector, loca ) 2)Neighbourhood
. .. | government and Yes Comprehensive 3)Urban Yes, throughout
Environments for Healthy Living . D Town
. ] - planning and health )

(2009) Miro, Alice and Jodie advisory boards
Siu, SmartGrowth BC., y
Canada
Shaping Active, Healthy )
Communities a Heart and Strok ;)Cobmm””'ty
Foundation Built Environment | All stakeholders Yes Physical Activity 3;Hreigabourhood None provided
Toolkit for Change: (N.D.) Heart 4)Region
andStroke Foundation of
Canada
United States
How to Create and Implement )
Healthy General Plans: A ;)ﬁo.mm)””'t{] g
Toolkit for Building Healthy, Planners Yes Comprehensive 3gufggn ourhoo None provided
Vibrant Communities (2008) 4)Region
Public Health Law and Policy
and Raimi + Associates
United Kingdom (A)
Building Health: Creating and 1)Urban
Enhancing Places for Healthy, 2)Community/
Active Lives (2007) National Sseene:g:‘gsusti)cllﬁalli nd Yes Urban planning Physical activity Town Yes, a few
Heart Forum, Living Streets, P 3)Village
Commission for Architecture an 4)Rural
the Built Envronment
United Kingdom (B) )
Good Practice Note 5: ;)gomr‘””'ty
Delivering Healthy Communitieg All stakeholders Yes Comprehensive S;U:‘brgn NA
(2007) Royal Town Planning 4)Neighbourhood
Institute
Australia )
Heal t hy by Des| Health, Planning and ;)Sobmmunlty
Guide to Environments for Landscape Architecture | Yes Physical ActivitySocial inclusion SgN;ingborhood Yes, one
Active Living (2004) National professionals. #)Rural

Heart Foundation Of Australia
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TABLE 5-3: Content Analysis ResultdHealthOriented Planning: Design, Development and Policy Suggestions

Nova Ontario British Canada United United United Australia
Scotia Columbia States Kingdom Kingdom
(a) (b)

Community scale
that is
Walkable/Cycle
able

P

P

P

P

P

P

P

P

Mixed use
development

P

o

P

P

P

P

Active
transportation
design/
infrastructure

o

Recreation, play
and cultural
facilities/areas
(indoor and/or
outdoor)

Interconnected
street and path
network

o

o

o

o

Mid-High density
development

Safety/CEPTED

0T

Public transit/TOD

0|00 T U

Affordable housing

Access to healthy
food

U U TUTU T T U

Green/natural spac

Clean environment
(air, soil, water)

0|00 T

U 0T

Aesthetically
pleasing/Quality
outdoor
public/meeting
space

U U0

Diversity of and
closeproximity to
retail/services

U U U0 00070

o

Community
gardens

Injury Prevention

Community
engagement
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6 SURVEY RESULTS

This research is the second survey of Canadian plarh&tedks at understanding how planners interpret
and incorporate health issue into planning pracfite. first surveyTaking the Pulse: Benchmarking Planning for
Healthier Communitiewvas sent to all members of the Canadian Institute of Planners (CIR)spring of 2011.
The CIP survey sought input from professional planners in the public, private, and academic sectors as well as
planning student®n how and to what extent they were aware of, and had engaged with health issues in their work.
My survey (Appendix C) focused solely on Nova Scotia and only sought input from municipal Planning Directors,
or in municipalities that lacked a planning department, the CAO or Municipal Clerk. The original intent was not to
compare the results with the CIP survey, bitimately some of the results were similand bear mentioning. The

CIP survey results were released in 2012 werktherefore not reflected in the design of my survey.

6.1 SURVEY RESPONSESETS

The total number of responses vZakhoweverd were dropped posturvey. Two response sets were dropped
because too many questions were unanswered. Aretbeesponse sets were dropped because they were from
planning commissions in Nova Scotia. The respondents from the planning commissions iffidistegbn with
the survey questions. The planning commission directors are responsible for planning services in multiple
municipalities. They felt they could not reliably answer the questions as posed. Many of the survey questions did not
make sense wieapplied to multiplanunicipalities simultaneously.o maintain the validity of the analysis the two
response sets from planning commissions were dropped, leaving twenty total cases:1Taines@ illustratethe

breakdown of survey responses.

TABLE 6-1: SURVEY RESPONSE BREAKDOWN

SURVEY RESPONSES
Total Response 24
Total dropped due to validity and completeness isg 4
Total Responses used in analysi 20
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TABLE 6-2: SURVEY RESPONSE Bf RESPONDENT TYPE

TOTAL RESPONSES BY RESPONDENT TYPE
Planning Director 14
CAO 6
Total Responses 20

I had hoped for a high response rditg,even a 100% response rate) so that survey results could be run
through a series of inferential statistics to look for relationships between rurality, planning department versus no
planning department and population trends. Ultimately the samplensi28)(negated the use of inferential
statistics. Given the total sample size (n=20) the use of parametric tests would provide a mislealliegpd a
Type 1 error, consequently ngarametric tests were chosen as the safest approach to analysisl Size<ébr
tests like chisquared and neparametric tests like Mann Whitney U and Kruskal Wallace were too small in most
casesor simply yielded nossignificant results. Consequenttiie use of inferential statistics was set aside and the
analysis focaed on descriptive statistics. A full description of the inferential statistical process is available in

Appendix D.

6.2 INDEPENDENTVARIABLES USEDIN ANALYSIS

To measurghe effect ofrurality on participant8responsea groupof independent variables weselected
based on a) their use in other studies looking at the connection between health and rurality (CIHR, 2006, Nova
Scotia Food Security Network, 2008) and, b) their acceptedauseeasures of ruraliglsewhere (du Plessis et,al.
2001, Bollman & Clenenson, 200&008; Douglas, 2010). The null hypothesis supposegsititatest and action by
planners orrommunity health issueffpr example obesitysocial isolation, or malnutrition)s notaffected by how
rural a municipalitynay be As was discussed in the literature review, defining and measuriaigs difficult, and
can require multiple approaches (Reimer and Bollman, 2010; Hodge and Gordon, 2008; du Plessis et al. 2001). The

variables chosen for this research are showralrle 63: IndependenYariables

®The development of a population size variable wasg uggch, in most cases increased the cell size appropriately to at least 5.
However, even in this case the relationships did not demonstratalaesuitable at the 0.05 confidence level.
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TABLE 6-3: INDEPENDENT VARIABLES

Variable

Criteria

Developed by:

Metropolitan Influenced
Zones (MIZ) categoriés

Based on percentage of commuting for employment.
Divided into 6 classes.
Classes refer to the % of employed labour force who commute
an urban core (either a Census Metropolitan Area (CMA =pop.
>100,000) or a Census Agglomeration Area (CA = pop. 10,00
99,999). Classes rated from urban core to remote communities
have no commuting for employment.
Classes are defined by the level of influence opa has over
another, higher influence equat®re commuting. The assumptio
is thatthelower the strength of theMIZ influencerating the further
the community is from the CMA anddtmore rural or remote it is

1. Census Agglomeration (with census tracts) 10j000

99,999

2. Census Agglomeration (without census tracts) 10{000
99,999
Strong MIZ: 30% or more
Moderate MIZ: at least 5% but less than 30%
Weak MIZ: more than 0% but less than 5%
No MIZ: includes all CSDs that have a small employe
labour force (less than 40 people), as well as any CSIl
that has no commuters to a CMA/CA urban core (

ook w

Developed bystatistics
Canada

(du Pleiss et al. 2001;
Statistics Canada, 2006)

Organisation for
Economic Ceoperation
and Development
(OECD) definition

The OECD definitions are part of a territorial scheme for the
collection of international!]l
A R u 7 150 people per Km2

A N erural = >150 people per Km2

The definition wasleveloped
for the Rural Indicators
Project, an initiatie of the
OECD Rural Development
Programme, launched in
1991 to support analysis and
cooperation on rural
development across the
OECD membership (du
Pleiss et al. 2001)

Nova Scotia Municipal
classes

The reasons for the different classésnunicipality ardargely
based on past legislative and service decisions . The classes W
defined in a series of legislative acts which outlined different
service requirements and taxation abilities based on the differe|
classification. The three classes are:

1 RegionalMunicipality

1  Rural Municipality

T Town

Developed originally by
Federal government and
modified through provincial
legislation.

Populationsizevariable

Definition set arbitrarily to split sample as evenly as possible to|
for significance.

1 Lessrural tourban >10,000 population.

1 Rural< 10,000 population.

Developed by myself for the
purpose of this research.

Population trend

Used to look for relationship between population trend and
responses.
1 Growingi population increase between 202611

1 Declinei population decrease between 28 1

& Al municipalities within Nova Scotia are either CMA, CA (ntracted), Moderately Influenced or Weakly Influenced.
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The independent variables selected were assumed to have some level of influence over the responses from
the survey participants. The strength of that influence was not assumed, only that it waslpréseanalysis of
the survey, other variables were considered, such as whether the respondent was a planner or not, and the number of
employees ithe planning departmertiiowever,these two variables appeared to have no effect on responses and
were therefore left out of ghanalysisln the interview results sectidooth rurality and staff sizerere more

significant in explaining participastfesponses.
Overall the majority of repondents came from the more rural class of each variable (TFaple 6

TABLE 6-4: RESPONDENTS (%) BY VARIABLE CLASSES

(%) of Number of
Variable Classes Urban or Rural | survey respondents
respondents
CMA Urban 5% 1
. Census Agglomeration o 3
;/Ic:ar:;ngg[s:elsnﬂuenced (without census tracts Less urban 15%
Moderate MIZ Less rural 25% 5
Weak MIZ Rural 55% 11
. 7
Organisation for >150 persons per km2 Urban 35%
Economic Ccoperation
and Development 2 o 13
(OECD) definition <150 persons per k Rural 65%
>10,000 persons Urban 40% 8
Population sizevariable >
< 10,000 persons Rural 60%
Regional Municipality NA 15% 3
NS Municipal classes Rural Municipality NA 40% 8
Town NA 45% 9
. Growing NA 60% 12
Population trend Declining NA 20% 8

6.3 SURVEY RESULTS

The main feature of the survey results is how similar responses are between respondents. There are high
levels of agreement among survey respondents regardless of how rural their municipality may be cassidsied
as the other populatictrends.
The results are broken down lhetne (the Identification themeame of municipality employed by,
planner or not, etc. is not analysealyd where approprigtare compared to the results of the 2011, CIP survey

Takingthe Pulse: Benchmarking Planning for Healthier Communities
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TABLE 6-5: SURVEY THEMES

7

Survey Themes SurveyQue st i’
Identification(for analysis and confirmation of identity purpose 2-7
Opinion 8-10, 17
Practice 11-13
Barriers 14
Consultation 1516
Built environment and community facto 1819
6.4 OPINION

6.4.1 IS HEALTH A PLANNING ISSUE?

Questions 810 asked respondents if they believed that health is impacted by the built environment, and
whether plannersind municipalities should address health in their work. The respondents were provided a semantic
differential of strongly agree to strongly disagree to answer these three questions. Alptmses to questidh
fiDo you agree that the built environmdrats an impact on heafthd a m den&al do you agree that health is an
issue planners should address in their practice?w e r efistrenigly dgreeror fiagre®. There vereslightly more

respondents that simpifagreed thanfistrongly agreedlbut the difference between the two was minimal. For

guest iDon yolu fagree that health is an i ssualtherasponses pal go
with the exception of two were eithBstrongly agre@or flagre®. The remaining two reg@nses were neutral. There
was nothing significant about the two respondents that provided a neutral response to questien tharthey
were quitedissimilarin terms of population size, density and profession
6.4.2 RESEARCH ANDRURALITY

Question 17 waalso an opinion question; the focus was on how respondents viewed (at theeti2@1)
current research on planning and health and its applicability to rural and small town contexts. The underlying issue
was whether rurality presented laatienge tornplementing healtloriented planningQuestion 17 consisted of five
statementsRespondents were asked to indicate their level of agreement with each.

1) Current research on health and the built environment is applicable to small town areas.

2) Current researchn health and the built environment is applicable to rural areas.

3) There is a need for more research on the impact of the built environment on health outside of cities.
"Question 1 was to confirm the respondentés willingness to
respondentés willingness to participate in the interview por
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4) Nonrurban areas (small town, rural, remote) are limited in what they can do to plaeaftr.
5) Communities outside of urban areas cannot support the infrastructure to facilitate healthy behavior

(E.g. active transportation, recreation facilities, etc.)

These first three statements makeassumption that the reader is aware of currenairebeor has
reviewed research on the impacts of the built environment on health. iselsfumption was reasonably safe
based on the fact that prior to my survey, CIP had releasddkiieg the Pulssurvey and the Nova Scotia
Planning Directors confence for 2011 had focused on the connections between planning and health. Therefore |
felt that respondents were likely to have encountered at least some research relating planning to health. The
respondents were given a sematic differential scalesofltostrongly disagre®to 5=0strongly agre®), the higher
the score the higher the level of agreement. The sdoreeach statement-g8) weresummed to provide a total
score. A score of 20 would mean all respondents indicatedistreyngly disagreduwith the statement score of
60 would indicate that all respondefiteither agreed, nor disagréaslith the statemengnd a score of 100 would
mean that all responderiistrongly agreedlwith the statement (Figure®. The numbering of statemeitsFigure
6-1is based on the order they appeared in the survey. The highest score was for statement 32 Eignwe the
response breakdown per statement (numbéstobngly disagre® rumber offistrongly agre@responses).

Statements two, four arfitve are the only ones to have any level of disagreement.

3) There is a need for more research on the impact of
built environment on health outside of cities.

1) Current research on health and the built environment al
health is applicable to small town areas 76

2) Current research on health and the built environment a
health is applicable to rural areas

Statement

infrastructure to facilitate healthy behaviour (AT, recreatia
facilities, etc.)

0O 10 20 30 40 50 60 70 80 90 100
Total Score per Statement

FIGURE 6-1: Q17 - LEVEL OF AGREEMENT P ER STATEMENT i TOTAL SCORE (The xaxis shows the sum of all responses
per statemeint
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20

o 18 Level of Aareement
g 16
3 14 m Strongly Agree
o 12
95: 10 m Agree
# 8
©
° 6 = Neither Agree No
- 4 _
Disagree
2
0 - . . m Disagree

5) Communities 4) Non-urban  2) Current 1) Current 3) Thereis a
outside of urban areas (small researchon  research on need for more
areas cannot town, rural, health and the health and the research on the
support the remote) are built built impact of the
infrastructure to limited in what environment  environment built
facilitate healthy they can do to and healthis and health is environment on
behaviour (AT, plan for health. applicable to applicable to health outside of
recreation rural areas small town areas  cities.
facilities, etc.)

m Strongly Disagree

FIGURE 6-2: Q17 - LEVEL OF AGREEMENT P ER STATEMENT

6.5 PRACTICE

Questions 11, 12nd 13 were used to gauge whether respondents thought of or addressed health issues in

their practice.

6.5.1 PLANNING DOCUMENTS

Question 11 asks respondents to identify whether health is an explicit goal in any of their official
documents sutas a Municipal Planning Stratedyealth as an implicit goal has been identified as being present in

sustainability approaches to planning (Barton, 2010; Crawford, 2010; Barton & Tsourou, 2000).

Q11: DOES THE PROTECTION AND PROMOTION OF HEALTH APPEAR AS AN EXPLICIT
OBJECTIVE OR GOAL IN ANY OF YOUR OFFICIAL PLANNING DOCUMENTS?

100%
90%
80%
o 70%
g 70%
S 60%
%
2 50%
:C:> 40% mYes
X 0,
30% ONo
20% —
10% - —
0% T T )

< 10,000 pop. >10,000 pop. Total
Population Variable Categories

FIGURE 6-3: Q11-POPULATION SIZE VARIABLE -<10,000 POP->10,000 POP
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100%

90%

80%

70%

60%
50%

40%

mYes

% of responses

30% -
20% -
10% -

0%

ONo

< 150 people per km2 > 150 people per km2
OECD Rural Definition categories

Total

FIGURE 6-4: Q11-OECD: < 150 PEOPLE PER KM2->150 PEOPLE PER KM2

100%

90%

80%
()
2 70%
2 60%-
& 50%
G 40% - mYes
R 30% -

20% - ONo

10% -

0% - T T T )
Regional  Rural Municipality Town Total
Municipality
Nova Scotia Municipal Class
FIGURE 6-5: Q11-NOVA SCOTIA MUNICIPAL CLASSES
100%

90%

80% -
8 70% -
S 60% -
(o}
3 50%
‘5 40% - mYes
X J

30% ONo

20% -

10% -

0% - . . . . )
Weakly Moderately  CA (non- CMA Total
Influenced  Influenced tracted)
MIZ Classes

FIGURE 6-6: Q11-MIZ CLASSES
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100%

90%

80%
70%

60%

50%

40%

mYes

ONo

30%
20%

% of responses

10% -
0%

Growing Declining Total
Population Trend

FIGURE 6-7:Q11- POPULATION TREND

6.5.2 AREAS OFWORK

Question 12 provided a list of social, economic and built environment factors that have been correlated to

health. Respondents were asked to identtfich correlates they have dealt with in their practice. Respondents were

able to answer either yes =2, no ol unsure =0The list of correlates was developed from the content analysis and

covers a broad range of environmental, econpand social isses as shown below.

CeNoUr~ONE

Affordable Housing

Opportunities for social interaction

Access to green/natural space

Job opportunities for residents

Access to affordable transportation options (Active Transportation &/or Public Transit)
Opportunities for culturaéxpression

Access to healthy food options (fresh produce, etc.)

Working conditions

Injury prevention

. Accessibility of public areas for people with disabilities
. Access to social services

. Clean environment (Clean air, water & soil)

. Access to health services

. Education opportunities

. Crime prevention

. Opportunities for recreation

. Political engagement in local issues

| wanted to see the extent to which respondents had dealt with health issues in their generally the

diversity of issues they dealt with imgetice List items likeWorking Conditions, Education Opportunities, Injury
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Prevention, Access to Social and Health Services were expected to elicit a low number of responses. The first two
(Working Conditions, Education Opportunities) typically fallingder the sociabf health determinants literatyre

and the last three, (Injury Prevention, Access to Social and Health Services) being, at least in Nova Scotia,
synonymous with provincial level departments rather than municipal functions. Figusbdvshe different

scores per correlatedm my survey. Scores were derived by summing the number value of each regpsosee

of 40 would indicate all respondents addressed this correlaixdanple every respondents (n=20) indicated yes

they had dealt wh access to natural green spaces, consequently the score for this correlateAnaddof 20

would indicate thahone of theall respondents addrestthat correlate.

Score per correlate
0 5 10 15 20 25 30 35 40

1. Access to green/natural space

2. Opportunities for recreation

3. Clean environment (air, water & soil)

4. Accessibility of public areas for people with disabilities
5. Affordable transportation options (AT &/or public transit)
6. Political engagement in local issues

7. Affordable Housing

8. Opportunities for cultural expression

9. Crime prevention

10. Injury prevention

11. Opportunities for social interaction

12. Education opportunities

13. Job opportunities for residents

14. Working conditions

15. Access to health services

16. Access to healthy food options (fresh produce, etc.)
17. Access to social services

Correlates

FIGURE 6-8: Q127 HEALTH CORRELATES AN D PLANNING PRACTICE

In Taking the Pulseespondents were asked to identify from a list of health correlatek wheshey had
addressed over the past two years. The responses from the CIP survey were divided between those from urban and
rural area Both the CIP survey anti¢ survey used in this research identified similar community health and
planning correlates, such as affordable housing, public transit, and unemployment, although different phrasing and
terms were used. My survey also included more correlates than trsi®@y. The correlatebat wereused in both
the CIP survey and yrsurvey are listed in Table®and are ranked according to the total score they recbaset

on participant responsesot all the correlates are directly comparable, for examplejrstecbrrelate in the CIP list

8 The Taking the Pulsesurvey did not use a specifitassification system to define rural, rather respondents prendded
opportunities tadentify as rural by name as opposeatguantifiable measure.
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is 1.Pedestrian and traffic safetyhere is no directly comparable correlate in my list, however, numbers 5

Affordable transportation options (AT &/or public transithd 10 Injury preventiorcan berelated to pedestrian and

traffic safety Nearly all correlates ranked lower in the Nova Scotia survey than the CIP survey with the exception of

correlates2. Opportunities for recreatiorand 3Clean environmentvhich ranked equally.

TABLE 6-6: SURVEY RESPONSE COMPARISON
(Ranking of correlates in theaking the Pulseolumn is based on the total number of times eactelatewas

selected in that survey. The ranking in column for the Nova Scotia survey is based on the total score per correlate.

Thescore is based on adding aléthcores per correlate (either 2=2edNo,0=Unsurg To illustrate the differences
in the ranking of correlates between the two surveys a blue line is used).

CIP survey Taking the Pulse

Nova Scotia Survey

Access to green/natural space

>

Opportunities for recreation

Clean environment (air, water & soil)

.

Accessibilityof public areas for people with
disabilities

Affordable transportation options (AT &/or public
transit)

Political engagement in local issues

Affordable Housing

Opportunities for cultural expression

S\

Crime prevention

Injury prevention

Opportunities for social interaction

Education opportunities

1. Pedestrian and traffic safety

2. Physical activity / active transportation

3. Access to healthy natural environments <€

4. Affordable housing

5. Age-friendly urban design

6. Opportunities for people to connect / build soci
networks

7. Security and crime prevention

8. Water quality

9. Child-friendly urban design

10. Access to healthy foods

11. Air quality

12. Healthy housing

13. Mental health

14. Dondt know / not appl

Job opportunities for residents

Working conditions

Access to health services

Access to healthy food options (fresh produce, etc,

Access to social services

For question 12 | was interested in seeing ifitliezpendent variables had any influence on the overall

score In order to explore this all responses sets (n=20) for question 12 were grouped urddptisindependent

variables: MIZ class, OECD, NS migipal classpopulationvariables and population treriflevery person in a

class had said yes to each correlate listed in question 12 the total possible score would be 34. So the higher the

average score the more correlates the respondents in thatadaaddresskin their practice (Figure-8).
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TABLE 6-7: EXAMPLE OF HOW AVERA GE SCORES WERE DERIVED FOR FIGURE 6-11.

NS Municipal Classes| Individual respondercores Average Score
Town, 1 Town1=24 24
Town 2=36
f Town3=12
Rural Municipality, 1 Rural Municipality 1 = 40 26
1 Rural Municipality 2=10
1 Rural Municipality 3= 28
Regional Municipality 1 Regional Municipality 1 = 12 19
1 Regional Municipality 2 = 26

S .
=2 Growing
=g
S+ Declining
O n
8 Town
)
é Rural Municipality
2 Regional Municipality
CMA 31.00
[)]
§ CA (non-tracted) 8.66
%‘ Moderately Influenced

Weakly Influenced 8.72

>10,000 ppl

<10,000 ppl 29.00

Populatiorh
Size

> 150 people per km2

OECD | Variable

< 150 people per km2

35

Averge Score Per Variable Class

FIGURE 6-9: Q12 - AVERAGE SCORE BY INDEPENDENT VARIABLE

(The score for each respondenter each class was then calculated, e.g. Town 1 = 24, Town 2 = 36, etc. by adding together the
number of Yes, No and Unsdmesponses. Then the scores for all pautints in each variable class warked together to get a

total value for each variablclass, e.g. Moderate Influence, Weak Influence (MIZ category) etc. and then dividing by the number
of respondents in that class, an average was derived. The average was then used to compare scores between classes in each
independent variable.

°Value per response optieMes=2, No=1 and Unsea=0

67



6.5.3 BARRIERS

Question 14 asked survey respondéntsientify barriers to healtbriented planning practice. | used this
guestion to explore what barriers were most significant to respondents. | provided a list of barriers drawn from the
literature (CIP, 2011; Granhd Manuel, 2011Capon and Thompsp2010) but respondents wesdsoinvited to
identify additional barriers. Respondents were asked to rate the barriers-&olnbking the Most Significant
barrier, 2 Very Significant and 3 Significagé&ch respondemtas only allowed to select three barrigsing thel-3
rating systemA score was derived based on adding the value of all the responses for each barrier, the higher the

scorethe more gjnificant the barrier (Table-8).

TABLE 6-8: BARRIERS TO HEALTH -ORIENTED PLANNING : NOVA SCOTIA RESPONDENTS

(When calculating scores to rank the barriers each significance level (Most significant, Very SigmifideBignificant) were
given numerical values 3, 2 and 1 respectively. Each time a barrier was rankest &dvidicant it got 3 points and sa. The
more often it was rated as most sigrafit the higher the final score.)

Barrier Score
1. | There are competing issues that demand my time 29
2./l dondt have enough human resources to {24
3. | Other 11
4. |My municipalityds current planning poli¢9
5. ]I dondédt have enough knowledge about comp8
6. |I dondt have access to appropriate datal8
7. | There is no political interest in this subject 8
8. | Resources on this topic do not provide useful guidelines 4
9. | Our community cannot afford to be too demanding of developers 4
10. | Resources on this topic are not applicable to my community 0
11.| Legislationdoes not allow me to address health issues 0

The barriers identified in this research are similar to those identified in the CIP 3akieg the Pulsand
have been identified in other research based in Nova Scotia (Grant and Manuel, 2011; Reh&)arhe issue of
having competing time constraints, a lack of government support or interest, and a need for additional research and
expanded knowledge of health issigesimilar between the two surveys. Barriers froaking the Pulsand my
surveyarecomparedccording to theiranking in Table 8. Two barriersnamely,Resources on this topic are not
applicable to my communitgndLegislation does not allow me address health issueserenot identified as

barriersby anyrespondents.
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TABLE 6-9: BARRIERS COMPARISO N: CIP VS. NOVA SCOTIA

CIP Survey Nova Scotia survey
1. Not enough government / political suppart 1. There are competing issues that demand my {
2. Competing issues also demand attentic% 21 dondét have enough |
this issue
3. Little support among developers 3. My municipalityds cur
not allow me to address health
4. Need more tools 4.1 don6t have enough |
community health issues.
5. Results are not measurable 5 1 dondt have access
\ data/information to make decisions
6. Dondt have enough ' 6. There is no political interest in this subject
7. Donét have enough t 7. Resources on this topic do not provide useful
guidelines
8. Community health issues have not come u 8. Our community cannot afford to be too
demanding of developers
9. Community health responsibility of other
sectord not planning 9. Other
10. Not sure how to approach community heal
issues
11. Residents do not support this approach
12. Don6t know / not ap
13. Healthoriented resources do not apply to n
area

Respondents were also provided the option of sele€tthgras a barrier and then asked to identify what

the barrier was. The responses are listed helow

OTHER BARRIERS

1

Health issues are considered to be a provincial, not municipal matter; however, as this and other issues
continue to be downloaded (in part oraiy) to municipalities, the fine line between the two levels of
government and who is responsible for what becomes blurred.

Much of what impacts health as it relates to Planning is outside our control at the municipal level. The
siting of schools fomstance or large format retail in areas of-exban sprawl.

1) Organizational "silos" with differing priorities within the municipality 2) Intergovernmental differences

in priorities (Province funds freeways; municipality funds sidewalks and tr@y&itdated street
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6.5.4

construction and traffic control standards have long favoured driving over other street uses, though there
are some hopeful signs!

Health is primarily a Provincial responsibility and should be taking the @&aahges were made to give
theProvince more people services in exchange for property based sefdeesier, municipalities

continue to be involved in health issues such as public transit and obesity. Rrewérdial funding is

coaxing municipalities to prepare active living stgis, which is a provincial responsibility.

2) Our municipality is in such serious demqagmic and economic declinthat jobs and survival become

the key issues. 3) The Federal and Provincial Governments dominate in terms of spending and resource
issues a Community Health IssueShe municipality doesn't have the resources or mandate to lead, but is
always in a reactive mode.

There are currently no "built environment” projects being undertaken or planned in the community.
Therefore our health focus tentdsbe in the areas of: recreation, developing a physical activity plan that
provides opportunities for all residents, and ensuring that municipal properties and services continue to be
developed with community health as an important factor in deeraiking.

It is only within the last three or four years that Council has become convinced that we have a role to play

in community health. Limited resources mean that progress is slow.

CONSULTATION

Question 15 and 16 were intended to gauge whether respohdents) worked or consulted with people

from the health sector, and b) whether they had sought information on health issues in their community as part of

their work. Question 15 asks whether respondents have consulted peopleoor lizaith issueism thepast and

guestion 16 asks if they believe they may do so in the future. A list of sources that could provide information on

community health issues was supplied. The list includatttheector professionals such as, physicians and nurses.

It also include organizations such ahye Department of Health and Wellness, community health board and sources

of health data, such as the Canadian Community Health Survey. The list also included other sources for information,

such as residents, the local school b@ardvell as the planning department itself.
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6.5.4.1 PAST CONSULTATION

Three respondents indicated that they had never consulted any of the sources for health information listed
in question 15. Of these thrahe only similarity they shared was that none of thea completed th€aking the
PulseCIP survey. The remaining 17 respondents all indicated some level of consultation related to community
health.

The responses show that the local residents were the most often consulted on health issues, followed by the
Department of Health and Wellness (Figurg0y. The least consulted were the sources of information on health and
health trends collected by Statistics Canada, Canadian Community Health Survey (CCHS), and Canadian Institute
for Health Information (CIHI). The low rating for the CCHS and CIHI may be tdua lack of familiarity with these
sources. The high level of consultation with residents and the Department of Health and Wellnesshiscikedg

these are a) the most convenient and/@rb)commonly recognized sourcesifdormation about health

# of Respondents thatlindicgted f:onslultingI eacrll source of Health Informa

Residents of Municipality
. I I I I I
Department of Health and Wellness
1 | | | | |

District Health Authority

Community Health Boaro] I I I I |
Statistics Canade; I I I I |
Internal: Planning departmen; I I I I |
Physicians Nurse; I I I
Local School Boar(; I I I |

Sources of Health Information Consulted

Canadian Community Health Survey

Canadian Institute for Health Information

0O 2 4 6 8 10 12 14 16 18 20

FIGURE 6-10: Q157 SCOURCES OF HEALTH INFORMATION PREVIOUSL Y CONSULTED: MOST
FREQUENTLY CITED SOU RCES

The number ohealth informatiorsources that each respondent identifietteadded Between0-10 per

respondent then responderiisiesponsesveregrouped according independent variables (MIZ class etc.) from
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this an average number of sources consydegdndependent variableas developed to agpare between classes

(Table 610).

TABLE 6 i 10: PAST CONSULTATION: NUMBER OF SOURCES OF HEALTH INFORMATION CONSULTED

Average number of sourcesf health
Variable Measure information consulted

OECD <150 people ki 4.23
>150 people ki 4.14

MIZ CMA 4
CA (Nontracted) 3.67
Moderately Influenced 4.6
Weakly Influenced 4.09
Population <10,000 4.17
>10,000 4.25
NS Municipal Class RegionalMunicipality 3.67
Rural Municipality 4.63
Town 3.89
Population Trend Growing 4.22
Decline 4.18
NSPDA Attended 4.92
Did not attend 3.57

The survey for this research was sent out two months after the 2011 NSPDA confEnergr@up that
attended the 2011 NSPDA conference indicated higher levels of consultation with the health sector and with health
information. Thematerial covered at thonference may have encouraged some people to explore health data or
consultation on health issués the NS Municipal class the Rural Municipalities had consulted more sources of
health informationin terms of population trends, those communities that wereingin population hagtonsuled
more information sourcesbout health issuess didthe >10,000 populatiogroup In terms of rural variables only
the MIZ classes and thmpulationsizevarigble showed any significant variation in responses. In the case of MIZ

categoriesthe Moderately Influenced Zones hemhsultedon averaggthe most health information sources

6.5.4.2 FUTURE CONSULTATION

Question 16 asked respondents to indicate whether tligywed they might consult sources of health
information in the futureRespondents were presented with the same list of sources as in Q15 and wer@ asked t
indicate whether they werefinitelyd (=3), iMaybed (=2), orfiUnlikelyd (=1) to consult any of the listed sources

in the future Figure 611 shows thdikelihood of each source of health information being consulted in the future.
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In question 16 respondents indicated that they were more likely to consult the Canadian Commithity Hea
Survey (CCHS) and the Canadian Institute for Health Information (CIHI) than any other sources of health
information (Fgure 611). In question 15 both the CCHS and the CIHI were ranked as the least consulted sources of
information on community healtffhe three individuals who had indicated in Question 15 that they had not
consulted on community health issues all indicated that they might consult in the future. Although only one

indicated he would definitely do so in the future.

Canadian Community Health Surve¥? i i i i == 53
Department of Health and Wellness ! ! ! | 50
Canadian Institute for Health Informatio 1 48
Residents of municipalit‘y- | | | | 1 47
District Health Authority | | | | 1 46
Local school board | | | i 1 46
Statistics Canad 1 45
Community Health Board | | | | 1 44
Internal: Planning Department | | | 1 43
Physicians/Nurses I I I 40
0 10 20 30 40 50 60
Information sources most likely to be consulted in future scor6Qqp

FIGURE 6-11: Q16 - LIKE LIHOOD OF FUTURE CON SULTATION WITH HEALT H INFORMATION

The total number of Definitely, Maybe and Unlikely answers were added to get a total score for each
respondent. The respondentds scores wer e tclasses,etgr ouped |
and an average score was then calculated for each class witHifféhent variables (Figure-62). Higher scores
indicate that respondents in a given variable class are more likely to consult a wider range of sources of health

information.
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<L
<9  Attended NSPDA (No 24.00
& 2  Attended NSPDA (Ye 24.69
o
82
g_ o Growing 25.00
s Declining 24.08
(2]
3 CMA 0
8 CA (non-tracted)
S Moderately Influenced 28.60
0 Weakly Influenced
o
O
& Town 24.33
§ Rural Municipality 26.00
% Regional Municipality 20.67
®
<150 people per km2 24.38
>0
(g}
E % >10,000 pop 25.50
o> <10,000 pop 3.75
0.00 5.00 10.00 15.00 20.00 25.00 30.00
Likelihood of Future Consultation Score

FIGURE 6-12: Q167 LIKELIHOOD OF FUTURE CONSULTATION WITH SO URCES OF HEALTH INFO RMATION

Overall the majority of averagés Figure 612 are similar or vary only slightly, such as thepulationsize
variable, OECD, population trend and the NSPDA. The only two variables that showed significant differences were
the MIZ class and NS Municipal class. For the NS Municipal class, the Regional Municipality class was
significantly lower tha the other two @sses. In the MIZ class the Moderately Influenced class had a significantly

higher score than the other three classes.

6.6 BUILT ENVIRONMENT AND COMMUNITY FACTORS

A central assumption in this thesis is that planners from rural areas are less conitbrhealth-oriented
planningthan planners from urban areB&anning practices that suppadtive transportationmedium to high
density and mixed use development are most often linked to urban areas and ofteralissiicef these
characteristics that fiae arural built environmen{Boehmer et al., 2006; Curran, Grant, Wood, 2006).
Consequently it was assumed that rural planners would be less interested in these ideas or view them as less
relevant.As was outlined in the content analysis stage (Chapter 5) of this research, a suite of built environment
characteristics and services, such as connected street networks and public transit, are commasliyngitethnt

community components in researclilananuals omealthy community design. The factors identified in the content
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analysis were used in this question along with some items identified Trakiieg the Pulssurvey (2011)such as

having an environment that is accessible to those with digeiliith restriced mobility.

6.6.1 PRIORITIES

Question 18 asks respondents to indicate the level of importance of a variety of built form characteristics

and services.

The community being walkable

Provision of space for community gardens

Environment accesdibfor people with disabilities
Providing physically active recreational opportunities (outdoor)
Encouraging affordable housing options

Provision of access to green/natural areas

Encouraging mixedise development

Public transit

Providing physically activeecreation opportunities (indoor)
10. Provision of public space (indoor)

11. Pedestrian connectivity (trails and/or streets)

12. Providing infrastructure for Active Transportation

13. Provision of public space (outdoor)

14. Opportunities for purchasing healthy food

15. Encouragng compact built form

©CoNOO AW DNDE

Respondents were asked to rate the feafuwesExtremely important = 5 to Not at all important =il
relation to the planning priorities of the municipality they worked A& some of the features, such as public transit,
would nd be present in all the communities respondents were given the option of sdibidirRelevan. The
values for all responses for each item in the list were added and given thatmaes used to compare the
importance of each item in the lighe grater the score the greater the importance of the built environment feature

or municipal service. (TableBl). The maximum possible score was 10fe minimum possible score was 0
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TABLE 6-11: Q18-IMPORTANCE OF BUILT FORM CHARAC TERISTICS AND MUNICI PAL SERVICES FOR SURVEY
RESPONDENTS

Rank Item Score
1 Providing physically active recreational opportunities (outdoor) 78
2 The community being walkable 78
3 Having the built environment accessible for people with disabilities 77
4 Providing physically active recreational opportunities (indoor) 75
5 Provision of public space (indoor) 75
6 Designing options for pedestrian connectivity (trails and/or streets). 74
7 Providing infrastructure for Active Transportation 74
8 Provision of public spac@utdoor) 74
9 Encouraging affordable housing options 69
10 Provision of access to green / natural areas 68
11 Encouraging mixedise development 62
12 Public transit 62
13 Opportunities for purchasing healthy food (E.g. fresh produce, etc.) 60
14 Encouraging compact built form 59
15 Provision of space for community gardens 49

To explore differences between the independent variables the total nunietrefnelylmportand
fiNot at All Importanb,answer s were added to get a total score for
then grouped into theariousindependat variables MIZ classes, etc.) and an average score was then calculated for
each class within theifferent variablege.g. Gowing, Declining, etc(Figure 613). Largerscores (Figure 613)

indicatethatmorebuilt environmenfeatureswere identified as important ngspondents in that class.
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S Growing
©
=g
s+ Declining
o

CMA

2

8 CA (non-tracted)

N

S Moderately Influenced

Weakly Influenced

@

K] Town

O

é Rural Municipality

2] . L

Z  Regional Municipality

8 >150 people per km2

i}

o <150 people per km2
23 >10,000 pop.
ES
=i
a> <10,000 pop.

0O 5 10 15 20 25 30 35 40 45 50 55 60 65 70 75
Average Score per Variable Class

FIGURE 6-13: Q1871 BUILT ENVIRONMENT AN D MUNICIPAL SERVICE FEATURES BY VARIABLE CLASS

1. Providing physically active recreational opportunities (outdo
2. The community being walkable

3. Environment accessible for people with disabiliti

4. Providing physically active recreation opportunities (indo
5. Provision of public space (indoo

6. Pedestrian connectivity (trails and/or streets

7. Providing infrastructure for Active Transportati

8. Provision of public space (outdoo

9. Encouraging affordable housing optio

10. Provision of access to green natural are

11. Encouraging mixed-use developme

12. PublicTransit

13. Opportunities for purchasing healthy fooa

14. Encouraging compact built for

15. Provision of space for community garde

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Responses by Level of Importance (%)

mNot Relevant ENot at all important @ Slightly important @Moderately important @ Very important 0O Extremely important

FIGURE 6-14: Q181 IMPORTANCE OF BUILT ENVIRONMENT AN D MUNICIPAL SERVICE FEATURES IN MUNICIPA L
PLANNING PRIORITIES
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6.6.1.1 PRESENTSTATE

Question 19 usetthe same variables as Question& respondentsiereasked to indicate to what extent
the variables identifiedrerepresent in their communitied the time of the surveiRespondents were asked to rate
each listed item in terms of its presence in their municipality (Not at all=1, Slightly=2, Adequatealy#8reothan
Adequately=4). Respondents were also able to indicate whether an item from the list was not relevant to their
context. Scores were developed by adding all the responses for each item listed in this question. The maximum
possible score was 80c&es were then rardedered (Table-@2). Figure 615 shows the extent to which each

feature iddentified as beingresenby respondentby dividing responses between the possible responses (Not

relevanti More than Adequately).

TABLE 6-12: Q19 - RANKI NG OF BUILT FORM CHA RACTERISTICS AND MUN ICIPAL SERVICES BY P RESENCE IN THE

MUNICIPALITY
Rank Iltem Score
1 Public space (outdoor) 64
2 Access to green/natural areas 62
3 Physically active recreation opportunities (outdoor) 62
4 Physically activeecreation opportunities (indoor) 60
5 The community being walkable 55
6 Public space (indoor) 54
7 Pedestrian connectivity (trails and streets) 53
8 Opportunities to purchase healthy fa@lg. fresh produce, etc.) 47
9 An accessible buiknvironment for people with disabilities 47
10 Mixed-use development 45
11 Infrastructure for active transportation 45
12 Affordable housing options 44
13 Compact built form 38
14 Community gardens 36
15 Public transit 35
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mNotrelevant DONotat Al OSlighty @EAdequately @ More than adequately

Public space (outdoor)_
Access to green / natural areal
Physically active recreational opportunities (outdoo_,
Physically active recreation opportunities (indoo_
The community being walkable
Public space (indoo_
Pedestrian connectivity (trails and/or streets)
Opportunities for purchasing healthy fooq
An accessible built environment for people with disabilitiesT
Mixed-use developmenf
Infrastructure for Active Transportatio_ I
Affordable housing option§ I
Compact built form |
Community gardens|
Public Transit

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%
Presence of Features (%)

FIGURE 6-15: Q197 PRESENCE OF FEATURESIN SURVEYED MUNICIPA LITIES

Similar to question 18 the responddrssores were grouped into the different independent variables ( MIZ
classes, etc.) and an average score was then calculated for each class vdtfieréhévariables (Figure -4.8).

Higher scores indicate a greater overall presence of the items listed in question 19.
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FIGURE 6-16: Q197 PRESENCE OF FEATURESIN SURVEYED MUNICIPA LITIES BY INDEPENDEN T VARIABLES

6.6.1.2 COMPARING QUESTION18AND 19

The analysis of suryeresponses included all response &et20) Two of the response sets came from
what could be identified as primarily urban arebs see if the responses from the urban arealad skewed the
results for question 18 and 19 each question was summieaivtie two responsesets from the primarily urban
areasRemoving theeresponseets from the analysovidedalmost identicatesultsto the ranking in Table-&1
(Importance of builenvironmenfeatures to municipal planninghd Table 612 (Presence of built environment
features in municipal units surveyetherefore | assume that the responses from the more urban areas did not have
a significant impact on the overall results.

| also wanted to investigate whether there was a relationshigebn the rankings of items in question 18
to question 19. | compared the rankings of items fromél&d1 and Table 612 (Table 613). In general, features

that were more ubiquitous were seen as less of a priority.
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TABLE 6-13: COMPARING LEVEL OF IMPORTANCE OF BUILT ENVIRONMENT FEATURES TO PRESENT STATE OF

BUILT ENVIRONMENT

¥ = Higher importancéess present
=Lower importancé more present
7 =Equal importance to presence

Level of Importance (Q18)
Built Environment Features and Municipal Services VS. Presence of Features
(Q19)

Providing physically active recreational opportunities (outdoor)

The community being walkable

Having the built environment accessible for people with disabilities

Provision of public space (indoor)

Designingoptions for pedestrian connectivity (trails and/or streets).

Providing infrastructure for Active Transportation

Public Transit

Opportunities for purchasing healthy food (E.g. fresh produce, etc.).

Providing physically active recreatiorgbportunities (indoor)

Encouraging mixedise development

Provision of public space (outdoor)

Encouraging affordable housing options

Provision of access to green / natural areas.

Encouraging compact built form

NN N N N NN 9 (0 (60 (0 (60 (60 80 o<

Provision of space faaommunity gardens

(Table 611 and 612 list the same BE features and municipal servicesleTéh1 indicated how important a BE feature
was based on the planning priorities of the respondents municifaliile 612 lists built environment featuresah
respondents felt were more or less present in their municipalitiedists were compared to see if there was a
relationship between a BE featwemunicipal servicéeing present to whether it waplanningpriority. The

assumption being that if a BE featuremunicipal servicevas absent and desirable (e.g. AT infrastructure) then it would
be a higher planning priority to secure it or improve access to it. The inverse also being the case, if something was
aready ubiquitous, then it would not be a planning priority (@cgess tgreen space or natural areas).

6.7 SURVEY RESULTSDISCUSSION

In late 2010and early 2011 had the opportunity to engage several planners and public health professionals
about my theis research. Theresponsesaried someplanners indicated a lack of awareness about how health
related to their workSeveralplannersstated thahealthwas not at all relevanit planning practicePublic health
professionals indicated that the contimat between their work and the built environment was imparbarttwere
unsure of how to approach the issue. Given these responses the idea for the benchmarking survey used in this
research was developed. | had assumed that | would get a variety of assswé r om muni ci pal pl annei

had also assumed that the respondents from more rural municipalities would be less aware or interested in health
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oriented planning. This expectation arises from the literature on the challenges that rural migscipedit which
highlights a reluctance afmall and ruraimunicipalities to expand their roles beyond what they are mandated to do,
for fear of downloading from upper levels of government (Markey, Connelly and Roseland, 2010, Clark et al. 2010;
Bonds andBurns, 2008). In Nova Scotia municipalities are acutely aware of this possibility as the province recently
announced the shifting of some costs for corrections, public housing and education to the municipalities (News
Release, Nova Scotia Government, Ma22h2011).

The responses to the survey differed from what | expebtesd on conversations in 2010 and early 2011
Overall responses were far more positive than | had anticipbltede are likely two contributing factors to this
difference, a) the digbution of theTaking the Pulssurvey in spring of 2011 and b) the spring 2011 Nova Scotia
Planning Directors Conference that had healthy communities as its theme. Given that most of the respondents had
either completed th&aking the Pulssurveyandbr attended the NSPDA conferentigere is a good chance that
respondents would be somewhat familiar with health asategtto their work. Additionallythe fact that both the
survey and conference came from organizations representing professionatplands credibility to the issue.

There were four distinct features of the survey responses. First, respandqertssedery supportive
attitudes towardbealthoriented planning and the importance of looking at planning in terms of its irephiots.
This confirms what Grant and Manuel (2011) discovered in their research on youth health and the built environment.
The opinion that municipal governments, not just planners, should be concerned with health was also interesting,
given issues relateto provincial downloading (Markey, Connelly and Roseland, 2010, Clark et al. 2010; Bonds and
Burns, 2008). Limitations todmpting amore healtForiented planning approach to planning practice were linked to
a lack of time and resources, rather ttmalack ofinterestin the health issueégain this was surprising as
Markey, Connolly and Roseland (2010), Morrison (2006) and Wells (2002) suggest complex concepts such as
sustainability tend to have less relevance for rural residents or may be sdbreasta traditional resource based
economic activities or rural residedsense of autonomy in the use of their land. Planning for healthy communities
uses many of the same core principles as sustainability (Bartorsandoy 2000) and therefore maglseen as
irrelevant in rural contexts pworse a threat.

Secondpnly a minority of respondentsereor had beeimvolved in work related to community health
issuesGiven that all respondents stated that health was a planning issue and something that planners should address

the limited amount ofvork respondents had undertaken related to health issues was surphisitgrriers
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identified in question 14 point to hiam and financial resource limitations as a reason for not incorporating health
issues into planning practic€hird, rurality seemed to not be a significantly limiting fadtoterms of what
respondents viewed as important planning issues or what theywilling to include within their planningractice
Analysis of responses did not indicate that rurality equated to less intefeich was generally highpr action
related to healtloriented planningwhich was generally low)n some cases, suchk question 11, 12, 1&ndlL6,the
more ruralan areavas the more interest was expresseldealthoriented planningractice More often than not
responseto survey questionsere verysimilarregardless of the rural measure used. Defining rurality is complex
and multiple methods have been developed to defiredand to develop gradations of rurality (Reinaed

Bollman, 2010, Hodge & Gordon, 2008). Ther@dsconsensus on which measure kiegitures rurality (Reimer
andBollman, 2010, du Plessis et al. 200Lhevariablesused in this resear¢h define rurality have been deemed
useful in other Canadian and Nova Scotia based research on rural communities (Reimer and Bollmidny2010;
Scotia Food Security Network, 2008). Given the similarity in responses across the survey pkehagspondents
and their contexts are so heterogeneous that there is no independent variable that lioksethigian their role in
municipal planningAlternaiively respondents may actually not be that different in terms of tthean and
financialresources and built environmeihience the similarity between responses.

Fourth, respondents tended to rate physical planning and built environment factors aspodent than
social factorsBased on responses from question 12, many planners took a very broad approach to their planning
practice, by getting involved in environmental, economic, and social agenda issues. Overall though, respondents
indicated that thy focused on physical planning more than social issues in their practice. However, whether
respondents saw these actions as related to health or had undertaken them for other reasons was not captured in this
survey.

Overall the characteristics that welisted as being most present were outdoor public space, access to
natural/green areas, and outdoor physically active opportunities. The least present were public transit, community
gardens and compact built form. The greatest and least present chaiextgyitotal score make sense given the
primarily rural character of the province. Outdoor space is ample in rural areas due to dispersed SedttEment
and ribbon development along trunk highwafscess to natural/green areas is also ample asromast
communities are surrounded by natural areas and also have small cores, so distances to natural areas may be only a

kilometre or less. Outdoor recreation opportunities in rural ar@asncludeield sports like soccer afat can
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include activitiessuch as hunting, fishing, hikingnd paddling, etcTherefored e p e n d i n gefimtionob ne 6 s
recreatiora rural area may have ampmpportunities for recreatio he least present characteristmsch as public
transit again make sense given the rurahtext, as services such as public transit are often not present in rural areas
due the high costs associated with dispersed populdBorsion & Hodge, 2008). The characteristics that rate in
the middle range of the scores {88) are less clegGee Bble 612).

Findings from the survey suggest thatmplementatiorgap exists for planners and CAOs working in
Nova ScotiaAn implementation gap is where an action may be desirable from a municipal planning perspective,
but the ability to implement itjue to resource limitations, is absent or significantly limited (Markey, Connolly and
Roseland, 2010). The survéigdings alscssuggesthatthere is a need to increase planbkrowledgeonthe health

impacts of planning

6.8 SUMMARY

Based on the resultd both my research and the CIP surweg can assume that the majority of planners
accept that health is both connected to their workthatit is within their mandate.
Respondents agreed that current research was applibablleere was still a need for additional research.
This may also reflect a general sentiment that small towns and rural areas often do not receive the same level of
attention as urban areas do. If that was the case then this sentiment is echoed in thesrésiofiaking the Pulse
survey (Barr, 2011).
The following section presents the results of thdepth interviews with Planning Directors and one CAO on

addressing health issues in their work.
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7 INTERVIEW RESULTS

Health is a complex construct, beiag aggregate of a wide range of biological, social and environmental
factors (Barton, 2010; PHAC, 2008HO, 1992). The process that leads to any given health outcome is an equally
complex mix of decisions and actions made in relation to social, physichEconomic structures and
environmentsQorburn 2009). The interviews provided insight into the rationale behieds p o radseerstinstiée

survey and the opportunity to explore other themes not covered in the survey.

7.1 INTERVIEW DETAILS

The interviews ranged from thirty five minutes to over an hour and were either conducted in(geoson
over the telephong), whichever method the participant selected. The interviews were then transcribed and coded.
One participant opted not to becorded citingconcern over job security asnain reason for not being recordéte
felt thathis opinions were they read bglected officialould be taken out of conteand result in a possible

dismissal fromhis position.

TABLE 7-1: INTERVIEW PART ICIPANTS

# of Interview Method
Respondent Type
Respondent
Rural 4 Planning 1=In-person
S ) 4 =<150peopleper knf 4 = Population >10,000 | N=4 )
Municipality | Directors 3 =via telephone
] 1 Planning 1= In-person
Regional . .
L Director 2=<150 reopleper knt 2=Population >10,000 N=2 1=via telephone
Municipality )
1 Senior Planner
3 Planning 2=In-person,
. 3=>150 opleper knt ) .
Town Directors 4= Population <10,000 N=4 2= via telephone.
1=<150 mopleper knt
1 CAO
7.1.1 CAOs

As in the survey results, there were a low nundfeesponses from CAQwith only oneoptingto
participatein the interview portionCAQOs are responsible for lanude and development decisions in 33% of the

municipalities in Nova Scotia and as such, should be represented in research about plarthenguihd
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environmentUnfortunately the opinions of CAG&are not well reflected in this section. Limited participatién o

town administrators in healtriented planning research has been noted elsewhere (Grant and Manuel, 2011).

7.2 INTERVIEW RESULTS

Theresearch findings aummarizedn
Table7-2. The findings of this research fall under several broad categories:

Definitions of health and healthy communities;
Role of health in planning practice;
Collaboration with health sector;

Provincial and municipal conflict;

Rural dynamics;

Planning research and

Local politics and culture

=4 =48 48 -8 _a_a_2

Along with these broad themes, issues arising that are specific to individual municipalities will be discussed. The
interviews provided insight into the ratiale behind respondefnswers in the survey and the opportunity to
explore broader themes not covered in the survey. The following sections are divided according to the themes

identified in the literature and through the analysis of the interviewssttlgas, as listed below:

TABLE 7-2: SUMMARY OF FINDIN GS

Interview findings compared to
literature.

(Confirmed, Somewhatontrary,
Refutes, Not discussed)

Summary of findings and themesfrom literature Reference

Healthshould be a consideration in developing| (Barton, 2010;
Role of Health in | land-use and planning policy. Corburn 2009)
Planning (Corburn 2009;
Practice Barr and Much, Refuted
2009)

Somewhat contrary

Planners should act as bridges between health
planning departments.

Low population densitys considered &arrier to
healthoriented planning.

Ease of communicationwith publicand (Gordon and
p ol i tfandliardymwihdocalissues Hodge, 2008; Somewhat contrary
considered a benefit to working in rural areas. | Reimer, 2004)
(Grant & Manuel,
2011; Douglas,

(Sallis et al. 2009)| Confirmed

Human resources limited.

fct)?;fzjg(f:tttiagni;avmultlple responsibilitiespther 2010: Hodge & Confirmed
’ Gordon, 2008)
Limited legislation an@nforcement tools (Barr, 2011) Confirmed

availableto encourage consideration of health.
Lack of understanding and formal training in (Pilkington, Grant
health issues. andOrme, 2008;

Soc_lal networks important in facilitating social, (Reimer, 2004) Not discussed
environmental and economic change.
Planning in rural areas encompasses a broad | (Hodge &

Not discussed

Rural dynamics

range of concerns (E.g. health). Gordon, 2008). Confirmed
Because land is not in short supply the incentiy (Hodge&
to plan for compact commities and miehigh g Confirmed

T Gordon, 2008).
densities is low.
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Summary of findings and themesfrom literature

Reference

Interview findings compared to
literature.

(Confirmed, Somewhatontrary,
Refutes, Not discussed)

Unable to justify strong planning controls on
development for fear of discouraging develope

(Rehman, 2010)

Confirmed

Urbanization leading to the disinvestment in ru|
areas.

(WHO, 2008)

Somewhat contrary

Low educatioal attainment and low incomese
barriers to healthy lifestyles.

(PHAC, 2006)

Confirmed

Population decline and outmigration due to
limited educational and economic opportunities

(Grant and
Manuel, 2011)

Not discussed

Collaboration

Disciplinary barriers exist

(Pilkington, Grant
andOrme, 2008;
Northridge &
Freeman, 2011)

Confirmed

\évétcﬁ(?re&!wcy (Botchwayet al.
makers Uncertainty regarding which discipline should éoog‘ Pllléggton, S h
take the lead rant andOrme, omewhat contrary
' 2008, Clark et al.
2010)
(Barr, 2011;
i Markey, Connolly )
Primacy of urban research and tool developme - "\ooc d, Confirmed
2010)
Planning Lack of evidence causally linkinglanning (Ding & Gebel, .
Research practice, the built environment and health. 2012) Not discussed
] ; (Forsyth,
Health-oriented planning tends to be mostly Slotterbackand Not discussed

theoretical.

Krizek, 2010)

Assumption that healthriented planning is just

(Allender et al.

6good6 planning. 2009) Confirmed
Planners are limited in their ability to facilitate | (Durand etl.
change in a meaningful way due to provincial § 2011, Grant and | Confirmed
federal roles in development. Manuel, 2011)
( Grant and
. . . Manuel, 2011;
E)i;tf)l;\\:glr Sl:)s”g)la:rﬁselgnpncilr:cyconﬂ|cts with Sallis and Glanz, | Confirmed
Provincial and Py P ’ 2009; Reimer,
municipal 2004)
“Ip (Markey,
conflict
- Connelly &
Reluctance to expand the description of .
- o Roseland, 2010;
municipal responsibilities for fear of Clark | 2010: Somewhat contrary
downloading ark etal., ’
Burns & Bond,
2008)
Lack of political will limits new initidives. (Barr, 2011) Confirmed
Local politics Generally agreement with concepts of supporti .
and culture health but may lack interest in pursuing beyonc (Dean and Eliiot, Confirmed

rhetoric.

2011)
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7.3 INTERVIEW RESULTS ANDANALYSIS

Theinterviewresponses are organized according to the themes identified above (Pable 7

7.3.1 WHAT DOESHEALTH MEAN TO YOU? & HOW WOULD YOU DEFINEA HEALTHY
COMMUNITY ?

How Healthy Are Rural Canadians? An Assessment of Their Health Status and Health Determinants A
Componaet of the InitiatveiCanadaés Rural Communities: Understanding F
(2006)published by the Public Health Agency of Canada (PHAC) suggests that the way in which a person or agency
interprets the meaning of health will influentheir response to health concerns. In the summary repdrakorg
the Pulsethe author notes that survey respondents expressed concern about the ambiguity of the term health (Batrr,
2011). Respondents also indicated that a clearer picture of what hreslht in relation to their work would help
them in positioning health in their planning work (Barr, 2011). Itfetasking respondents how they interpreted
what health and a healthy community were was a fundamental question to better understpasitibeion the
relevance of health in planning. In all the interviews respondents were asked to define the concept of health as they
understood it.
In several cases respondents indicated a broad understanding of health, i.e. it included numerous

dimensiors rather than simply an absence of disease. Only one participant identified health in a strict medical sense.
Several of the interview participants were unable or were unsure of how to define health {3)aAlbe’ confusion
may come from some participgagn6 per cepti on of heal t h-udeanddenejppnientmi t ed ap
Participants were not asked to elaborate on their inability to define health. Immediately following the dqAMbation
does health mean to yoparticipants were asked to defiadnealthy communityNearly all the respondents could
provide some explanation of what a healthy community was and the following themes emerged:

Active transportation/walkable communities;

Economic health;

Environmental health;

Physical/human/biologi¢dealth of individuals;

Social interaction and convivial environments;

Access to foodNote healthy food was not identified, simply food);

Many participantsd responses indicate that they coul c

Even though some observed that health as a biological concept was not part of their day to day work, they

acknowledged health as being a commuisisue and therefore somehow linked to their work. Population decline
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was a factor linked by one respondent to the overall health of the community. This perpmpskationdecline as

directly affecting socieeconomic stability, essential servicaadthe maintenance of family structur@&articipants

mentioned that outigrants, often left behind less welff family memberavho suffered from the lack of economic

opportunity and social supports.

Three of the respondents identified sustainability waytodescribe a healthy community. One respondent

explicitly made the connection between health and sustainakilgrlapsbetween healthy communities and

planning approaches that emphasize sustainability @enhighlightedby others (Barton and Tamu, 2000). The

connection between these two idélasalth and sustainabilityg importantas much of the language in key planning

documentsn Nova Scotidike Integrated Community Sustainability Plans and Municipal Planning Strategies use

sustainabilly as a framework for development.

TABLE 7-3: DEFINITIONS OF HE ALTH AND HEALTHY COM MUNITY FROM INTERVIE W RESPONDENTS

What does health mean to you?

How would you define a healthy Community?

fiNot sured

fA healthy community is one where peop#mn live and earn a living. So
there is economic health and social health. So you have to be able to
and do some meaningful work that you get reasonably well compensa
for so that you can live comfortably. But then there is the whole physiq

Interview 1 healt aspect of it. And that includes people having the opportunity to |
a healthy lifestyle. Now itdés n
lifestyle, that ishaving a community form which forces or leads or entig
people into a healthier lifestyled that is part of a healthy community,
having a form that encourages physical actiuity.

filn most cases | would be thinking fiThere are so many ways of defining that. If | was going to sit down af
of human health so that is write a description | would try to be as holistic as | could. | would inclu
everything from all the health human health, environmental health, ecological health | guess, as bro
. indicators dealing with obesity, tha means for human health and as broad as environmental health m
Interview 2 . . . N
longevity, happiness and so on. F¢ But it would be the two combineul.
me | would include environmental
health, ecological health , so thing|
like air quality, watequality things
like thato
Participant éd not know how to fil think it fits well with the sustainable communities, because there arg
respond. t hi ngs t h aattivetransportation or publi teansportation,
things that a rural municipality can do that in order to be sustainable y
Interview 3 need to have those. With the ICSP, that ones where the indicators arg

basically urban based but they are still what people thinkheh they are
considering sustainability. Things like high density etc. well in a rural g
you have low density, populations spread out further, it may not be thg
most sustainable but you can be sustainable in other ways. But | gues
fits togethe.0
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What does health mean to you?

How would you define a healthy Community?

fil would think it is mental,
emotional and spiritual webeing.
We tend to think of health as

iFi rst and foremost | would say
pleasantly too, where you are able to get all the things you need and {
able to interact with your friends, meet new people. And included with

Interview 4 physical wellbeing, but you can be that walking distance should becass to good grocery shopping which i
physically healthy, spiritually lost | becoming more and more difficugt.
and emotionally miserable. So |
believe that all four aspects are
importantd
fiHealth would be a community thg fil think a healthy community would be one that has accessibility for al
either in terms of the community | individuals. We look at things like active transportation, mobility, can
maintaining its population, people get fm point A to point B regardless of their mode of
Interview 5 maintaining its status quo or transportation whether itds on
growing and improving. | think represent all of our age groups and have things for all of our age grou
with appropriate landise we could | participate in
probably help that. But at the
moment we dondbd
Did not know how to regpnd. fil think that a healthy community is really designed at a pedestrian sc
that is the first key thing. That is the first thing to put the pedestrian firg
and the automobile somewhere down there, at least third or fourth. Th
would be my initial reetion and there are a whole bunch of things that
Interview 6 flow from that; if you really want to put the pedestrian first you create
higher density, change the proximity of schools, shopping, work and
l'ivingénot just in comfort alésign
so that it is pleasant to walk to work, walk to the store, walk to school,
wal k to the doctor s ddring thaeis ther
fundamental first principle is to design it at the pedestrian scale.
| . fiHealthiswh en y o u a r | fltis Physical Health of the population, no people sick. The environme
nterview 7 N . . ; . .
You arendt i nj u| cleanand does notcause sickness. The built form of the area is in go
feel goodd shape, the infrastructure is well m&iined 0
fiHealth and wellbeing to me are | fiWell that's tricky. | would define it as a community where people are
very much the same thing. Health | to satisfy their needs or activities. | should say healthy activezesily.
me relates to being physically welll Where there are not issues of wtatl call it environmental degradation
mentally well and emotionally well| guess there's not pollutants in the air in the soil or in the water. That c
in a community of people who ill health and where people can be employed in activities | suppose? \
strive to maintain that kind of they can be employed in safe environment, somethingHite ©
health. 1t6s noi
sickness for me
Interview 8 something quite differeamaybe |
candt articul at |
is apparently an attitude | think, if |
feel good with the people I'm
around and the spaces that | have
will feel healthy, unless | have
some physical ailment that sort of
prevents me from leaving that Hut
can be. Exactly and | see it as a vg¢
sort of holistic thing 0
fiBeing able to function normally inf A community that provides people with the opportunity to live a healt
Interview 9 our day to day activities without lifestyle to have access to health care professi@maghe health care

being impaired by health
restrictionsd

system and in particular to what | do in lamsk planning its providing
people with the opportunity for active transportation.
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What does health mean to you?

How would you define a healthy Community?

Interview 10

Skipped question.

fil suppose it would have to do with, you know, breaking it down into
economic, social and physical health, and ed¢hase components woulg
have,l guess indicatorsAnd so, people who were able to meet their bag
needs in terms of having food and those sorts of things would be on tk
economic side of healtReople whare able to live in a way and make
decisions about accessing food
should do, that would be an indicator of the physical health. And in ter
of environment al health are the
clean is the water good to drink, is there heavy smog days, those sort
thingso

In all the statements describing the factors that define a healthy commamitypants used phrases like

meet basic needsatisfy needsomfortable desigrandaccessibilityfor all, andlive comfortablyto describe a

healthy community. These ambiguous phrases indpaticipants conceptualizégtalthy communiés in a broad

senseMany responses indicate that participants had not previously considered thefiméoa healthy community.

Thephysical, social, and econongomponents of the community wezasy for participant® identify. pedestrian

oriented access to employmerfbod and a clean environmetespiteat timesstrugging to identify what a hedity

communityis, respondents clearly have a grasp on the components of healthy communities.

Several authors and planning resms have suggested that healtlented plannings very similar toother

planningapproachege.g.Smart Growthor New Urbanismor very similar to fundamental good planning principles

(OPPI, 2009, Barton and Tsourou, 200®3rticipants were asked to describe what they believed headthted

planning consisted a&nd theyoften drav a relationship between healthiented planmg and general good

planning practice.

There is al ways

an in phrase for what is just

do everything you need to do without needing to use a car ideally without the use of any kind of

mechanised trangpt will always make sense.

Regional Municipality, Senior Planner, Interview 4

I'tés generally just good planning.

Rural Municipality, Planning Director, Interview 5
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In general | find it is planning with the same ideas, but maybe they sometimes getvithlidifferent
catch phrases. But | think planning for healthy communities has always been what the push of
planning has been about.

Rural Municipality, Planning Director, Interview 2

The interview respondents largely referred to a balancing of physidaaial factors. However, the
emphasis was largely on active transportation and physical activity. Income or economtie @speigured
largely. Healthoriented planning was also viewed as a way to inspire or leverage support for investment in active
transportation or increasing residential and commercial de@tpurn(2009) views this perception of heaith
planning as problematic, as it is no different from other planning frames like sustain#imlityn his opiniondo
not focus on the root cause of health disparittesburn(2009)views health, and in particular the unequal
distribution of health burdens across, in his case US cities, as a manifestation of inequities in the allocation of
resources. Barton (2018)soemphasizes the importancewban plannindo include political engagement and
empowermenin planning exercises. Interview participant 1 was exceptionally supportive of the move towards

connecting planning to health. When asked whether he felt this c@iomevas helpful, he replied:

Extremely helpfulThe thing about being a planner in this context (rural Nova Scotia) you have to be
ready to use whatever tools are available, whatever kind of social mechanism or whatever your
council will grasp onto to ma the entire community planning agenda forward.

Rural Municipality, Planning Director, Interview 1

Healthoriented planning was supportedprincipleby all the interview participants. However, the support
was based more on the potential for healthdibas a rallying point for the public in support of planning practices
such as creatingectraditional neighbourhoodsndNew Urbanisprinciples Many interview participants saw

health as a valwuabl e t oojustgoodpld e vadcticgsi ng a soci al Il i cen:

7.3.2 ROLE OFHEALTH IN PLANNING PRACTICE

In the literature on planning and health, the roles that planners are expected to play can be varied. If we
take Jason Cor bur mMémrdsahe plealthy Cityi2008)uher piamnersineed mo be strong
advocates for health equity in the broadest sd?ls@ners neetb be leaders on health supportive policy and

designs and effective collaborators with health professi¢@algourn, 2009)If we look at the literatre around
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healthy built environments, planners are able to maintain their objective stance and health is simply an additional
consideration in thdesign andlecision making process.

As was outlined in the literatureview plannerfiave sought to incorpate health into planning practioea
variety of waysHealthy Built Environments (BC Provincial Health Authority, 200%P| 2009), Healthy Urban
Planning (Barton & Tsourou, 2000) and Healthy City Plann@grurn 2009 all focus on improving healtlEach
of thesetheories/approachesnphasize a different role for planning practice, focusing primarily on design and
transportation (Healthy Built Environments) or focusingtlos social and economic factors @ahdgovernance of
cities (Healthy Urban Ptaing and Healthy City Planning).

A difference worth noting is th&iealthy Urban Planning and Healthy City Planning presuppose specific
spatial and social dynamics, such as the presence of digtitial units such as neighbourhotist may suffer
from divestment or the presence of identifiable marginalized groups. In the rural context, neighbourhoods may not
exist in the same sense as in cities, and there may not be a ideatifjablegroup that is marginalized. In rural
areas ad small towns that are in decline, the entire community may be relatively homogenous in its lack of
resources (Halseth and Ryser, 2006). The economy of a rural community can be the result of decisions made
hundreds of miles away or due to a settasedjovernmenpolicy, such as when schools are closed due to student
populations dropping belowspecifiednumber(Gordon and Hodge, 2008; Halseth and Ryser, 2006).

In many cases the Healthy Built Environments literature idenfdigerslike compactnesdyike lanes and
other features that can be difficult to secure in rural areas, due to population decline and historical settlement
patterns that favour large allotments and dispersed population. There is a lack of-areatii planning
theoreticalframework that addresses the physical, spatial and sm@oomic contexts of rural and small towns
perfectly. Each interview participant was asked what role they themgseiyaanners generallgould play in
addressing community health. The responses fagg consistent. All participants saw facilitation as a central role.
Through facilitating discussions on health issues either at the council or community level, participants felt that they
could encourage the type of development and behavior that wopjibrt a healthier community. Several

respondents also indicated a need to link disciplines, such as engineering and public health.

I't could be facilitating meetings, bring the researc

much lobby, but mdng the councillors aware of what can be done around the healthy communities
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agenda. To play a sort of educational role to the council and to the public, including other staff as
well, such as engineers.
Rural Municipality, Planning Director, Interview 3

We | | in planning we candédt really make it happen,
encourage and | think a certain percentage of it is inspiration and that is a part of our job as well.
Part of that is to try to provide or encourage exdes that can then inspire other people.

Regional Municipality, Senior Planner, Interview 4

And what can | do as a planner to facilitate that, where do we make those linkages, how do we
encourage people who are making that new subdivision to ensuree¢hatitte linkages to the
neighbouring subdivision or to the neighbouring park? We do have the means of working towards a
healthy community.

Rural Municipality, Planning Director, Interview 5

The role of planner as bridge builder is common throughouiténature on planning and healt@1P, 2012;

Barton, 2010Capon and Thompsp2010; Martin 2010).Research suggesthat planners can use the skills they
possess; knowledge of municipal administration, dagé controls, urban design expertise, fatititaand
knowledge translation to improve the communmitgollaboration with public health or other agend¢i€bapman,
2010;Corburn 2009).

In the survey, respondents were asked to identify issues they addressed in their practice from a list of physical
and social determinants of heal8ee section 6.5.2The list ranged from fairly standard issues for planners like
transportation to less obvious one like crime prevention. In the interviews | asked participants to elaborate on why
they did or did notddress the issues listed in the sun&gveral answered that they did not see a connection
betweerfactors likecrime prevention or working conditions and health. They also suggbsteidsuesike crime
prevention or injury preventiowere outside ofheir professional role. In discussion with one participant
particularhe came to understand the possiliks between things like a fear of crime limitinge s i dikelihndod 6
of walking alone or going out at nighfter initial dismissing the conngan. Several participants did not make the

connection between the correlates supplied in the samwéyheir workeven after discussion
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7.3.2.1 COLLABORATION

The vast majority of literature suggests that planners should be collaborating specifically witthpaltih

professionalsNorthridge and Freeman, 2011; Barton, 2010;-Banadian Public Health Network, 200ank and
Kavage, 2008; DeVille and Sparrow, 20@8lkington, Grant, and Orme, 200®octors, nurses, and health policy
makers are often mentioned as well, but to a lesser extent. This emphasis on public health professionals makes sense
aspublic health workypically looks at the health of the community in a broad senseadddessesoot causes of ill
health rather thajust thetreatment of individuals (Frank and Kavage, 2008; Malizia, 2006; Srinivasan et al. 2003).
The literature does presuppose that public health agencies are present, which in urban areas is a safe assumption. In
rural areas there may be no public health office or worker, or there may be onlpalfitshealth staff taskedith
providing services foseveral communities across a coufitpva Scotia Department of Health, 2006). In rural
areas, other sources of infieation and expertise such as doctors or nurses may be the only health professional
available for collaboration. Some circumstances may be less about collaboration and more about simply accessing
information(Botchwey et al. 2009; DeVille and Sparrow, 20B&nk and Kavage, 2008).

In the online surveyrespondents were asked whether they had ever consulted sources for health information
(See Section 6.5.4)n the interviews the participants provided specifics about their collaborative work. Two
participarts had become involved with th&dommunity Health Boar@See 4.3.2)One respondent assisted a local
organization promoting the health benefits of active transportation. One participant attended a past Nova Scotia
physician§conference where he spokettie health impacts of the built environment. The experiences and roles of

these four interview participants were different.

I'tés i nter es t(Gommunity Health Baambxistad aind then invited me to participate
because they saw my role before | saw my role.

Rural Municipality, Planning Director, Interview 5

We all share what we are working on and as people describe the projects they are working on the
wheels in my heastart going and | try to think of how to incorporate that. Because we have such a
general landuse plan | am looking at it as a clean slate.

Rural Municipality, Planning Director, Interview 5
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The role we have been playing on th@Z&iB) is helping them nderstand at the federal, provincial

and municipal l evel what currently exists or | egisle
were talking about a minimum standardslbmw f or housing, so we coul d come
her eb6s wh animuenstandards, hdrecare same examples, here are some of the challenges

to enforcement . I't may not solve all the probl ems vy«
educational type of thing. We also looked at some stats for them and | preparedt anelpo

presented that to council. | did a sort of preliminary need analysis in our municipality for affordable

housing and made some recommendations. Basically how we move forward. If we want to build

affordable housing units, what do we need to do tdigeste types of projects going?

Rural Municipality, Planning Director, Interview 3

However, opinions varied on who should lead the process of analyzing and implementing strategies to target

community health problems.

| think they(health department/publieealth)would have to be the leaders in this, and they would be
the initiator and bring us into their project as opposed to the other way around.

Town, Planning Director, Interview 9

The local government is on the front lines, even though they may maroiated to, say, look at health,

itdéds stildl an issue that affects the community. The
municipality has the ability to champion those things at the local level, as opposed to the province which

will be something that will be much more difficult for them to meaningfully implement at the local level.

Rural Municipality, Planning Director, Interview 2

Barriers to collaboration between planners and public health professionals have been idetthifed
academic and grey literatuforthridge and Freeman, 201BC Healthy Authority, 2010Pilkington, Grant and
Orme 2008). A barrier that is often mentioned is the ability, or lack thereof, for planners and people in the health
field to communicate effectively. Communicatioan beproblematic due to differences in technical language or a
limited understanding of whaiach field can and cannot goterms of interventions in the social, built, or natural
environmentsLegislation regulates what each field can do, at least in the public sector. This problem was identified

by the Bitish ColumbiaProvincial Health Authdty and to address it they developed primers for both public health
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and planners. One participant identified the unrealistic expectations of a local environmental health group regarding

what the planning department and thenicipality wasable to accompth as a barrier to useful collaboration:

We have a group right now called Theydédre a mix of people very inter
environment and health. Their intentions are excell e
municipal government,pari cul arl'y the financial ones. Theyodre ste

government quite the wrong way because theyobére pushi
responsibilities and obligations so thkalanesve candét o0\
From the outside they see things moving very sl owly

keep up. Thatodéds the kind of potential complication t
different groups with different mandates.

Town, Planning Director, Interview 10

A barrier to collaboration that has not been identified in the literature is that of distance. Rural areas tend to
have lowpopulationdensites (Hodge and Gordon, 2008) and distances between residential, comrapdcial

government services may complicate the ability to havetfafa&ce communication.

The CHB is physically 45 minutes away from here. That makes it really, really difficult to make
connections.

Rural Municipality, Planning Director, Interview 2

The Community Health Board (CHB) was mentioned frequently in relation to collaboration. The purpose of
the Community Health Board is outlined@hapter 4CaseSt udy Profi l e. Acting as the 6
community the Community Health Board is jgected to be aware of current community health issues and working
towards either connecting organizations that can address issues or making recommendations to the District Health
Aut hority to address them. P a r toratomn weee mixed.8Somepawrtheons on  t |
Community Health Boards as great repositories of information and others saw them as ineffectaeh CHB is

different due taheir being volunteer based, this is unsurprising.

The opportunity is just for the informati sharing, the Community Health Boards for example have
al | kinds of wuseful recommendations that donét go ar
ideas but the hospital doesndt control the built for

Rural Municipality, PAnning Director, Interview 2
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At the level of the CHB they are primarily at the promotional level, they appear to do little else. They
seem to have their hands tied. There is very little that they can do.

Rural Municipality, Planning Director, Interview 1

| think there are opportunities especially duigh the CHBsl think those are a good kind of structure

that we can work with. We probably have to do more to ensure that they are included on our various

commi tteesd especial l ydtimhserhoftlimrg. do t he pl an review ar

Regional Municipality, Senior Planner, Interview 4

7.3.3 PROVINCIAL AND MUNICIPAL CONFLICT

Crown agencies and provincial departments are big, I
necessarily see it that way. We are mostly faactive decisionmaking stance, oh there are plans

and whatnot but senior governments donét pay much at
objectives and those are often sectorial.

Regional Municipality, Planning Director, Interview 6

Municipalities, in particular rural municipalities, are often at a disadvantage when dealing with policies that
are sectabased rather than plabased. As Reimer (2004) points aggctor based and senior legevernment
policiesareoften setwithout consultatiorwith the communities affected, which neglestsat those communities
have prioritized or planned to develop to mibeir own goals Grant and Manuel (2011) found that planners in
Atlantic Canada felt that the actions of senior levels of governmentofterecontrary to the plans for their
communities. Adler at al. (209&8lentifiedwhere school boardshooseto locate schools as a significant barteer
developing a supportive built environment &mtive transportation at the runadban fringeIn theU.S., Chum
(2011) found that municipdilosd and interurban competition created situations where policy and strategy around
municipal development led fature health inequalities in the allocation of services and resources. Participants noted
that poicies set at the upper level of government are often inconsistent with the policy set at lower levels. However,
municipal government is often beholden to meet policy criteria set at the provincial level. Policy and regulatory

conflicts between the municifiy and the province were cited te largest barriers to healtiiented planning by
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interview participants. The departments of Health and Wellness, Transportation and Infrastructure Renewal and
Education were often seen undermining local planning pbljcsetting standards for programming, infrastructure
investment and facility location that interfered with the ability of municipalities to implement good planning
practice.

Participants frequently referred theinflexibility of land requirements fachools as a problem. The push
for efficiency and economies of scale with regards to schools meant that school locations need to accommodate
busing and large recreation areas like soccer fields. This pushes up the size of the land requirements beyond what
can be accommodated within the cores of smaller communities. The consequence of having a set of static
parameters for the design of schools can result in them esisgccessible as they get pushetieperipheryof a
community Additionally, themain access to schodtscated at the peripheiy often along regional highways with

limited or no pedestrian acceslsereforeusing active transportatiaa dangerous.

Schools are the worst of all. They put standards on schools, right now in NoisatBe@epartment

of Education has an architectural division and the architects generally put standards on schools that

drive the land requirements up into the-1% acre mark that is required. That means every time you

go through a location exercise withr ovi nci al people, a |l ot of time they
have to | ocate this site and it has to meet all/l t hi s

Regional Municipality, Planning Director, Interview 6

From the participantsd per s piesatethatstudentseannotenslkitbt s of s«
school and that the schools have no connection to the comnlanityany cases the schools serve as the only indoor
purposebuilt recreational facility in the community. Participants noted that the routes to schoafteerensafe as
they were along highways with speeds limits of8®@&kmper hourand students would have to walk along the

shoulder.

There is | ip service paid to the idea that we wonot
we are busing kis more and more even when they are half a kilometre away from school because of a
lack of safe places to walk.

Regional Municipality, Planning Director, Interview 6
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Roads were the most often cited examgaacerningconflict between municipal and provincial policy and
goals. In Nova Scotia jurisdiction over roadsies withthe municipality. The urban areas (Halifax and Sydhey
and the towns are responsible for the roads within their boundaries. In most rurapaiitieienearlyall roads are
the responsibility of the province, consequently the provincial policies on road quality,, @geglgnaintenance
largely defines the character of the transportation network in these areas. Frustration about the limitee iovier
roads was a major issue for all the participants. Regardless of what municipal planners decided was important for
improving links within and between communities ultimately the decision on how apsadiesignednd maintained
is the purviewof the Department of Transportation and Infrastructure Renewal. As many participants saw it, the
Department of Tr astrnscksand cars with oyoliStssandopedesirianis oftgn not entering into the

equation.

I think the jurisdictional gap beten the province and the municipalities is a problem because when

the province thinks transportation it thinks freeways and driving and trucks. It is very hard to get them
interested in active transportat i ousedhehighways al so have
are under provincial jurisdiction. So it is extremely difficult to get any systematic consideration of

active transportation whether it be biking or walking in a rural community unless it is already on the

provinces radar. They are addifigke lanes here and there and that is a good thing. But it is difficult

to say fAwe want a bike | ane here.o | tried that and
municipality and then take that to the province and it went absolutely nowhereu §etythat

jurisdictional problem.

Regional Municipality, Senior Planner, Interview 4

One of the barriers with an Active Transportation plan in a rural municipality is you have provincial
roads, the Department of Transportation is responsible for afieheads, and those are the roads

that the bike lanes and the shoulders need to be built on. Whereas in a town, the town is responsible
for all the roads within their towns and they have control over things, whereas we have to work with
another governmeritody to get things done.

Rural Municipality, Planning Director, Interview 3

19 Halifax Regional Municipality and Cape Breton Municipality are only responsible for some of the roads in their municipality,
specifically those contained within their urban cores. Both have significant low density rural areas within their boundaries
these low density areas the province is responsible for many of the roads.
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In many areas across the province there are also trails systems in place that link communities or provide

secondary routes within a community. The trail systems are sometimesteahail beds or trails originally built

for forestry or agriculture. Some of these trails can also fall under provincial jurisdiction and again provincial policy

may not be supportive of municipal polion active transportation or physical activity.

We do have a trail systembtuté s p r o v i n ¢he taalls arp aldo used/by ATMmadtso many

people will not walk on them, and that debate is so acrimonious that it splits rural communities and

we dondét know of a s olSotwejustirytbkeepiottofit béeaust injista h av e

loselose discussion. So jurisdictional fragmentation within organizations and between them | would
say is the single biggest problem.

Regional Municipality, Senior Planner, Interview 4

Even in circunstances Were a municipality has control over the design of stréedscost of active

transportation infrastructureuch as sidewalks or bicycle lanes may preclude their development. One participant

noted that the cosif improving the transportatioretworklimited the towi@s actions

If you look at something like jurisdiction and responsibility for roads, we have a village nearby that
has large amounts of commercial development and the traffic associated with that. The difference
between the respoihdities and the subsequent expenses is substantial. Towns are responsible for the
roads within their borders, whereas for villages the province covers those costs, such as traffic lights
and so on. Should we have enough development to warrant a tigtfiode have to cover 100% of

that cost.

Town Planning Director, Interview 9

Another interview participant noted the financi

decision to locate an educational institution and a hospital &etigeedge of the municipality cost the municipality
millions of dollars in servicing costs for water, seyard roadsThe participant felt that, in addition to ignoring

planning goals, the province was placing a significant financial burden on the municiphigyarticipant also felt

thatthe decisiorto locate theeducational institution and hospitt the peripherhad undermined the economic and

social character of the downtown and had encouraged additional peripheral development.
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Some participants noted that some headway had been made with the Department of Transportation and
Infrastructure Renewal and other dejments, primarily due to the interdisciplinary and ms#tttorial nature of

healthoriented planning approaches.

So this push of supporting the health aspects of community design has been very, veriMeciphul.
pulling together provincial governmedepartments that have never worked together before together
with municipal units too, to do some stuff here which is really positive.

Rural Municipality, Planning Director, Interview 1

Despite this positivity, other participants found the relationsfiip the provincial departments frustrating

and problematic. Interview 6 summed up this dynamic nicely.

We try to chase these things that were provincial decisions with transit and with bike lanes and
pedestrian access. But the original decision whiciytchanged our urban form and set the tone for a
whole bunch of other issues was not ours.

Regional Municipality, Planning Director, Interview 6

The literature on rural communities and on the health impacts of planning covers the issues of senidr levels

governmehnot taking into account or even consulting local level governments on the impacts oftszstolr

policies (Grant and Manuel, 2011; Markey, Connolly and Roseland, 2010; Halseth and Ryser, 2006). The result of

this lack of communication analtaborative decision makingas beenas Interview 6 pointed out, that local

planners and governmerdisaseprovincial developmenwith piecemeal solutions.

Policy conflict between municipalities was also mentioned as a barrier. The one respondent who identified

this issue spoke about how, in their municipality, Council and the planning department were attempting to set

policies to increase density and supmoma |l | er businesses along the townds mal
which was rural with a very |l ow density settlement pat:
|l ocation of big box retail just outside the townds bor
| tkbéisnd of a AWild Westo ideology. So unfortunately a
as a fidogds breakfasto with highway sprawl commerci e

Town, Planning Director, Interview 10
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7.3.4 RURAL DYNAMICS

A central focus of this research was to lookattn t he r ur al character of a muni

professional practice in relation to community health issues. Literature on the dynamics of rural areas often points to
the difficulties such areas face amdo whatdvantages they have oveban areas (Caldwell, 2011). Ease of

informal communication between residents and town staff, familiarity and quick response times are often cited as
benefits of professional planning in rural areas (Caldwell, 2011). Each interview participant was asftedtto

upon how the rural character of their municipality (or portions of their municipality) made incorporating health into
their work easier or more difficult. Additionally, participants were asked to identify any benefits to working in a

rural contextwhen it came to addressing health through planning practice. The results were diverse. Participants
identified a wide range of problems, benefits and quirks about working in rural municipalities. The intent was not to
focus on limitations, but participamore often than not identified reasons for how planning was complicated by

their rural situationsr how therural context precluded healthriented planningThe topic of rurality was visited

throughout each interview. Several ghlemes arose under ttieeme of rurality

1 Spatial issues;
1 Human resource limitations and ;
1 Communication and decision making.

These are listed below and explored in the following sections.

7.3.4.1 SPATIAL AND BUILT FORM ISSUES

Spatial issues came up frequently in the discussionsintéhview participantsin particular problems
associated witkdispersed populatiorendbr ribbon development along highways. Participants saw this spatial
arrangement as an impediment to investments in the built environment such as active transipndatioicture.

In fact, active transportation was the issue most often discussed. |deambkeGrowthwere also often mentioned

by participantsSmart Growttshares several features with healtfented planningvhich supporgctions suclas:
1. Mixingland uses.

2. Building compact neighbourhoods.

3. Providng a variety of transportation choices.
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4. Creaing diverse housing opportunities.
5. Presering open spaces, natural beauty, and environmentally sensitive areas.
6. Supporing engaged citizens.

(Smart Growtlprinciples SmartGrowth BChttp://www.smartgrowth.bc.ca/

Participants cited an implementation gap between incorporating planning principles into their policy work
and the ability to encourage or enforcesta@rinciples in practice. Respondents did not suggest thatgembike
those found in healtbriented planning c8mart Growthwere inapplicable to their rural conteXhe cost to
construct active transportation infrastructure like bike lanes or sidewalks was often seen either as financially difficult
or beyond the municipalitiesd control. Particinpants di
rurd areasbut that scalef plans and projectsas the key. Interview 1 was asked whether spatial forms correlated
to health or those that supported active transportation such as compact development were applicable to the rural

context.

Let 6s t a lasean issad. Her wé ave od@,000km, and something like greater than

10,000 people scattered around. So obviously there are knots of population and then strings of

population, and there are large tracts of land which are in forestry some other negamlrce

use and then you have some identifiable communities. But these communities tend to have very
softedgesithey tend to bleed into each other. So what do you mean by walkable? Is the

municipality walkable? No. Areome of the villages walkable®sy'but there are some big gaps in

the infrastructureSo how do | answer that question? |Ités the

Rural Municipality, Planning Director, Interview 1

The character of rural built form was mentioned several timespdlitecal problems with mcreasing
populationdensity, creating more compact and connected subdivisions, villages and hamlets were often mentioned.
The physical layout of communities, even within there denseowntowns, was not what mangspondents felt

were populatiordensites that would support active transportation. But again, scale and context were important.

Being in a rural setting, when you are talking about increasing density and built form here it is
much different than elsewhere like Halifax or Sydney. Wherpetygle here are used to the wide
open spaces, so compact here is probably sprawl elsewhere.

Rural Municipality, Planning Director, Interview 2
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One respondent, Interview 8, cited their own context as an example of the difficulty changing rural
settlemenpatternsThe municipality Interview 8vorked for ha a central core where retail and some services were
located, but there were also ample greenfield sites within the municipality that would be easy to expand into
Beyond the infrastructure costs for wased sewer and roads there was no real impetus to contain development,
especially if thenitial infrastructure costs were paid by the developemterview8 6 s  ctherrasmonsibility of
road maintenance would be turned over to the province andjseama water were dealt with onsite. Interview 8
stated that it was assumed that any single family residential lot would come with at least an acre of land and that any

other form of development would be acting against market forces.

The land mass is bignough so that we can be spread and out and are likely to be spread out.

Town, CAO, Interview 8

Several interview participants noted that the ability to expand into woodlatrateVeloped areasasily as
a benefit of working in a rural municipality. Developments were considered sithplein urban contextiue to
the limitedland-use and developmergstrictions posed by working in low density settlements or on undeveloped

lands.

| g u ensore managieable due to the size. | guess getting input easily is a factor. But there is
also the space to work with, more green space to recreate in. | guess there is just more
opportunities to get out and interact with the natural world. The trails noaye directly within

the communities. But we are blessed with a variety of natural features that you may want to get

to and serve as recreation type destinations. It 6s
but there are just a variety of opponities.

Rural Municipality, Planning Director, Interview 2

Ther edlsi mint eudh amount of physical space sO in a sens
be in Toronto, Halifax, Ottawe t c ¢ But t hatoés really balanced off by

Town, CAO, Interview 8

Another issue that arose was the opposition of rural residents to densification or infill

development. According to participants rural residents saw density as an inherently urban idea and
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conflicting with their rural idyll.Satsangi (2009) identifies an opposition to affordable housing

development from rural residents due to its conflict wite s i domaeptiensd of their rural community.

7.3.4.2 HUMAN RESOURCE LIMITATIONS

For rural communities facing particular capacity gaps,esthe clerk, planner and budget officer
may be the same person, the ability to pursue innovative practices is limited.
(Markey, Connolly and Roseland, 2010, pg. 15)

In the literature on rural planning and rural community development a lack of resantteapacity is often
mentioned as a barrier to implementing effective planning. Limited financial capacitfuman resource limitation
are ofterthe main issugidentified. A lack of financial capacity to support planning can be caused by simply a lack
of revenue or the need to direct funds towards other departments or debt servicing. A lack of finances often
translates into human rasae deficiencies and caralgto a lack of skills or simply a lack of people to do the work
necessaryHalseth and Ryser, 20Q8Yonstraints in finances, human resources, time, experience, knowledge and
access to technology were all citesibarriers to heakbriented planning byesearch participanttn the survey for
this research lack of human resources was the second most significant barrier to planners addressing health issues

(See Section 6.5.3This was reconfirmed in the interviews.

| think primarily from aresourcepegpse ct i ve we just dondt have as many
you would have in a larger organization. And also people can only deal with so much technical

legislation and be any good at it. Whereas some of us are already wearing so many hats and have

to deal with many large documents like the Municipal Government Act, building codes and things

l'i ke that which are by themselves quite enoughéto a

Town, Planning Director, Interview 10

If some developer wants a buildipge r mi t t hen |1 have to put that hat ol
so the planning ités not systematic, itdéds not holis
in where things should be happening ahal should not
when | can, but ités just not an ongoing process an
planning resources to do it.

Town, CAO, Interview 8
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The fact that manyesearctparticipants did work that wid typically be subdivided amongst
several peo@ (e.g. Development Officer, Bgw enforcement officelRPlanner, GIS technician) in a larger
municipality was challenging. Ebbs and flows of development meant that the participants often felt rushed
or pressed for time to complete development agreemghilg, also attempting to do extra work like long
range planning or developing policy around transportation. Participants indicated that temporary positions
and grants from organizations like the Federation of Canadian Municipalities helped them to do more
policy planningor special projectshut they still felt thisundingwas not sufficient to complete all the

additional policy and planningork thatthey wanted.

7.3.4.2.1 PoLicy TooLs

Several municipalities in Nova Scotia do not have planning departments, comprehensive planning policies

or detailed landuse bylaws. In some cases municipalities have detailed-leadcontrols for only a portion of the

municipality.

| would say its mistmash, we do have some controls or policies in place and we are fairly up to

date to encourage walkable communities, trail systems, sensitivity to the natural environment,

mixed housing options and that kind of thing. But we still have remnants of th@ did8 r egar di ng

strip mall development type things, so we are a mishmash of things. So things are working but
maybe not in the best way possible.

Rural Municipality, Planning Director, Interview 2

We just have a general zone in the municipality, some shtlaler communities have detailed

plans but they dondédt | ook at that type of issue.

afford to put in services that will keep our population and our communities growing.
Rural Municipality, Planning Dirdor, Interview 5

Did | mention that only a small percentage of our municipality has-leselplanning? Only a
small percentage has planning representing about 22% of our population. In the last ten years we
have tried several times to get landeplanning across the entire municipality. The attitude has

been essentially over my dead body.
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Rural Municipality, Planning Director, Interview 3

The municipal planning strategy was done in days where things were typed. | can tell by looking
atitanditrasn6t been updated, s-o-datchhelistieldakatthings. any ki nd of
Looks like this is from 1987, so thatoés a | ong ti me
way people think about environmental issues, health issues and even iedssoes that this

thing should really have a big reworking. So, dated policy framework, how does that sound?

Town, CAO, Interview 8

This lack of clear planning policy and land use controls again limited the capacity of planners to effectively

manage deslopment to support healtriented planning.

7.3.4.3 COMMUNICATION AND DECISION MAKING

When asked about the benefits of working in a small or rural municipality in ternestk oriented
planning interview participants cited features that haisooftenbeenhighlighted in the literature: being able to
make decisions quickly due to a smaller number of voices or opinions, or the small size of the administrative
structure Being familiar with residents, local business aedelopers meatibat planners cdd have tacit
knowledge such as the likelihood of a person following through with a development proposal, or their openness to
infill or compact development. Familiarity of the community and residents also meant that, if a problem from the

public was likey to arise, planners and administrators could be proactive in addressing it.

Yea, | think the positives are that decisions can get made fairly rapidly, you can bring people
together fairly easily in terms of the municipal government to talk about issdesahk them
through so thatoés definitely a very good thing.

Town, CAO, Interview 8

However, while communicatiobpetween planners and the municipalibiessidents and elected officials
may be easier due to familiarity and smaller populatione respondent noted that geography could be a
complicating factor, in particular for rural and regional municipalities that cover a large landmass and may have

dozens of small communities.

108



| think a drawback is attempting to communicate effecti@etgss such a huge geography. One of
the things | have discovered is that a | ot of
actually a few free ones they prefer. Some of my first messages out to the community were through
the pay newspaper and mangople did not get the message and then we had to adjust how that
communication happened. Then there is of course the need to ensure that you have multiple
meetings due to the population being so dispersed.

Rural Municipality, Planning Director, Interview 5

7.3.5 PLANNING RESEARCH

Research on heaHtrriented planning is heavily weighted to urban contexts (Barr, 2011, Boehmer, 2006).
The literatureeviewconducted for this research, as well as that by several others (Barr, 2011, Ontario Healthy
Communities Coalibn, 2007) found a limited amount of reseaochhealthoriented planning in rural contexts.
Despite the dearth of research on rural environs, the applicability of urban research to rural contexts should not

always be ruled out (OPPI, 2009, Healthy Livisgue Group of the PaBanadian Public Health Network, 2009;

peopl

Dalbey, 2008). As participants pointed out, ideas like walkability and compact development can apply to rural areas,

just not at the same scale or in the same way as in urban areas. |deanfigetatevelopment or pedestriscale
design can be applied at the street, neighbourhood or communityGi3l2@12; OPPI, 2009). However, the
general sentiment was that planning research is dominated by urban research. The participants oftea referred t
having to translate urban research to their rural contexts. Fethidehealthoriented planning and planning

research generallyas directly applicable to their contexts.

And especially in a rural environment, sometimes the research documentsavl lbei | ab | e, but
really in the urban context and you are al ways
Rural Municipality, Planning Director, Interview 3

Not all participants felt that an urban focus to planning research was unwarranted.

I guess itdéds just a gener al i mpression | get. I
focus of the research tends to be on cities. Bike lanes and transit not so much an awareness of smaller

pl aces, I guess it 6 stfairancugh Canadaé B0®rubdn. i mpr essi on.
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Rural Municipality, Planning Director, Interview 2

One participant had actually been involved in developing one of the documents covered in the content
analysisHealthy Places Toolki2007). Despite being involved and supportive of the development of the
Toolkit, he felt that the language of the document laegely made up of platitudes. This participant felt the

value of toolkitsand manuals designed for heattiented planning was in how they inspired fion

professonals, i.e. nofplanners.

Yes, especially for people who are not in planning as professionals, people who are on planning
advisory committees, planning review committees, politicians, even developers | think could use it.

You need something that makesasy for people to do the right thing. | live and breathe this stuff but
most people dondt. So they need

somet hing that is qt
them.

Regional Municipality, Senior Planner, Interview 4

Overall interview paitipants, as was the case in the survyely that additional research is needed for

rural areas. In particulaa need foresearch that is action oriented, that takes theory and applies it directly to

the social, economic and environmental realities of rural areas.

At this point | am not sure, in fact as | probably i
enoughawareness about the issues or how they are connected to really have a good idea of what
woul d be something useful to haveéPerhaps that indic

material that would be directed towards helping to educate me er ptanners on the issue and how
our work can properly address health.

Town, Planning Director, Interview 9

7.3.6 LOCAL POLITICS AND CULTURE

The actions of planners and municipal staff in rural municipalities are largely guided by local politicians

and the public. Interview participants were quick to point out that they take direction from their councils. What
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staffs identifyas priorities mayot always be shared lepuncil and ultimatelywhatcouncil decides guides what
staff work on.

One patrticipant spoke about the time and effort it took to get the council in his municipality to accept active
transportation as a valuable goal. Oaceepted, the council was highly supportive of pursuing active transportation
options. Participants stated that a significant part of their role was to guide and hopefully inspire council and the

public, to accept ladtuse and urban design ttetuld suppa healthier options for residents.

So if there was more of an interest in pursuing planning from a healthy perspective then we would

|l ikely be doing it. But itds not really the top of ¢
cano6ts sagmetttdi ng | hear councillors picking up on th
itds not a priority for wus.

Rural Municipality, Planning Director, Interviewer 2

Several interview participants discussed opposition to planning andisgncontols from local residents.
For some it was a significant barrier to implementing any organized approach to development. Several participants
felt thatthe reasomesidents were opposed to plannimgsbecause they feit would restrict their ability to mak
decisions about theprivate propertyWhile participants could not identify specifically what residents felt they
would |l ose the ability to do, some suggested that the |

such as limiting burmig of waste, or dumping.

The individuals that have grown up here, those that have had several generations grow up here those

are the ones that are not that open to the idea of-larsde pl anni ng. il have al ways d

how dare you tellmewhaclanét do with my | and! ltdéds been this wa

are the ones who aren6t that open.
Rural Municipality, Planning Director, Interview 3

This opposition suggests that residents believe that planning, as a land control tool, iglynhere
dismissive othe privatepropertyrightsof landownersit also suggests a certain amount of distrust of the
local administration or at least the planning department. This perspective is hot uncommon in planning
(Northridge and Freeman, 201Qorburn 2009). However, the literature suggests that rural areas tend to

have closer tieamongst residentnd as such there is easier access to administration and local politicians
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(Reimer and Bollman, 2010). It was difficult for interview participantsriderstand why lorterm residents

were so oppositional to planning, especially since the
I have had some interesting conversations | ately wit
someone is building an automotive repair station nej
them saying fAwell that is a permitted use because al

And t hey aroe rieinksemednB eoaldt@ucerhent plant next to your house and there
is nothing we can do about it. Thatodés what has been

People are just now becoming aware of what is going on around them.

Rural Municipality, Planning Director, Imeéew 5

However, residents were not the only pedhbg participants noted as being opposed to planning.
Interview 3 noted that the council that they worked for was opposed tausandontrols being applied to the
entire municipality because lande phnning and the legislated public participation process that occurred

around itwould create conflict that the council wanted to avoid.

éwhen you have planning you have the real debates al
people come out and @all worked up and upset. | think it makes the politicians nervous.

Rural Municipality, Planning Director, Interview 3

Interview participants saw the attitudes of residents and council members as significant obstacles to
investigating issues like commtyinealth Participants did not offer much in the way of a solution to this obstacle.
Severaparticipantssuggested that until there was a negative consequence stemming from a lack of development
control, residents and council would remain obdur@pecfically until the absence of specific development
controls affected people directly there would be little interest in applying planning regul&ioce participants
had to take their direction from council they were limited in the scope of work in wieglcould become
involved. Some participants described this picking and choosing of goals by counpikasraeabpproach that

has led to inefficient and fundamentally unhealthy environments.
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7.3.7 WAYS FORWARD

Towards the end of each interview | asked participants to identify or recommend tools or research that they

felt would assist them to better address health in their future work. The majfopiyticipantsvere at a loss to
identify a single or specifipiece of research, or a tool, that they would find uséfalvever, three specific
recommendations stood out. The first was that more educational resources were needed. Several interview
participants over the course of the interview indicated that thethést were less informed then they should be on
the possible health impacts of planning and urban design.

The second recommendation looked at improving coordination between municipal and provincial policies
and also amongst provincial departments and@gsnUnsurprisingly this recommendation came from the
participant who had been the most outspoken on the negative consequences of sectorial rather than place based

policies.

€ the health authorities have a hard enough time dealing with the realities afjmg population

and upside down age/sex pyramid as we do and probably Butréhe governing structure could be

the key, if you had one body that had to allocate resources between health care, sidewalks, active
living programs, education all these thgg, maybe if you got something that was more on a

community priority instead of sectorally divided into healthcare, planning, sewers, water, roads,

parks, that kind of stuff perhaps that might be a better approach to deal with these issues that intersect
all these areas.

Regional Municipality, Planning Director, Interview 6

The third recommendation directly addressed some part
a priority. Interview 10 suggested that paying attention to community héaltihdsbecome one of the Provincial

Statements of Interest.

So therebds 5 of them (Provincial Statements of | nter
such as Protection of Water Supplies, but not from a holistic approach. So why not lobbg for on

being written about Community HealtA&?plan shall be written in such a way to reflect the need to

improve community health or something along those lines?

Town, Planning Director, Interview 10
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Making the consideration of community health a Provincialt&mnent ofnterest, wouldnean that all
developmentsvould need to consider the health impacts of the development and mitigate those impacts as much as
possible, or even stop a development altogether. This step also means that the prowngeacte step in and
review a development based on this policy. In Nova Scotia this has occurred recently, where a development
applicationto rezone agricultural land ran contrary to one of the Provincial Statements of Iriffeeestunicipality
concerned hadttempted to deal with the issue but the level of acrimony from the public and special interest groups
led them to defer to the provinddltimately theprovince intervened tapholdthe Provincial Statement of Interest
related to agricultural langBerviee Nova Scotia and Municipal Relations, News, March 23, 2p11

To a | arge extent the rationale for the participant:
planning and health, and rural planning. Also the barriers to datt#nwvere identifiedverealso mostly consistent
with the literature. In this way many tifefindings identified in this research are already Watbwn, confirming
other studies and not overly novel. The value in the findings is that they clearlfyidleatiplanners have a genuine
interest in looking at health in practiaad thasome significant policy barriers are limiting local planners in
planning for and designing healthier communities.

Raphael Fischler in a recent paper (2012) suggested #matipy as a discipline is4tlefined. Fischler
suggest thatplanning is a discipline in conflict with itself as it is constanthnegotiating its role and relationship
to people, powerand spaceA central conflict within planning is whether it is ahjective and value free activity or
one that is value laden and focused on imprgthe lives of all individualgFischler, 2012)1 believe this conflict
is an underlying component to the responses provided by research participants as all partieiptéfigd an
interest in addressing health issues in their wioukyery fewacted on thisnterest orsaw health as somethitigat
they wereunable to address within their professional rdarticipants consistently expressed uncertainty about how

theycould actively engage in healthiented planning

7.4 SUMMARY

The interview process revealed a wide range of issues related to planning, the built environment and health.
The majority of the findings are not unheard of in other contexts, both rural and swichras the conflict between

municipal and provincial level policies. However, other findings such as the willinghessl planners to engage

M SNSMR Newshttp://novascotia.ca/news/release/?id=20110323005
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in discussion with public health agges on building healthimommunitiess not identified in the literature.
Additionally, the assertion that discussion with healtiented groups had helped planners to better understand the
connection between their work and health is promising. Overall, interview participants indicatedythat th
recognized and wished to work towards making their communities more supportive of healthy behavior, with
particular focus on active transportation. Something that was noticeable in many of the interviews was a limited
awareness of the wide variety ofm®ctions between langse planning and health, in particular the impact on the
food environment. The limited involvement of planners in discussions of food security has been noted elsewhere
(Grant and Manuel, 2011, Grant and Manuglresentation NSPDA,(.1).

The following section Discussion and Recommendations discusses the research findings and presents
recommendations that suggest ways that Nova Scatinets could incorporate heatihiented planning in their

practice.
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8. DISCUSSIONAND RECOMMENDATIONS

The following section summarizes the research findings, answering the research guestigll as discussing
the implications of the findings. Recommendations will be provided that incorporate the findings of the research, for

consideration by plarers.
To return to the goals set out for this research, the primary research question asks:

How and to what extent do planners in small and rural municipalities in Nova Scotia acknowledge and address

community health challenges in the course of th@iractice?

Secondary questions ask:

l. How do planners understand health as it relates to their practice?
Il. How does workinginneor ban areas affect plannersdé responses

V. What opportunities and barriers do plannédentify in integrating health challenges into their practice?

8.1 ACKNOWLEDGEMENT OF HRALTH AS A PLANNING ISSUE

Research participants unanimously agreed that health is a planning issue, regardless of context and
professional position. This was unexpectelde Tationale for why participants feltathealth waselevant to
planning practice did vary slightly. Some participants viewed health as a holistic vision for a community, not unlike
sustainability. Participants who viewed health as a holistic conosgpiorated issues such as employnaert
injury prevention alongvith active transportation into their rationale for supporting healiénted planning. Other
participants felt that health, as it related to planning andUseds limited to physical ativity, specifically active
transportation.

There ardwo possibilitiesfor future planning that come from this level of agreement. First, it demonstrates
that planners and CAQOs across the province have similar conceptions of whasdapldnning and planning policy
should be doing in the province, at least in terms ofthe@his presents opportunities to enhaplesning and its
role in Nova Scotia. Healtbriented planning in its various forms has been suggested as a way to enhance the value

and efficacy of planning practice through directly targeting social, economhierasironmental inequalities (Barton,

116

t



2010; Corburn, 2009, Barr, 200%econd, it suggests thgtiould planning as a discipline formalize its connection
to community health and the health sector in Nova Scotia, this would be supported by planningrnectiti

The findings from this thesis confirm the results of the Canadian Institute of PlannersTEakireythe
Pulsecompleted in 2011. That survey found that the majority of planners agree that the practice of planning can
impact health and that it imassue to consider in planning (Barr, 2012). Research in other nations also found that
planners agrethatthey should consider the health impacts of their work (Allender,&2G09; Hollander, Martin,

and Vehige2009§.

8.2 How DOPLANNERS UNDERSTAND HEALTH AS IT RELATES TOTHEIR
PRACTICE
Despite unanimous acknowledgement of health as an issue that should be addressed in planning practice
there was variation in how and to what extent this should be done. Responses to health issues are often shaped by an
indi vi dual 6s, agencyo6s or governmentds definition of he
planning practice in Canada through to today the impact of development on health has been a consideration in
planning practice (Grant and Manuell20 ) . Recent iinitiatives include the Ca
Communities national programme. Despite this longstanding connection with health, planners who participated in
this research were, with a few exceptions, limited in their undelisiquof the health impacts of development
In generaparticipants found the connection between planning,-lssedand health easy to agree viith
principle,but in applicatiorthe connectiofbecame muddled. Consequently, participants often attempted to position
health as an addendum to the planning practiggswhich they were most comfortablBespite the WHO
definition of health being the standard used in most research, its applicgplannngpracticeremains largely
unclear (Barr, 2012, CIP, 2012; Barr and Much, 2009). The development of an interpretatieint@mpretation of
current definitions) that connects planning and planners to health is neededter collaborative wornd avoid
conceptual misinterpretatiohis definition also needs to be functional and accepted by public health and other

collaborators from the health sector.

8.2.1 HOWDOESHEALTH FIGUREIN PRACTICE?

One of the main currents in the literature onrélationship between planning, lande and health, is how

health can be addressed in practicds fésearch found thdy and largeparticipants do not use health as a criterion
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for making decisions. Health as it figured in practice had two main usses pBsitivehealthoutcomesvereoften
used as an additional justification for a project or planning decision. For exanmpta/edhealth would be lumped
in with other possible outcomes, such as economic development or GHG reductions. The ideditlyabraggtion
could improve health in the community was supportedamsnot thecentral driver or rationale. Climate change
andbr sustainability were seen as the central reasons for ad@ptyrgpecific policy or action. Seconinproving
communityhealth was used as a means to leverage funds from health sector funding agéiesesved as an
added rationale for framing a project in terms of its implications for improving health.

The extent to which participants went to address co
were largely determined by two main factors, a) the accepted definition of whatibéaltisalutogenesis versus
pathogenesis, and b) their levélexposure to health issues through either research or outreach from a health based
group or agency. These two factors may be interrelated.
exposure to research or through formal or informal dsions with people or groups looking at health isslrethe
case of this research the fact that the theme of the Nova Scotia Planning Directors Association conference in May,
2011 was building healthy communitjdigely influenced participant responsdsiose who viewed health in terms
of salutogenesis and had been exposed to health issues through professional associations, research papers, or policy
documents often saw the health implications of planning decisions in much broader terms, often irmbakling f
income, and housing as significant health and planning issues.

Participants who took a narrower perspective on pla
applied the term bealthy to what they were already doing. These participants oéiterred to planning for
healthy communities gast good planningr as an outcome of sustainability@mart Growth strategies. Often
participants use@8martGrowth, sustainabilityand health interchangeably. Health and sustainability have been
linkedin planning and public health literatyia particular in reference to climate char(#cMichael, 2006;
Barton and Tsourou, 2000). Participants who took a narrower view of health emphasised the importance of physical
features such as sidewalks, bike larEnches, parks, etc. over the social and economic determinants of health. This
situation is not surprisin@s using a complex lens like health in planning practice introduces uncertainty (Markey et
al. 2009). Defining the limits of health within the eslof different departments in a municipality is complex, as
each department has some role to play in supporting heaftkcially if an ecosystem type model of health is

adopted (see Figure 2.1, pg. 1Blkanning practitioners and academics like Bar310), Corburn (2009), Forsyth
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et al (2010) and Botchway et al. (2009) advocate for planners to make connections betwaeseJamtdan design
and policy to physical activity, mental health and dietme research participants explicitly stated tltesmections
are not always clear or useful to plann&ien if the connection can be mademay not be the one thatotivates

politicians to action.

8.2.1 COMMUNICATION OR ACTION?

The approaches that participants suggested as ways to incorporate hedtiripi@nning practice are
similar to ideas of communicative action in planning. Nearly all participants saw communication as their main role
in addressing community health issues in their work, specifically providing information to others on lanlicyse po
in their municipality. Communication as a primary skill in planning is well recognized in the planning literature on
core competencies for professional planners (Edwards and Bates, 2011, Friedmpamdl@86(2007) cite
communication as the moshportant competency in professional practice. The belief that communication is a
central component of planning mhg areason why supporting a flow of information between participants and
health field professionals is prominent in the discussion on waahers should do to address community health
issues.

Using planning tools such as zoning, development agreements, long range, municipal and secondary
planning,land-use bylaws, and polidp support healttoriented planning was not discussed much byigpants.
Rather the emphasis was on acting as key informants or consultants to processes headed by others in the health field.
Participants largely felt thahformation sharing rather than working collaboratively on projects was théheyle
should playin acting on community health issues. There was one exception, namely the development of active
transportation plans arsirategieswhere participants indicated they would like do had consulted with public

health representatives.

8.3 INFLUENCE OFRURALITY ON PRACTICE

Based on responses from participanisality did not significantly influence how they viewed health
oriented planning or what actions they took to address community health issues. In order to look at the impact of
rurality on partigpants a suite of rural measures were used to categorize and compare responses. Regardless of what

measure was used to categorize respondents into more or lesthenealvere few significant differenceshow
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theyrespondedo questionsOverallitagp e ar ed t hat each participantébés perspec

pathogenesis) and their level of expsto information about heattriented planning was more predictive of
responses than the categories used in this research to measuse ruralit

In terms of resources and capagityral areas face specific challenges that limit thapabilityto
effectively implement strategies broad social and environmental issues (Caldwell, 2010; Markey, Conaotly
Roseland, 2010). These challengesaten directly linked to capacitiime and expertise limitations, lack of fiscal
resourcesand ageing infrastructurall of which are common throughout rural Canada (Douglas, 2010; Markey,
Connolly and Roseland, 2010). Other challenges rural areadf@ade population decline, industry closures, and
outmigration. The cumulative effects of these social and economic pressures result in complex problems that are
difficult for municipalities with capacity and resource gaps to address effectively (GandbHodge, 2008; Polése
and Shearmur, 2002009. Research participants from areas that had limited capacity in terms of planning and
policy development either due to financial or political disinterest in planning tended to be hesitant about taking
action on health issues despite their agreement dadithhis a planning issue.

There was noticeable difference between the responses from dhe phrticipantsvho worked in an
urban as well as rural contextd the rest of the sample. While participants were often in agreement on issues, this
one respndent often indicated a slightly higher level of support or a broader perspective on the links between
planning and health andeglimportance of adopting healtiiiented planning. This difference in perspective was
likely not a factor of higontextbut rather circumstance, ag lwas involved in a project to develagoolkit on
healthy community designthe Healthy Places Toolki{2007).

Working in a rural area influenced the policy challenges that participants faced. Provincial level policies on
facilities, services, and transportation infrastructure were seen by participants as being hostile to local planning.
Policies rooted in concerns over efficiency and reducing costs for provincial government services and infrastructure
were perceived by participtmas often leaving rural communities with reduced convenience, gaps in services, or
increased financial burdens. Many participants felt that they were in a reactive mode all the time and felt limited in
their ability to be proactive in developing planglatrategic goals.

The applicability of healttoriented planning was never called into question by participBatsicipants
instead expressed conceatnout thescale at which planning principles were applied. Participants often spoke about

having to modify what they felt were urbaantric ideas, like walkability, to their rural context. For example in a
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rural municipality with a large land base the entire mipaiity may not be walkable but the local retail areas may
be Therefore planning for walkability in the municipalityuld be less about getting peopdethe downtowrby
walking and more about them being able to walk from shop tostibjm the downtown

Whether the municipality was a compact town of three thousand or a sprawling rural area of tens of
thousandsparticipant responses were similar. There was no strong trend based on geography or population size.
This was surprising ashladassumed plaring and development priorities would be different between areas with
more to less dispersed populations. However, concerns were largely the same between participants and across

municipal units.

8.4 OPPORTUNITIES AND BARRIERS
8.4.1 BARRIERS

fizoning ordinancesontinue to favour lowvalkable developments; transportation investments for

pedestrian and cycling facilities are considered trivial; parks are low priorities in many communities;

schootsiting decisions are not coordinated with community planning; aildibg codes do not consider
physical activity inside and around buildings. Thus every day, buildings, communities and roads are
constructed that discourage or prevent physical activity, and these built environments will last a long

time 0

(Sallis and Glaz, 2009, pg. 143)

Canadian communities, both urban and rural, are dealing with demographic change due to an ageing
population, policiesupportingabour force stability through immigration, and a significant healthcare and social
services burden from obmic and norcommunicable disease, addictions, disability and mental health issues (CIP,
2012; Moore, 2011; Reimer and Boland, 2016ome and income security are often cited as the underlyingdactor
that define an i ndi vi008 Rddriysz, 20@6hower mcome Gatadians, YoRtagndtleee | , 2
elderlyare at risk of suffering health inequalitiése to limited physical mobility, fixed incomes or limited
resources to relocate to a more amenable cbo(@ant and Manuel, 201Capon and’hompson, 2010Rodriguiz
(2006) suggestthatmoneyequates tanobility and choice, and those who live in a community that may lack
recreation, healthy food or healthcare options can travel to get what they want or simply move when the need

becomes gréanough. Rural area populations are largely made up of older persons and those who earn lower

incomes (Douglas, 2010; Markey et al. 2010; PHAC, 2006; Mitura and Bollman, 2003). This means that rural
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residents may be more dependent on their communitigetide healthful environments than urban residents as
they have limited options in terms of services and have limited mability

Participants provided very few ideas on how to incorporate health in their planning practice, beyond
supporting active transptation. Food security, housing, water quality, economic development, injury and crime
prevention and supporting social connections were low on the scale of things participants were tackéintgyr
willing to deal with as planners. reneral partig a ntreadih of knowledgen the connections between planning
and the built environment and health outcomes was limited.

Thesector basedpproach of the provincial government was quite possibly the most frustrating barrier for
participants. This barrier has been noted in recent research on health and planning and active transportation in Nova
Scotia (Grant and Manual, 2011; Rehman, 20IbBgre appears to be little change over time in how the provincial
government departments have decided to tackle local issues such as active transportation. A lack of local political
interest in planning and health was also a significant barrier but parttsitook a longerm perspective on these

issues:

In our municipality it took a lot of time to build that support at council and the support for active
transportationéand heal th mtealistofthingstosupmw.me ti me but
Rural Municipality, Planning Director, Interview 3

Because they worked in rural municipalitiesticipantsfelt they had the advantagefoéquent and direct
access to local decision makers. Participants were able to frequently revisit issues with town councillors over a long
period of time, and believed that they could steer council towards ofplanning likehealthoriented planning.
Resource limitationspecifically human resources and time, were major limiters of what participants felt
they were able to take oRarticipantexpressed genuine interest in making their communities healthier butt the
ability to convert that interest into actionable pglor regulations was limited. In their work on planning in rural
communities Markey, Connolly and Roseland, (204dg that an implementation gap often arises where rural
communities attempt to undertake complex projects or planning exercises. Oftgnatien arises wanpolicy
and political support may be in place in support of an initiative but finances or expertise to realize the action may be

absen{Markey, Connolly and Roseland, 2010).
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None of the participants took a strong advocacy iropplying halth-orientedplanning totheir work.
Participants noted both in the survey and in the interviews that pressure to complete core work tasks left them with
little time to pursue larger issudi&e health. This time constraint is tied to the fiuzit most rural planners work

alone or in very small groups andnbe responsibléor several responsibilities simultaneously.

8.4.2 OPPORTUNITIES

Several participants cited the Community Health Boards (CHBS) as great partners in addressing community
healthissues. However, participants saw the relationship as a way to share infoymaitias an opportunity to
work collaboratively. Thosparticipantshat hadoeen involved with a CHB indicated a greater awareness of health
issues, thathose who had not gaged with CHBs. The CHB acts as the eyes and ears of the community,
identifying and making recommendations to the District Health Authorities on health issues that are relevant to that
community. The CHBs are volunteer based, asdsuchdo not often cotain individuals who are experts in
population healtlor in any particular health related field. CHBs do not allocate resddmmeadopt policy that
effects spending on health programming and thus are limited in what they can achieve. These limithgons of

CHBs were apparent to some participants.

8.5 IMPLICATIONS FORPLANNING THEORY

Research on planners attiagdhas shown support for heatthented planning internationally (Allender at
al. 2009; Hollander e al. 2008y Canada (CIP, 2012) and in the Atlantic region (Grant and Manuel, 2011). Despite
consensufrom planners that health is a planning issue, and the extensive research on planning and its impact on
health, it is still unclear to many planners how heatghifito planning practice (Barr, 2011; CIP, 2012). This study
foundthatNova Scotia planners also found it difficult to identify how health could be integrated into their practice.
This suggests that a gap exists in how theory and research are beirgladwptranslated into practice. Laurian
(2006) suggests that healthiented planning carries similar assumptitmghepositivist modernism and
environmental determinisideas foundn planningof the 1950s and 60s. The slum clearance and redevelopment

programs of the 1950s and 60s in the US and Canada were premised on the,ideadbgatthe alteration of the

2 cHBs do allocate small grants call@deliness Initiative Funds ($5€81,500) to support the health promotion activities of
nonprofit community groups (E.g. afterschool soccer programs). CHBs do not influence spending on health services or public
health programs
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physical conditions in which people lived, their community and social problems would sorbelaomeliorated
(Barton, 2010Laurian, 2005 Cauion must be taken in drawing a causal relationship between planning
interventions and health outcom@&@rant and Manuel, 2011; Barton, 20GQrburn, 2009; Handy et al. 2006).
Participants in this researgfere very supportive of healtbrientedplanning;suggesting that ithe Nova Scotia
context healtkoriented planning could serve as a unifying framework for planning practice.

Conceptual frameworks for linking health to the physical, social and economic environments have been
available for many years (®frison, 2006). Using health as a theoretical lens for planning reinforces the historical
and recent trends towards addressing spatial, economic, environraadtabcial inequitiegiroughplanning
(Corburn 2009). As healtloriented planning supports action to address inequities it is especially relevant for areas
such as rural communities whose needs are often peripheral to provincial or federal government decision making
(Markey, Connolly and Roseland. 2010; Halseth anceRy2006). Healttoriented planning blends communicative,
participatory, and advocacy planning approaches to generate regulations, assess impacts and facilitate continued
improvement in planning prdace. Planners engaged in heatitiented planning will eed to consider engaging in
transdsciplinary actionthatmelds knowledge ohealth, planning, and lay persto address community health
issues will be require(Barton, 2010; Capon and Thompson, 2010; Corburn, 2008 the definition of

transdiscighary used byCapon and Thompsd2010):

Transdisciplinary refers to a fusion of disciplinary knowledge with the kmmw of practitioners and

lay people to create a new hybrid which is different from any specific component part. It requires an
ingredientr ef erred to as fAtranscendenced. This implies
the generation of new insight by collaboration and the capacity to consider thehavowf

practitioners and lay people.

(Capon and ThompspR010, pg. 111)

The findings from this research suggest timamicipal planners in Nova Scotia are not readily adopting
explicitly healthoriented planning theories. While all participmexpressed support for heatthiented planning
principles, the underlying themes of adsog and equity and addressing roots causdbhdalth were not, with on
exception, discusse@articipantémain interest was in application of theory, i.e. pracBased on this thesis
researctthe idea that current healtriented planning theoridgve not meaningfully addressed the challenges of

planning in a rural contexs raised Of particular concern is the lack of political influence that rural areas have in

terms of provincial services and infrastructure decisidsg.esearch participant®imted out, planning in Nova
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Scaotia is not always viewed positively and is often considered sy§sstion 7.3.5% Underlying suspicion of lard
use planning and the capacity limitations of rural planning departments, at least in Nova Scotia, suggest that
collaborative and transdisciplinary frameworks will need to be central in any theory to supfibrblieated

planning in rural contexts from a capacity and perhaps a legitimacy perspective.

8.6 IMPLICATIONS FORPLANNING EDUCATION

Based on this researdhetre are three knowledge and skill areas that should be reinfordedeloped

through planning educatido support healtloriented planning

a) encouraging the development of communication, facilitatioil negotiation skills,
b) emphasizingyeneralist training in planning education, and
¢) identifying and supporting the development of the necessary competencies for transdisciplinary

work, such aprofessionahetwork development.

In his examination of planning core curricilHaedman (1996¢nphasized the importance of negotiation
and communication skills for planners. Planners spend much of their time communicating with different stakeholder
groups. Adding public health professionals as stakeholders in develo@sewuld only increase the el for
planners to be able to communicate, negaqtetd translate knowledge effectively.

Planning, particularly in the rural context, often encompasses a very broad scope of activities beyond land
use and development control (Gordon and Hodge, 2008weh) 2010). The need for rural planners to often
address a broad spectrum of policy and development issla¢ss tahe financial and human resource constraints
found in rural municipalitiesbut alsoto themultifarious nature of rural planning whegavironmental, livelihood,
and cultural traditions overlap in the use of land. Similarly public health practitioners arsioftétaneously
dealing with multiple and overlapping issues due to the complex nature of community and population health work
(Moore, 2011)In terms of establishing a knowledge base for planners a broad scope of study would be useful, to
address both the constraints of planrimgural contextsandto addresshe complex naturef health

In order to collect information and wosffectively with limited resourceplanners adopting a health
oriented planning approach will need to be good network builders (Botchewey et al., 2009; Barton and Tsourou,

2000).In a transdisciplinary context plannensistalso become adept at knowihgw and when to combine
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professional methods in order to build strategies and plans to address health inddoidres 2011 Capon and

Thompson2010; Corburn, 2009, Barr and Much, 2009).

8.7 |IMPLICATIONS FORPLANNING PRACTICE

Of course, planners cannot dool all of these elements that contribute to community health, and are

limited by local and provincial policy. Despite those limitations, planners can play a powerful role to

advocate for policy and practice change to meshmunity healtlgoals, especi®§y when they act in

partnership with public health and other community leaders.

(Barr and Much, 2009g.41)

The basic tools of planning practitioners include lasd and development control, zoning and urban design.
Research participants were knowledgeable in applying these tools to physical activity. In termshafaither
issues, such as food security theses an apparent lack of knowledge in how to apply planning tools to address
these types problems. The reasortifis lack of knowledgés unclear, however, given that only one of the
participantsvas aware of th&aking the Pulssurvey distributed by @, despite nearly all participants being
members of CIP, suggests that planners in Nova Scotia may not have a strong connection to the professional
organizationCIP hasdeveloped mucimformation abouthe theory and practice b&althoriented planning through
its national Healthy Communities prograRural plannersn Nova Scotiaare notat the time of this researcbading
the Healthy Communities material.

Numerous studies recommend that public health and planning staff need bored#aGrant and Manuel,

2011; Rehman, 2010; Royal Town Planning Institute, 2009; Bhatia and Wenham, 2008; Barton and Tsourou, 2000).
In the literature theecommendation to collaborate is often open ended and little guidartbe practice of
collaboraton is providedWhile this is problematic ithe sense thatt does not provide a meaningful road map to
collaboration, it does recognize tacitly that collaborative efforts can and will take many shapes depending on the
context.Barton 010)argues fomuch more local control of landse and infrastructure decisions in order to
address health effectively in our communities. This perspeistisgpported in Nova Scotgven the barrierso
healthoriented planning practiddentified in this studyi.e.lack of local influence over major transportation and
public service decision3 here isdisconnect betweemealthoriented planning theoriemd the reality of rural
communities and the capacity of rural planners and administrators.

Collaborative relatiaships inhealthorientedplanning practice have to be carefully managed as there could

be some push back from planners as was noted in th@llldader et al., 2009)Allender et al. (2009) noted that
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some plannerwho received advice on heatthented anning practice from public health departments felt: a) they
were being pressured/criticizédhow they practiced planningy t hose who donét f dkrly wunde
b) disregarded the input as they felt they were already doing the best ti¢yacshape communitie€ommunity

health research is highly complex in that it deals with the interface between social, ecamaneicvironmental

influences and biological outcomes. Planners should look to build on the experience of those alreadyomorki

health issue@Moore, 2011; Barton and Tsourou, 2000) the case of Nova Scotia, social and economic legacies,

such as the decline of resoufzased industriefiave resulteth each community having its owmiquehealth

issues and built forrJores, Terashimand Rainham, 2009 onsequentlyadoptinga blanket approach toealth

issues such gscusing onlyon physical activity may not be relevant or useful in all circumsta#eseBing and

Gebel (2012) and Curran, Graahd Wood (2006) note, well designed built environments that support positive

health behaviour cannot ensure positive health outcomes alone, nor can promotional or health literacy initiatives
(Coutts, 2008)There is a need to develop initiatives that loarsupported by thime, resources, and expertise of

multiple stakeholders. To tackle the complex issues of community health programs, public health education, and the
built environment need to be mutuatBinforcing with each supporting similar outcomesuch as improved health
through increased physical activityealthier diets, or improved housi(®jacksher and Lovasi, 2012; Rehman,

2010; Salens and Glanz, 2009; Curran, Grant, and Wood, 2006).
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9. RECOMMENDATIONS

The following section outlines recommeations intended to support heatttiented planning imural Nova
Scotiaand addresthe findings of this research. Recommendations will be outlined and the individuals or
organizations needed to operationalize the recommendations will be identified. There are three primary ways that
have been identified in the literature to approlaeath in planning practice (CIP, 2012; Barr, 2011; Barton, 2010

Corburn 2009)

1 Policy;
1 Infrastructure, urban desigand landuse;

1 Collaboration and transdisciplinary action;

The following recommendations are organized under these three approaches.

9.1 PoLICY APPROACHES

The most significant policy barrier identified by research participants was the lack of meaningful
consultation between municipal and provincial government departments on policy and planning, specifically the
location and site requiremextf facilities and the design of infrastructure standdodshe departments of
Education, Transportation and Infrastructure Renewal and Health and Wellness.

There is ample literature on why health is an important planning issue along with suppodimgewand best
practicesbutthere is no single accepted planning framework on how to integrate health into practice. As Markey,
Connolly and Roseland (2010) point out the sustainability agenda took many years to develop effective planning
frameworks suclas theNatural Stepand theLocal Agenda 210 apply sustainability at the local municipal and
community level. Health is no differer@apon and Thompsd@010) suggest responses to address health through
planning should refledbcal histories, geograpghs, cultures, values and economic circumstafegs112). Some
have suggested that an audit based tool would provide room for health to be considered in development without
requiring the user to have extensive knowledge in the determinants of heathpex theoretical frameworks
(Forsyth, Slotterback, and Krizek, 2010indell, Boltong, and Forde, 2008). Health Impact Assessments (HIAS)

have been recommended as a possible tool to incorporate health intséaadd development practice (Forsyth,
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Slotterback, & Krizek, 2010 B). Currently there is no policy supporting the use of health impact assessments in

Nova Scotia.

1 Recommendation:That the province of Nova Scotia investigates the ramifications of adopting policy
requiring the use of Health Irapt Assessments (HIAs) for projects of similar scale to those that currently
require Environmental Impact Assessments.

1 Responsible AgentsThe Nova Scotia Departments of Health and Wellness, Environment, and Service

Nova Scotia and Municipal Relations.

This research indicated provincial government policies and decisions regarding infrastructure, facilities, and

service provision complicated or negated municipal level planning goals and objectives.

1 Recommendation:The government of Nova Scotia should ad@policy that all decisions regarding
infrastructure and built assets within municipal boundaries (not crowndand])d give consideration to
municipal government strategic plans, municipal planning strategies, and Integrated Community
Sustainability Fans Additionally, the provincial government shoupdovidetime for official submissions
from municipal government and the public on the potential impacts of the development, removal, or
modificationof infrastructureand built assets.

1 Responsible Agerd: The Government of Nova Scotwth participationof the Union of Nova Scotia

Municipalities.

Planners advise and help to administer the policy set by municipal councils. However, all planning-asé land

decisions must be in accordance with the Statdgsof Provincial Interest in Nova Scotia.

1 Recommendation:That the province of Nova Scotaloptsa Provincial Statement of Interest to support
land-use practices that promote incidental physical activity and food security.

1 Responsible AgentsThe Government of Nova Scotia and Service Nova Scotia and Municipal Relations.

9.2 INFRASTRUCTURE URBAN DESIGN, AND LAND -USE

It was apparent from this research thatl Nova Scotia planners face financial and human resource capacity
limitations thathinder them in developing policy that supports healibnted planning. Additionally participants

were notwell informed regardingesearcltonnecting healtand planning.

1 Recommendation:Direct informationand researcfrom CIP, the British Columbia Pvincial Health
Services Authorityand NovaScotia orthe health impacts of planning to Nova Scotia planrfiditional

steps include:
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(a) Identifying a Champion to facilitate the dissemination process and bring attention to the
wealth of knowledge availahle
(b) Creating an Office for Healthy Communities in the Union of Nova Scotia Municipalities,
similar to the Sustainability Office.
1 Responsible AgentsNova Scotia Department of Health and Wellness, Service Nova Scotia and Municipal

Relations and the Union ofdVa Scotia Municipalities.

The reluctance of the Department of Transportation and municipal civil engineers to incorporate active
transportation infrastructure or to leave space for fudotive transportatiomfrastructure was a point of frustration
for participants. This reluctance to consider active transportation suggests a need for improved communication with
civil and transporengineers and a change in the current mentality of the provincial department of transportation.
Providing the infrastructe to make active transportation accessible and safe is a large component of supporting
increased physical activity and providing access to retail and health and social services for those unable to use or
afford an automobile. In her report to the UnioriNaiva Scotia Municipalities on active transportation in Nova
Scotig Rehmen (2010) reported that municipal administrators (planners, CAOs, Town Clerks) all felt thefUnion o
Nova Scotia Municipalities should enter into discussions with the Departmerdargplartation and Infrastructure
Renewal orhow tobest use provincial and municipal resources (financial and human) to sapipast
transportation investment.

1 Recommendations:

(1) Develop a toolkit for municipal civil engineers on active transportation, for urban, suburban, and
rural environments.

(2) Undertake researdb examine the long term cost savings/expenses across provincial government
departments based on the inclusion oflisypedestrian right of ways on Trunk highways.

(3) Review Department of Transportation and Infrastructure Renewal policy to explore options for
establishing sharing the responsibility of roads between provincial and municipal government

along populated sections of provinciaunk highways

1 Responsible Ayents: Union of Nova Scotia Municipalities and the Department of Transportation and

Infrastructure Renewal.

Providing the infrastructure to make active transportation accessible and safe is a large component of supporting
increased physical activity andqviding access to retail and health and social services for those unable to use or

afford an automobile. Consequently, it would be useful to build on the steps currently made and continue to have the
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Union of Nova Scotia Municipalities act as a unifiedcecto the province in support of active transportation
(Rehman, 2010)Additionally, it would be useful to have a similar discussion between the Union of Nova Scotia
Municipalities the Department of Health and Wellness, and the Department of Educaiiem ¢acourage

landscapelesign anduilding standardthat support accessibility and safety for those unable to drive.

9.3 COLLABORATION AND TRANSDISCIPLINARY ACTION

The need for collaboration and transdisciplinary action between public health and plaofésgipnals and
others has been a strong and consistent message in dragaatemic literature on healbhiented planning.
Botcheway et al (2009) have suggested that a joint curriculum on planning and public health should be developed
that would have pinners and public health practitioners share core classes on theory and professional practice.
Shared academic courseayfoster dialogudoth within the academgnd professionalirclesthat could support

betterrelationships in the future between administrators and staff at the municipal and provincial level.

1 RecommendationNThr ough CI P6s H eCannttthgeenc@imgeraccreditédiplansing
programs to include a unit or course on the health impactsaohiplg, health statistics, and social
determinants of health. Alsthroughthe Atlantic Planners Institute a@P disseminate information on
current practice on health and planning to graduate level public administration program directors
specifically Dalhousie UniversityAdditional sources for dissemination could include transportation and

civil engineering programs.

1 Responsible AgentsHealthy Communities committee at CdRd Association of Canadian University

Planning Programs

At the communitytevel, particularly in rural communities, building on the resources present rather than
bringing in external expertise will ensure that information is specific to the local context, and @sataf local
support for healtforiented planning will be edtlished. Developing networks of engaged community organizations
ard individuals to support heahldriented planning through advisory committees and boards has a long tradition in
Nova Scotia. Advocates of healthiented planning recommend takingecosysems view of health (Barr, 2009;

Corburn, 2009WHO, 1992).

1 Recommendation:Have local planning departments or municipal administrators foster
relationships with local organizations addressing health related issues to share information,
communicate withthe wider community, apply for grants and collaboratively develop-lesed
practices that explicitly acknowleddpealthdisparities in theommunity.Collaboration woulde

done in a committee formatizeé and composition would be based on local context and should be
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As nosingleacceptedramework existgor this type of collaboratigrand aghe planning capacity to deal with

incorporated into local Planning Advisory Committees rather than creating a separate committee.
The committee would also be charged with developing policy and fostering good relations with
provincial agencies.

Responsible AgentsLocal municipal administration and planners, (if present) in partnership with

community health boardmnd district health authorities

complex health and landise modeling in rural areas in Nova Scotia is limitedcommend that an action based

research agenda ldeveloped to explore how healhiented planning could and should function in rural areas

1 Recommendation:Develop a multiyear action research agenda to explorelibaing issues from

a healthoriented planning perspective:

(1) Developing appropriate guitiees and indicators for healttriented planning in rural
areas.

(2) Explore regulatory ojxns to integrate health issues into development and planning.

(3) Explore models for mukstakeholder decision making that take into account rural
constraints.

(4) Development of a Nova Scotia based core curriculum for planners, public health
professionalsand municipal and provincial government administratord)eaithoriented

planning

(5) Create an Office for Healthy Communities in the Union of Nova Scotia Municipalities, similar to

the Sustainability Office to allow municipalities $hare experiencegth healthoriented

planning and related initiatives

1 Responsible AgentsThe Union of Nova Scotia Municipalities, Atlantic Planners Institute, Nova

9.4

Scotia Planning Directors Association and the Nova Scotia Department of Health and Wellness in
partnershipvi t h CI P, Dal housi e Universityds School

Foundation of Nova Scotia.

RECOMMENDATIONS FORFUTURE RESEARCH

The results of this research indicate adeo identify common language ameaningful and functional

frameworkgto integrate health in planninlylore sq these issue need be considered frona rural perspectivehat

recognizes thepecific challenges of these areas.

and community design tools that reflect their understanding of their rural environments in relation to physical

More research needs to be done that includes rural residents in identifying issues and egtplalisting

activity, food, housingdevelopment policyand stakeholdezngagement. Future reseastiould addresthe gaps
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associated with havinlimited planning and community design tools that are appropriate for rural residents and
would also include resident perspectives on what heaiinted planning practices wornd in what context.

In terms of collaboratigrthis thesis research has emphasisedntipertance otonnecting plannensith
public health workers to address community health issues. Something that was not discussed was the role of the
public in this discussiort.o have meaningful public input it isiportant tocreate anémbed systemf®r broad
based information collection and analysibich includes the publiinto development decisiori3efining the exact
method for utilizing local knowledge in healthiented planning especially in rural areagymesult in lasting
positive outcomes as it has in other contexts (Blacksher and Lovasi, 2012; Clark et al. 2010).

A key challenge for the future will be to develop planning frameworks wddohncorporat@ublic health
concerns ito aspatial policy catext such as land use and urban desidre adoption of any planning and
development policyelated to healtmrientedplanning will also need tbe supported byrivate sector development

Future research shoutdsoaddress the role of theivate seair in the adoption of healtbriented planning.
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UNIVERSITY OF Alan Howel| a3howel@uwaterloo.ca

WATERLOO

MA Candidate University of Waterloo T. 902542-1443

Dear Potential Participant, Date;

This letter is an invitation to consider participating in a study | am conducting on the role of health in decision
making in municipal planning in Nova Scotia. This letter is being sent on behalf of myself, Alan Howell, through
the Planning Directors entdistserv of Mr. Gregg Morrison, Director of Planning for the Town of Wolfville. This
study is being conducted as part of my M.A. in Planning under the supervision of Dr. Roger Suffling of the School
of Planning, University of Waterloo. | would like toguide you with more information about this project and what
your involvement would entail if you decide to take part.

Planning for healthy communities has been an increasingly popular subject in planning literature over the last ten
years. This has beerrdgely due to the rise in chronic disease in the general population throughout North America,
Europe and Australia and the recognition that they way our communities are planned impacts on the ability of
individuals to engage in healthy behaviour. Also iasiegly public health professionals are recognizing the

importance of physical environments in influencing behaviour that can maintain good health. There has also been
recognition from professional planning organizations that planning has an impact thn theaCanadian Institute

of Planners recently launched a national survey on how planners integrate community health issues in their practice
and planning healthy communities was the focus of the Nova Scotia Planning Directors Conference this past May,
2011. Despite this focus there remains some ambiguity around, what a healthy community means, who is
responsible for community health concerns and how to best approach these complex issues within the framework of
planning activities. A particularly large gapthe research is how these questions can be addressed in small and

rural communities. Nova Scotia can serve as a valuable place to study these questions for two main reasons because
a) depending on the definition used, the majority of the municipaiitis®va Scotia can be defined as naoban, if

not rural and b) historically Nova Scotia has shown poorly in many key health indicators, such as levels of physical
activity and mental health.

The purpose of this study is to highlight the gap in reseamctmall and rural areas and seek input from planners
responsible for planning in small and rural areas in how they understand health as it relates to their practice. In
particular to understand if and how they are currently addressing health issu@sdartimunities, what they

perceive as barriers and opportunities to doing so, and how they utilize, if at all, resources and expertise from the
health sector.

Participation in this study is voluntary.

The first stage will involve completing an onlisarvey (estimated completion time of-20 minutes). The study

will focus on understanding how planners in Nova Scotia view the role of health in their practice and what specific
activities they have engaged in to look at health in their communities uf\eysuses Survey Monkey(TM) whose
computer servers are located in the USA. Consequently, USA authorities under provisions of the Patriot Act may
access this survey data. If you prefer not to submit your data through Survey Monkey(TM), please contact the
primary researcher, Alan Howell so you can participate using an alternative method (such as through an email or
paperbased questionnaire). The likelihood of data from this survey being accessed by US authorities is assumed to
be slight.

The second stage @ interview of approximately 385 minutesn length to take place either in person at a

mutually agreed upon location or via telephone. The interview will look to understand how your municipal planning
context (small town, rural) influences decision imgkaround planning and health issues and what you see as
barriers and opportunities to addressing health in your practice. You may decline to answer any of the survey or
interview questions if you so wish. Further, you may decide to withdraw from thig atany time by contacting
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me by telephone at (902) 54243 or emaib3howell@uwaterloo.cand indicating verbally or in writing your wish
to no longer be involved in the study.

With your permission, the inteiew will be audio recorded to facilitate collection of information, and later

transcribed for analysis. Shortly after the interview has been completed, | will send you a summary of our interview
to give you an opportunity to confirm the accuracy of mmversation. All information you provide is considered
completely confidential. Your name, or your municipalities name, will not appear in any report resulting from this
study; however, with your permission anonymous quotations may be used.

Additionally response data from the survey portion of the study will be linked with demographic data such as

population size, this data will be summated to avoid direct identification. Due to the small number of municipalities

in the province it may be possible to idgnspecific municipalities despite all names and other direct identifiers

being removed from the data. Data collected during this study will be retained for 1 year in a locked office and only

| and Dr. Roger Suffling, also of the University of Waterlodl Wave access. The interview recordings will be

destroyed after 1 year. Electronic data that comes out of this research will be kept for 2 years on a secure server at

the researcherdéds home office. Ther e togauasarparticigantondhis or an
study.

If you have any questions regarding this study, or would like additional information to assist you in reaching a

decision about participation, please contact n@0at542-1443or by email aB3howell@uwaterloo.ca This study

is being undertaken as part of a Masterds Thesis under
5198884567 ext 33184r by email atcsuffli@uwaterloo.ca

| would like to assure you that this study has been reviewed and received ethics clearance through the Office of
Research Ethics at the University of Waterloo. However, the final decision about participation is yours. If you have
any canments or concerns resulting from your participation in this study, please contact Dr. Susan Sykes at 519
888-4567 Ext. 36005 or viamail at:ssykes@uwaterloo.ca

As a participant in this study, you will be alidereceive a copy of the findings of this study when the study is
complete, should you wish to have them.

To complete the survey please gawew.surveymonkey.com/s/PlanningHealttof@munitiesNSAt the end of the
survey you will be asked whether you wish to participate in the interview portion of the study. Should you wish to
be part of the interview process you will be provided a consent form via email to review prior to thevintérvie

you wish to complete the interview in person you will be provided a hard copy consent form to fill out prior to the
interview. If the interview is done over the phone you will be asked for your verbal consent prior to the interview. |
very much looKorward to speaking with you and thank you in advance for your assistance in this project.

Yours Sincerely

Alan Howell, MA Candidate
Student Investigator
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CONSENT FORM

| have read the information presented in the information letter about a study being conducted by Alan Hoy
the School oPlanningat the University of Waterloo. | have had the opportunity to ask any questions relate:
study, to receive satisfary answers to my questions, and any additional details | wanted.

| am aware that | have the option of allowing my interview to be audio recorded to ensure an accurate rec
my responses.

| am also aware that excerpts from the interview may daded in report to come from this research, with the
understanding that the quotations will be anonymous.

| was informed that | may withdraw my consent at any tivitbout penalty by advising the researcher

This project has been reviewed by, aadeived ethics clearance through, the Office of Research Ethics at tt
University of Waterlool was informed that if | have any comments or concerns resulting from my participal
this study, | may contact the Director, Office of Research Ethic§®888-4567 ext. 36005. ssykes@uwaterloc

With full knowledge of all foregoing, | agree, of my own free will, to participate in this study.
LIYES[INO

| agree to have my interview audio recorded.

LIYES[INO

| agree to the use of anonymous quotations in any report that comes of this research.

LIYES[INO

Participant Name: (Please print)

Participant Signature:

Witness Name: (Please print)

Witness Signature:

Date:
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Appendix B

Taking the PulseBenchmarking Planningfor Healthier Communities.

The influence of the built environment on human health is one of the factors that gave rise to planning
itself as a profession. Our communities are complex systéraskind of community we live in is

determined by the many decisions, large and small, that individuals and groups make every day. How can
planners play a role and what information do they need to promote a community where a strong
relationship is established between human health and thiedmvikonment?

CIP would like to understand how practitioners are addressing the built environment as related to
community health: what information needs they have and what best practices can be shared. Your
information will help your colleagues addressstmost fundamental issue.

The Healthy Communities Sabmmittee, the group that has initiated this survey, will assist a
communications specialist in translating the survey findings into resource materials that planners across

the country can use in theiork. The St o mmi tt eeb6s mandate is to facild.i
will promote the planning and development of healthy communities across Canada. Cen8nittee
reports to ClIPb&6s National Aff ai r sealtbpQommuniee e, a st

Subcommittee is partnering in this project with the Heart and Stoke Foundation of Canada, which is co
funding 11 other related research projects.

This survey will take you only 10 to 15 minutes to complete. All responses to the silbasheld in
confidence.

Please be candid and forthright. Your responses will not be shared with the CIP, other than in summary
form, and the surveys will be destroyed following data analysis.

If you have questions, please contact Victoria Barr, Healtbsnmunities Consultant, at
Victoria_Barr@telus.net

1. lam aware of the impacts of the built environment on health in my community. / Je suis
conscient des impacts du milieu bati sur la santé dans ma cotéectivi

Please indicate the degree to which you agree with this statement. / Veuillez dire dans quelle
mesure vous °tes ddgssuscord avec | 0®nonc® ci
Strongly Disagree / Pas du tout dbéaccord
Di sagree |/ Pas dbéaccord

Neutral / Neutre

Agree | Dbéaccord

AgreeS rongly [/ Tr s dbéaccord

Don't Know/NA / Ne sait pas, sans objet

=A =4 =4 4 -4 -4

2. In your opinion, what are the most urgent community health needs in your area? / Selon vous,
guels sont les problemes de santé les plus urgents dans votre région?
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