International Journal of Behavioral Nutrition and Physical Activity© The Author(s). 2019
https://doi.org/10.1186/s12966-019-0775-8

Research

Physical activity-related health and economic benefits of building walkable neighbourhoods: a modelled comparison between brownfield and greenfield developments

Belén Zapata-Diomedi1  , Claire Boulangé2  , Billie Giles-Corti2  , Kath Phelan3  , Simon Washington4  , J. Lennert Veerman1, 5, 6   and Lucy Dubrelle Gunn2  
(1)School of Medicine, Griffith University Gold Coast, Building 40, level 8, room 8.38, Gold Coast, QLD, 4222, Australia

(2)RMIT University, Healthy Liveable Cities Group, Centre for Urban Research, Melbourne, Victoria, Australia

(3)Infrastructure Victoria, Melbourne, Victoria, Australia

(4)School of Civil Engineering, the University of Queensland, Brisbane, Queensland, Australia

(5)Faculty of Medicine, School of Public Health, The University of Queensland, Brisbane, Queensland, Australia

(6)Cancer Research Division, Cancer Council NSW, Woolloomooloo, New South Wales, Australia

 

 
Belén Zapata-Diomedi (Corresponding author)
Email: b.zapatadiomedi@griffith.edu.au

 
Claire Boulangé
Email: claire.boulange@rmit.edu.au

 
Billie Giles-Corti
Email: billie.giles-corti@rmit.edu.au

 
Kath Phelan
Email: kath.phelan@infrastructurevictoria.com.au

 
Simon Washington
Email: hos@civil.uq.edu.au

 
J. Lennert Veerman
Email: l.veerman@griffith.edu.au

 
Lucy Dubrelle Gunn
Email: lucy.gunn@rmit.edu.au



Received: 29 August 2018Accepted: 22 January 2019Published online: 20 February 2019
Abstract
Background
A consensus is emerging in the literature that urban form can impact health by either facilitating or deterring physical activity (PA). However, there is a lack of evidence measuring population health and the economic benefits relating to alternative urban forms. We examined the issue of housing people within two distinct types of urban development forms: a medium-density brownfield development in an established area with existing amenities (e.g. daily living destinations, transit), and a low-density suburban greenfield development. We predicted the health and economic benefits of a brownfield development compared with a greenfield development through their influence on PA.

Methods
We combined a new Walkability Planning Support System (Walkability PSS) with a quantitative health impact assessment model. We used the Walkability PSS to estimate the probability of residents’ transport walking, based on their exposure to urban form in the brownfield and greenfield developments. We developed the underlying algorithms of the Walkability PSS using multi-level multivariate logistic regression analysis based on self-reported data for transport walking from the Victorian Integrated Survey of Transport and Activity 2009–10 and objectively measured urban form in the developments. We derived the difference in transport walking minutes per week based on the probability of transport walking in each of the developments and the average transport walking time per week among those who reported any transport walking. We then used the well-established method of the proportional multi-cohort multi-state life table model to translate the difference in transport walking minutes per week into health and economic benefits.

Results
If adult residents living in the greenfield neighbourhood were instead exposed to the urban development form observed in a brownfield neighbourhood, the incidence and mortality of physical inactivity-related chronic diseases would decrease. Over the life course of the exposed population (21,000), we estimated 1600 health-adjusted life years gained and economic benefits of A$94 million.

Discussion
Our findings indicate that planning policies that create walkable neighbourhoods with access to shops, services and public transport will lead to substantial health and economic benefits associated with reduced incidence of physical inactivity related diseases and premature death.
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Introduction
Over one half of the world’s population (54%) now lives in cities [1], and trends suggest this proportion will reach 66% by 2050 [2]. Accommodating this rapid growth presents infrastructure and housing challenges, but also opportunities to create liveable places where people can be active and healthy. Creating cities that support healthy lifestyles is key to preventing chronic diseases [3–5]: the United Nations (UN) [6], UN Habitat [7] and the World Health Organisation (WHO) [8] have identified cities as central to creating a more sustainable future, and critical settings for promoting health and well-being [9].
Internationally, longitudinal studies and quasi-experiments have shown that residents who live in more walkable i.e., cycle- and pedestrian-friendly neighbourhoods have higher levels of physical activity (PA), principally through increased walking [10–12]. Indeed, recent European evidence also supports positive correlations for cycle network length and cycling levels [13]. Environments that promote active lifestyles have the potential to delay the onset of chronic diseases for which physical inactivity is now a well-established cause [14, 15].
Evidence on health and economic benefits of good urban form are needed to support interventions that improve population health by supporting PA (e.g. walking for transport). Few studies, however, have attempted to predict future health and economic consequences of urban form [16–18]. These studies are either quantitative health impact assessments or economic evaluations. Both methods quantify the net health benefits of changes in PA attributable to exposure to features of urban form (e.g. sidewalks, street connectivity and proximity to transit), however, only economic evaluations include intervention costs [16, 19]. Leaving costing aside, the literature has in common the following two-step process: (1) the effect estimate for the association of urban form exposure with health risk factors (health pathways), and (2) translation of changes in health risk factors into health and economic benefits.
The most commonly studied health pathways related to urban form are exposure to PA, traffic related air pollution and road trauma [16, 18]. Positive health outcomes relate to increased PA attributable to urban form interventions or scenarios that support walking or cycling, mostly for transport purposes [16–18]. If an intervention results in decreased numbers of private motor vehicle trips then exposure to air pollution can also be assessed by the positive impact to overall population health from improved air quality. However, those who take part in active travel (walking and cycling) are exposed to higher levels of air pollution compared with car drivers, which has a negative impact on their health. Such offsetting complexities arise in other ways too. High population density was found to be associated with both increased walking and poor air quality due to high concentration of pollutants in compact urban designs [20]. A shift from car driving to active transport is also associated with increased injuries and death (road trauma) [18], as pedestrians and cyclists are more vulnerable than car drivers to road trauma incidents [21, 22]. However, if safe infrastructure is provided (e.g. segregated cycle lanes) the risk to active travellers decreases [23, 24]. Nevertheless, positive health effects from improved levels of PA across populations appear to outweigh potential harms from exposure to air pollution and road trauma [18]. Although this may be different in highly polluted cities (e.g. Delhi) [25], it appears that the benefits of PA still outweigh potential harms in high income countries’ settings [25–27]. Hence, we focus on the association of urban form features with PA.
Despite the importance of urban form for population health, there is a dearth of reliable tools for assessing the health and economic impacts of urban developments. One such tool is the Health Economic Assessment Tool (HEAT) developed by the WHO [28, 29] that monetises health benefits from improved walking and cycling. HEAT translates changes in walking and cycling to health and economic outcomes as a result of reduced risk of all-cause mortality. However, transport and urban planners still need a tool to visualise and identify how different urban development patterns impact on PA and therefore on the burden from chronic disease and economic outcomes. For this study we combined a tool to aid the decision making process of urban and transport planners as to the PA impacts of alternative urban developments with a health prediction model to quantify health and economic benefits.
In Australia, in line with international trends, the Australian Bureau of Statistics (ABS) projected that city dwellers will increase from 15 million (66%) in 2013 to 27 million (72%) in 2053 [30]. Hence, we used our method to examine the issue of housing people within two distinct types of urban development: brownfield and greenfield. Brownfield development typically describes residential development of previously used land that is located within an existing urban area (e.g. industrial land) [31]. Greenfield development describes residential development of undeveloped land, generally farmland, located on the city fringes.
We compared:	1.Urban form features for the two different types of urban developments; and


 

	2.PA related health- and economic benefits of housing a population in a brownfield compared with a greenfield development.


 





Methods
Context
Melbourne is the second largest city in Australia, with a population that is predicted to reach eight million by 2050 [32]. In 2017, the Victorian State government published ‘Plan Melbourne’ - a metropolitan strategic plan which addresses a wide range of challenges (transport congestion; employment, public transport and services accessibility; housing affordability; and environmental sustainability) [33]. The plan aims to influence housing supply within the existing urban area through industrial land redevelopment and new suburbs on the city’s fringe. The plan includes an aspirational target for 70% of new housing in established areas and 30% in new fringe suburbs.

Study areas
Within Melbourne, our study areas include a planned brownfield redevelopment at Altona North and a new urban development in a suburb called Truganina (Fig. 1).[image: A12966_2019_775_Fig1_HTML.png]
Fig. 1Map of the study areas showing their urban structure




The planned brownfield redevelopment at Altona North is located within Melbourne’s established urban area approximately eight kilometres south west of the Melbourne Central Business District [34]. The development will provide 3000 dwellings housing approximately 7000 adults in a previously industrial area of 67 ha [35] (Table 2). In this analysis, a street network buffer zone of 3.2 km measured from the centre of the Altona North development was used as the ‘neighbourhood’ exposure area (Study areas in Fig. 1). In this area there are 21,600 adults without the development (Table 2). This size buffer captured the distance covered in 20 min walking and also the broader area with 12 categories of destinations (e.g. grocery stores and transit) [36]. The area to the north of the site was excluded from analysis due the presence of a freeway, which was a physical barrier to pedestrian movement.
We purposely selected a greenfield case study site with a similar number of houses and adult resident population. Truganina is located approximately 19 km (Euclidean distance) south west from the Melbourne Central Business District [37]. It is a suburban greenfield development on the city fringe. Similar to Altona North, we included only the residential area to the south of the site, as to the north, it was primarily farmland or partially developed land not suitable for residential purposes. We included a street network buffer zone of 3.2 km measured from the centre of the Truganina urban development site. Truganina has an adult population of approximately 21,000 people (Table 2).
We compared the urban form features and probability of transport walking for Altona North with and without the planned brownfield development to those in the greenfield suburban development of Truganina. We included Altona North without the development to show the uplift in amenity in the area from the new development. We simulated PA-related health and economic benefits of the Truganina adult population exposed to similar urban form features as those in the Altona North established area with the planned brownfield development. We present our results by urban form categories according to five of the six Ds from Ewing and Cervero [38]: density, design, diversity, destination accessibility and distance to transit (Table 1 and online Additional file 1: Table S1).Table 1Urban form features and their measurement


	Urban form
	Measurementa

	Density
	Number of dwellings per hectare (dw/ha). A second variable is a housing diversity score measured according to eight types (e.g. one storey terrace, two storey terrace, etc.), which serves as a proxy for compact living.

	Design
	Street connectivity was used as the measure of ‘design’ as it determines the ease of walking and proximity of destinations [38], measured as the number of intersections as an indicator of street connectivity [82].

	Diversity
	Diversity refers to the different uses of land in a given area. A land use mix score was developed based on the entropy measure of [83] where a high index represents a greater diversity of six land uses: commercial, education, industrial, parkland, residential and transport.

	Destination accessibility
	Destination accessibility was measured as a binary indicator representing the presence or absence of supermarkets, bus stops and train stations within 1 km, 400 m and 800 m respectively. These distances were chosen as they align to Victorian State government policy [84]. A second variable (local living destinations score) included 12 local living destinations (e.g. convenience store, supermarket, public transport stop, specialty food store, post office, bank, pharmacy, general practice/medical centre, dentist, community centre/hall, child care facility and library) to account for destination diversity which has been shown to influence walking behaviour [36].

	Distance to transit
	Measured as the presence of bus stops within 400 m and train stations within 800 m.


aComplete explanation in online Additional file 1: Table S1




Simulation approach
We combined two previously developed models: the Walkability Planning Support System (Walkability PSS) [39] and a quantitative health impact assessment model [26]. The Walkability PSS estimates the probability that an adult participates in transport walking based on varying levels of exposure to a suite of urban form features. The quantitative health impact assessment model translates walking outcomes into health and economic benefits. The analysis compares a baseline scenario to an alternative scenario. The latter scenario is user-defined, and might be real developments, planned developments or hypothetical changes to the urban form.

Walkability planning support System
The Walkability PSS is specially designed to explore and evaluate the walkability of an area as a result of urban form changes. The tool was developed in a series of workshops conducted in partnership with expert policy makers and urban planners [39]. The underlying algorithms were developed using multi-level multivariate logistic regression analysis based on data from the Victorian Integrated Survey of Transport and Activity 2009–10 (VISTA09). Earlier work examined the relationship between neighbourhood environments and transport-walking behaviours [40, 41]. More recent models include other transport mode outcomes such as cycling and public transport use that have been successfully used in several case studies [36]. These models are consistent with the literature and show that walkable environments discourage driving and support active transport behaviours.
In the interactive interface, users can work with a suite of spatial layers representing the underlying urban form features. Spatial layers include for example: road segments, land use types, public transport stops and frequency of services. Users can edit these layers and sketch onto the development plans via the digital map. As changes are made, the tool visualises the expected changes in transport walking. The development of the Walkability PSS and data sources are explained in detail elsewhere [39]. The model estimates the probability of undertaking any transport walking trips conditioned on urban form exposures (e.g. high access to transit versus low access).
For the quantitative health impact assessment model, we needed to assess the difference in the average number of minutes adults spent transport walking per week for the two case studies. We multiplied the probability of transport walking for each of the case studies with the average weekday minutes per person who participates in transport walking (Table 2). This product yielded the average time spent transport walking per week across the population for the studied areas (brownfield and greenfield), including both new residents and existing inhabitants. For the Altona North study area this included existing residents covered by the 3.2 km buffer (Fig. 1). The average difference between transport walking time per week between case studies was then used in the health impact assessment model as the potential increase in PA time per week of exposing a population in a greenfield development to the same urban form features as those observed in the brownfield development.Table 2Comparison of urban form features and probability of transport walking for each scenario


	 	Altona North
	Altona North Developed
	Truganina

	Study area (ha)a
	1645
	1645
	2800

	Adult populationb
	21,618
	27,065
	20,970

	Dwellings total
	12,036
	15,036 (12,036 + 3000)
	9666

	Urban form features [38]

	 Density

	  Gross dwelling per ha
	7.3
	9.1
	3.5

	  Housing diversity (max = 8)c
	6
	6
	5

	 Design

	  Intersections per sq. km
	39
	54
	33

	 Distance to transit

	  Train station within 800 m
	Yes
	Yes
	No

	  Bus stop within 400 m
	Yes
	Yes
	Yes

	 Destination accessibility

	  Supermarket within 1 km
	Yes
	Yes
	No

	  Local living destinations score (max =12)c
	11
	11
	8

	 Diversity (land use)

	  Land use mixc
	0.64
	0.74
	0.53

	Probability of walkingd

	 	46%
	48%
	26%


Ha hectares, Sq. km squared kilometres
aIncludes development and southern area within the 3.2 km street network buffer, as per Fig. 1
bBased on average number of adults per dwelling in Hobson Bay Local Government area [85] and Truganina State Suburb [85]
cExplained in the online Additional file 1: Table S1
dEstimated from the Walkability PSS model




Transport behaviour data
We used data from the Victorian Integrated Survey of Travel and Activity 2009 (VISTA09) to estimate the average amount of time spent transport walking for those who reported any transport trips on the survey day [42]. VISTA includes data on a representative sample of the population and includes data on travel behaviour representing any weekday.

Quantitative health impact assessment
The difference between minutes of weekly transport walking between the cases studies translates into differences in PA-related health and economic benefits through a proportional multi-cohort multi-state life table model (PMSLT) [26]. We simulated benefits over the remaining life course of the adult (≥ 18 years) population, with 2015 as the baseline year. We assumed that this population follows the same PA distribution at baseline as the overall Australian adult population [43]. The mechanisms of the PMSLT model are described in detail elsewhere [26] and are briefly explained in the online Additional file, which also details the input parameters (online Additional file 1: Table S3). Estimated outcomes are health-adjusted life years (HALYs), avoided new cases of chronic disease and mortality (incidence), healthcare cost savings, healthcare cost in added life years and total economic value. Literature with the same simulation approach [44] uses the term disability-adjusted life years (DALYs). We prefer the term HALYs to avoid confusion with the DALYs produced in burden of disease studies [45]. DALYs, as per the Global Burden of Disease studies are measured as years of life lost plus years lived with disability. Our HALYs are measured as life years adjusted with disability weights from the Global Burden of Disease Study that account for the loss of health-related quality of life. We estimated healthcare cost savings as the change in prevalence (ischemic heart disease, ischemic stroke and diabetes) or incidence (colon cancer and breast cancer) multiplied by the average healthcare cost of disease by age groups and sex [46]. We used the value of a statistical life year for Australia (A$182,000 in 2014 indexed to 2015 with the Consumer Price Index [47]) to monetise HALYs [48] and added these to net healthcare costs to produce a measure of total economic value. Applying the value of a statistical life year is widely used in the economic appraisal of transport interventions to monetise reduction in the risk of death [49].

Uncertainty and sensitivity analysis
We used a 3% annual discount rate for healthcare costs and monetised HALYs [50] and tested the sensitivity of our results to discounting at 6% [51]. Ninety-five percent uncertainty intervals (UI) were determined for all outcome measures by Monte Carlo simulation (2000 iterations) using the Excel add-in tool Ersatz (Epigear, Version 1.34) (online Additional file 1: Table S3) [52]. Uncertainty parameters and their sources are presented in Additional file 1: Table S3.


Results
Urban form features of the different types of urban developments: Brownfield vs greenfield
Table 2 presents urban form features and the probability of transport walking for: Altona North (without the proposed urban development), Altona North Developed (once the proposed urban development is completed) and Truganina (greenfield). Overall, Altona North Developed had higher scores for all evaluated urban form features (described in greater detail below) and those commonly found to be associated with walking behaviour [53–55]. However, when compared with Altona North as is, the new development is not changing the destination mix and density significantly, as reflected in modest improvements in the probability of walking i.e., only 2 % (Table 2). Nevertheless, 3000 houses are built in an established area with existing amenities as opposed to building them in a greenfield area with low level of amenity. Specifically, the new residents benefit greatly from being located in an area with an existing variety of destinations (11 different types) as opposed to housing them in an area like Truganina which has a limited variety of destinations (8 different types). Hence, in what follows, we compared urban form features for Altona North Developed and Truganina to highlight the benefit of building urban developments within the city limits.
Density
Altona North Developed had a housing density of approximately nine dwellings per hectare, compared with three and a half in Truganina (Table 2). Although modest, this was achieved by a marginally higher housing diversity score (six in Altona North Developed compared with five in Truganina). As depicted in Table 2, with the proposed development, there will be 15,036 dwellings in Altona North in a total area of 1645 ha compared to 9666 dwellings in Truganina in a much larger area (2800 ha).

Design
The number of intersections was higher in Altona North Developed (54/sq.km) compared with Truganina (33/sq.km).

Diversity
Altona North Developed had a greater diversity of land uses with an index of 0.74 compared with Truganina’s 0.53.

Destination accessibility
Altona North Developed met the policy requirements of proximity to a train station, bus stop and supermarket and had a local living destination score of 11 (out of 12). Conversely, Truganina only had access to bus stops within the 400 m distance and eight of the local living destinations.

Transport walking
Across all VISTA09 adult survey participants, the mean daily transport walking time was 39 min and the probability of transport walking was 48% for Altona North Developed and 26% for Truganina. Hence, on average, an Altona North Developed resident was estimated to walk 131 min (48% * 39 min * 7 days) per week for transport purposes, while a resident in Truganina was estimated to walk 71 min per week (26% * 39 min * 7 days). Hence, the average difference in transport walking time among residents of the case study areas was 60 min per week.


PA related health and economic benefits of alternative urban developments: Brownfield vs greenfield
Based on the changes in PA, we estimated that 1575 (95% Uncertainty Interval (UI), 1189 to 1962) HALYs could be gained if a population of 21,000 adults living in a greenfield development similar to Truganina are exposed to similar urban form features as a population living in an established neighbourhood like Altona North with the proposed urban development included. We estimated savings in healthcare costs attributable to preventing new cases of physical inactivity related chronic diseases of A$5.2 (95% UI, A$3 to A$7.5) million (2015). This was more than offset by increased healthcare costs of prolonged life of A$7.4 (95% UI, A$5.1 to A$9.7) million (2015). We also monetised HALYS using the value of a statistical life year, and calculated net healthcare cost to produce an overall metric of economic value. Our result of A$94 (95% UI, A$71 to A$117) million (2015) shows that healthcare cost changes are small when compared with the monetised value of HALYs.
We also simulated important decreases in incidence and mortality for breast cancer, colon cancer, diabetes, ischemic stroke and ischemic heart disease. Figures 2 and 3 depict the change in the burden of disease in numbers (y-axis) for the first 20 years (x-axis) of the model. The greatest health benefits are from a reduction in incidence attributable to ischemic heart disease and diabetes and mortality from ischemic heart disease and ischemic stroke.[image: A12966_2019_775_Fig2_HTML.png]
Fig. 2Difference in the expected number of incident cases per year over years 1 to 20 between Truganina and Altona North Developed as a result of different levels of PA (21,000 adults)



[image: A12966_2019_775_Fig3_HTML.png]
Fig. 3Difference in the expected number of premature deaths over years 1 to 20 between Truganina and Altona North Developed as a result of different levels of PA (21,000 adults)




Our results are sensitive to the choice of discounting, with higher discount rates resulting in lower present values (online Additional file 1: Table S4).


Discussion
Principal findings
We predicted the PA-related health and economic benefits of housing an adult population in a higher density brownfield development located in an established area with existing amenities compared with housing them in a greenfield outer suburban development. We brought together two separate models: the Walkability PSS model and a quantitative health impact assessment model. Our findings suggest important health benefits from a reduction in the burden of chronic disease attributable to physical inactivity, representing approximately one extra month of life in full health and an economic benefit of A$4500 per person over their life course.
Nevertheless, this may underestimate the potential health benefits of well-located brownfield developments. As was observed, the proposed new development brought only a small improvement to the established area (Table 2). Notably, there were only modest improvements in levels of density in Altona North from 7 dwellings per hectare for Altona North without the urban development to 9 dwellings per hectare with the development. This is despite the fact, that the density within the proposed development itself is 45 dwelling per hectare [56]. Our study highlights that while an new urban development may itself create a medium development [57], the very low densities observed show that density standards are not being implemented in practice. Moreover, the established area - Altona North - lags behind in the design features that promote walking compared with the most walkable areas in Melbourne. We identified high walkable neighbourhoods in Melbourne by filtering VISTA09 survey participants at the 75th percentile based on the frequency of transport walking trips and matched corresponding urban form features. We then re-ran our analysis in these areas and found that if our population of interest (21,000 adults living in Truganina) were instead exposed to urban form features observed in the most walkable areas in Melbourne, the overall health benefits would further improve by approximately 40% (online Additional file 1: Table S5 and S6). This highlights the importance of combining higher densities, with all the other Ds in our model: design, distance to transit, diversity and destination accessibility.

Strengths and limitations
Strengths of this study include that, to the authors’ knowledge, this is the first to quantify health and economic benefits of housing a population in an established neighbourhood with a proposed brownfield urban development compared to housing them on the city fringes. We presented results for the probability of transport walking for the established neighbourhood (Altona North) with and without the brownfield development which provided a clear indication of the improvements to local amenity arising from a planned urban development. In our study, we combined changes in urban form simultaneously, as opposed to the summation of the effect of individual changes as presented in past literature. The few examples of composite or combined interventions [25, 58, 59] relied on the summation of individual changes made to the urban form on PA applying effect estimates from the literature [25, 59] or based on their own statistical models [58]. For example, Boarnet et al. [58] developed a statistical model and linked it to an economic evaluation framework to estimate the monetised PA-related health benefits of walkable places and found monetised health gains ranging from US$2 to US$24 million for a population of 5000 adults from a reduction in the risk of death. If we translate our results to 5000 people, we get approximately A$22 million, which is within the range found by Boarnet et al. We conducted our statistical analysis based directly on local travel data to derive our effect estimates adjusting for simultaneous changes to urban form. Past studies have taken two main approaches to predict health and economic benefits of urban form: static analysis, and life table analysis [17]. Most literature uses the static approach based on the comparative risk assessment (CRA) method [18] developed by the WHO [60]. CRA predicts the change in the burden of disease (e.g. disability-adjusted life-years, years of life lost) resulting from changes in health-related risk factors. In our study we used the proportional multi-state life table (MSLT) modelling approach to predict the potential effect on length and quality of life resulting from urban design interventions. Compared to the CRA approach, we were able to model multiple diseases simultaneously [61], avoiding the overestimation of results from summing health outcomes of each disease as done in the CRA method. In addition, CRA studies over estimate results when they calculate disability-adjusted life-years based on years of life lost (YLL) from Global Burden of Disease studies. This is because such YLLs are based on the highest attainable life expectancy observed in the world [62]. In our model, we used mortality specific to the State of Victoria, reflecting the local observed mortality. For example, Stevenson, Thompson [25] predicted health outcomes with the CRA method in six cities based on elasticity estimates from Ewing and Cervero [38] for the responsiveness of transport walking to changes in density, diversity of land uses and access to public transport. The authors found overall health gains of 420–826 disability-adjusted life-years per 100,000 population per year. If we translate our results to a population of 100,000 we get approximately 7500 HALYs over the life course, and approximately 200 per year, which is lower than Stevenson et al.
We used two separate models, and each presents limitation that should be highlighted. Our Walkability PSS model, like the rest of the Australian literature assessing urban design features and PA [54], relies on self-reported data for transport walking. Self-reported data is problematic due to recall bias and under/over reporting. We also estimated the probability of walking, and then translated this into duration using the average walking time across a travel survey. Our approach assumes an average behaviour which may be unrealistic. In addition, we did not control for self-selection – people selecting to live in neighbourhoods that facilitate walking. This may have led to overestimating the association between the urban form features and transport walking, but past literature showed the effect of controlling for self-selection to be small [55]. As to the quantitative health impact assessment model, limitations were previously described [26]. Here, we would like to highlight that our results are likely to be an underestimation as we only included five physical inactivity related diseases (ischemic heart disease, ischemic stroke, colon cancer, breast cancer and diabetes). Evidence from meta-analyses also relate PA to depression [63] and possibly dementia [64]. Furthermore, we did not differentiate health profiles of population groups, another source of underestimation. For example, in Australia, our most socio-economically disadvantaged group (defined by income) is over two times more likely to suffer from cardiovascular disease and have type 2 diabetes compared to the most advantaged group [65]. The most disadvantaged people in Australia also tend to be the most physically inactive [66]. Further, in our quantitative health model, we assumed that the effect of the intervention would translate into an increase in total PA. We did not account for potential replacement effects (e.g. shift from recreational-PA to transport-PA). Lastly, an overall limitation of our study is that we did not quantify the marginal costs of housing a population in a brownfield development in comparison with a greenfield development. The main reason for this was the lack of access to costing sources and the difficulty on establishing the boundaries of the study (what to include). A partial inclusion of costs, and benefits, may result in an unfair evaluation, as was the case with a study that we conducted assessing sidewalks [67]. Furthermore, our main aim was to demonstrate the potential physical activity related health and economic benefits of alternative housing options. An example of a recent complete economic evaluation is the study by Chapman et al. [68] in New Zealand where a benefit-cost ratio of approximately 10 was found for the interventions in active travel infrastructure. This study, in comparison to ours, assessed defined interventions, rather than whole developments, and included a wider range of benefits for health and the environment.

Implications
Our study’s results demonstrate the importance of assessing the potential PA-related health and economic implications of alternative urban developments. It also highlights the potential of tools, like the Walkability PSS, for urban and transport planners to assess a priori the population health implication of their work when designing cities. As we showed here, providing housing for the expected growing population in brownfield developments in established areas with access to local amenities is considerably more favourable than the alternative of new low density outer suburban development in terms of population health and economic benefits. However, the success of brownfield sites will be optimised if they include mixed uses that add amenity to the local area, and if they are located in existing areas that already have sufficient densities to make those shops, services and transit viable. While our case studies were based in Australia, similar population growth challenges and urban development patterns plans are observed in other high-income countries such as New Zealand, United States and Canada. For instance, the Auckland Plan [69] aims for compact and high quality urban developments and provides guidelines for density levels in city centres and neighbourhoods for different types of urban areas (e.g. cities, metropolitan areas). For instance for cities, a gross density of 40–60 dwellings per hectare is recommended for neighbourhoods within the city limits and high densities in the city centre (50–200+ dwellings per hectare) [70].
Our results suggest that the health benefits of brownfield developments would be enhanced if they were located in areas with existing amenity and built to the levels set by the most walkable areas of Melbourne (e.g. in Melbourne Fitzroy, Carlton, Richmond). We also found that when developed the Altona North area including it’s 3.2 km catchment of existing residences achieved a gross density of nine dwellings per hectare (approximately 14 dwellings/hectare net [71]). This is just below current density targets of 15 dwellings/hectare net [72] and well below the 25 dwellings/hectare net required to support walking [36]. Without increased density across the new development and its catchment of existing residences, it is unlikely that local shops and services and public transport services would be economically viable. Thus, when designing brownfield developments in low density cities the balance between density and mixed land uses is an important consideration as sufficient density is necessary in surrounding neighbourhoods to support local shops, services and transit.
In the local context, our findings support the policy aspiration for 70% of Melbourne’s population growth to be accommodated in the established areas of the city, including in brownfield developments [33]. Notably, our analysis assessed the health benefits of relatively small areas (housing 21,000 adults in Melbourne). However, by 2050, it is estimated that Melbourne’s population may double from four to eight million. If our findings were applied to residents being housed in low density urban fringe developments across the city between now and 2050, the health and economic benefits would be significant. Future studies might also like to consider co-benefits associated with traffic congestion, greenhouse gas emissions and productivity.
In Australia, interest is growing in designing healthy and more sustainable walkable liveable communities [33, 73]. At the local government level, numerous examples exist of initiatives supporting health-enhancing behaviours, including PA [74–76] along with council plans to create healthy liveable communities [77, 78]. However, bringing about change across entire cities requires comprehensive integrated planning across multiple sectors [3], underpinned by more prescriptive evidence-based subdivision and residential development urban design guidelines or codes to create the walkable and pedestrian-friendly neighbourhoods. The Western Australia’s Liveable Neighbourhood guidelines provides an example of a State government effort to create pedestrian-friendly neighbourhoods that support healthy life styles [79]. An evaluation of the guidelines demonstrated that for every 10% increase in the implementation of the policy, residents’ likelihood of transport walking increased by 10% [80], however the policy was not fully implemented. The key focus therefore is good urban design policy that is well implemented.


Conclusions
Well-located higher density brownfield developments in established areas with existing amenities are likely to produce better health outcomes and economic benefits compared with continuing to house people in low density developments on the urban fringe. The economic and health-related value of locating people in higher density brownfield developments can and should be estimated and be taken into account when legislating, guiding and designing urban forms to create healthy, liveable cities. Further efforts should be made to assess the impact of urban development patterns for population health a priori. Tools such as those in this study, could enhance urban and transport planning, and allow health departments to assess health impacts of city planning decision-making.

Acknowledgments
The authors would like to thank Emily Hillebrand and Stefan Bettiol from the Victorian Planning Authority, Peter Elliot from the Department of Environment, Land Water and Planning, Dr. Marcus Spiller from SGS Economics and Planning and Professor Alan Shiell from La Trobe University for their advice and in-kind support in the production of this manuscript.
Funding
BZD, CB, JLV, BGC and LG are part of the NHMRC CRE in Healthy, Liveable Communities (#1061404). BGC is supported by an NHMRC Senior Principal Research Fellowship (#1107672) and Clean Air and Urban Landscapes Hub –National Environmental Sciences Programme. BZD, CB and LG are supported by the National Health and Medical Research Council (NHMRC) Centre of Research Excellence in Healthy, Liveable Communities (#1061404). CB and BGC are also supported by the NHMRC Australian Prevention Partnership Centre (# 9100001).

Availability of data and materials
The VISTA dataset can be obtained under license from the Victorian Department of Economic Development, Jobs, Transport, and Resources. All data inputs for the PMSLT, expect physical activity data, are publicly available and are detailed in the Additional file. Physical activity data from the National Nutrition and Physical Activity Survey Basic Confidentialised Unit Record File (CURF) can be obtained under license from the Australian Bureau of Statistics.


Authors’ contribution
BZD, LG, CB, LV and BGC conceived the research and BZD designed the study. SW and KP contributed to define the scope of the study. BZD updated the health impact assessment model and CB and LG updated the Walkability PSS model. BZD, CB and LG conducted analyses. BZD drafted the manuscript and all authors edited it. All authors contributed to data interpretation, commented on drafts and approved the final version. BZD is the study guarantor. All authors read and approved the final manuscript.

Ethics approval and consent to participate
Ethics approval was obtained on November 2013 from The University of Melbourne Office for Research Ethics and Integrity for conducting statistical analysis on the Victorian Integrated Survey of Transport and Activity dataset (VISTA09) (Application Number 1340998.4). In addition to the standard “public release” VISTA09 dataset, access to the research dataset - which included geocoded home and travel locations from the survey – was requested. As household geocodes are sensitive identifiable data, additional data security measures were applied as described in [81].

Consent for publication
Not applicable.

Competing interests
The authors declare that they have no competing interests.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in published maps and institutional affiliations.


[image: Creative Commons]Open AccessThis article is distributed under the terms of the Creative Commons Attribution 4.0 International License (http://​creativecommons.​org/​licenses/​by/​4.​0/​), which permits unrestricted use, distribution, and reproduction in any medium, provided you give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons license, and indicate if changes were made. The Creative Commons Public Domain Dedication waiver (http://​creativecommons.​org/​publicdomain/​zero/​1.​0/​) applies to the data made available in this article, unless otherwise stated.

References
1.
World Health Organization. Global Health Observatory (GHO) data. 2014 http://​www.​who.​int/​gho/​en/. Accessed 31 Aug 2017.

2.
United Nations. World urbanization prospects: The 2014 revision. New York: Department of Economic and Social Affairs, Population Division; 2015.

3.
Giles-Corti B, Vernez-Moudon A, Reis R, Turrell G, Dannenberg AL, Badland H, et al. City planning and population health: a global challenge. Lancet. 2016;388(10062):10–6.Crossref

4.
Sallis JF, Bull F, Burdett R, Frank LD, Griffiths P, Giles-Corti B, et al. Use of science to guide city planning policy and practice: how to achieve healthy and sustainable future cities. Lancet. 2016;388(10062):2936–47.Crossref

5.
National Preventative Health Taskforce. Australia: the healthiest country by 2020-National Preventative Health Strategy.2009 https://​extranet.​who.​int/​nutrition/​gina/​sites/​default/​files/​AUS%20​2009%20​National%20​Preventative%20​Health%20​Strategy.​pdf. Accessed 5 Nov 2016.

6.
United Nations. HABITAT III: New Urban Agenda. 2017. http://​habitat3.​org/​the-new-urban-agenda/. Accessed 13 Jan 2018.

7.
United Nations General Assembly. Resolution adopted by the general assembly: transforming our world: the 2030 agenda for sustainable development New York: United Nations; 2015.

8.
World Health Organization. Shanghai Declaration on promoting health in the 2030 Agenda for Sustainable Development. 2016. http://​www.​who.​int/​healthpromotion/​conferences/​9gchp/​shanghai-declaration/​en/. Accessed 14 Jan 2018.

9.
Sachs JD. From millennium development goals to sustainable development goals. Lancet. 2012;379(9832):2206–11.Crossref

10.
Giles-Corti B, Bull F, Knuiman M, McCormack G, Niel K, Timperio A. The influence of urban design on neighbourhood walking following residential relocation: longitudinal results from the RESIDE study. Soc Sci Med. 2013;77:20-30.

11.
Goodman A, Sahlqvist S, Ogilvie D. New walking and cycling routes and increased physical activity: one- and 2-year findings from the UK iConnect study. Am J Public Health. 2014;104(9):e38–46.Crossref

12.
Kärmeniemi M, Lankila T, Ikäheimo T, Koivumaa-Honkanen H, Korpelainen R. The built environment as a determinant of physical activity: a systematic review of longitudinal studies and natural experiments. Ann Behav Med. 2018;52(3):239–51.Crossref

13.
Mueller N, Rojas-Rueda D, Salmon M, Martinez D, Ambros A, Brand C, et al. Health impact assessment of cycling network expansions in European cities. Prev Med. 2018;109:62–70.Crossref

14.
Australian Institute of Health and Welfare. Risk factors contributing to chronic disease. Canberra: AIHW; 2012.

15.
Lim SS, Vos T, Flaxman AD, Danaei G, Shibuya K, Adair-Rohani H, et al. A comparative risk assessment of burden of disease and injury attributable to 67 risk factors and risk factor clusters in 21 regions, 1990-2010: a systematic analysis for the global burden of disease study 2010. Lancet. 2012;380(9859):2224–60.Crossref

16.
Brown V, Zapata-Diomedi B, Moodie M, Veerman JL, Carter R. A systematic review of economic analyses of active transport interventions that include physical activity benefits. Transp Policy. 2016;45:190–208.Crossref

17.
Doorley R, Pakrashi V, Ghosh B. Quantifying the health impacts of active travel: assessment of methodologies. Transp Rev. 2015;35(5):559–82.Crossref

18.
Mueller N, Rojas-Rueda D, Cole-Hunter T, de Nazelle A, Dons E, Gerike R, et al. Health impact assessment of active transportation: a systematic review. Prev Med. 2015;76:103–14.Crossref

19.
Veerman JL, Barendregt JJ, Mackenbach JP. Quantitative health impact assessment: current practice and future directions. J Epidemiol Community Health. 2005;59(5):361.Crossref

20.
Mansfield TJ, Rodriguez DA, Huegy J, MacDonald GJ. The effects of urban form on ambient air pollution and public health risk: a case study in Raleigh, North Carolina. Risk Analysis. 2015;35(5):901–18.Crossref

21.
Blaizot S, Papon F, Haddak MM, Amoros E. Injury incidence rates of cyclists compared to pedestrians, car occupants and powered two-wheeler riders, using a medical registry and mobility data, Rhone County. France Accid Anal Prev. 2013;58:35–45.Crossref

22.
Pucher J, Dijkstra L. Promoting safe walking and cycling to improve public health: lessons from The Netherlands and Germany. Am J Public Health. 2003;93(9):1509–16.Crossref

23.
Pulugurtha SS, Thakur V. Evaluating the effectiveness of on-street bicycle lane and assessing risk to bicyclists in Charlotte, North Carolina. Accid Anal Prev. 2015;76:34–41.Crossref

24.
DiGioia J, Watkins KE, Xu Y, Rodgers M, Guensler R. Safety impacts of bicycle infrastructure: a critical review. J Saf Res. 2017;61:105–19.Crossref

25.
Stevenson M, Thompson J, de Sá TH, Ewing R, Mohan D, McClure R, et al. Land use, transport, and population health: estimating the health benefits of compact cities. Lancet. 2016;388(10062):2925–35.Crossref

26.
Zapata-Diomedi B, Knibbs LD, Ware RS, Heesch KC, Tainio M, Woodcock J, et al. A shift from motorised travel to active transport: what are the potential health gains for an Australian city? PLoS One. 2017;12(10):e0184799.Crossref

27.
Xia T, Nitschke M, Zhang Y, Shah P, Crabb S, Hansen A. Traffic-related air pollution and health co-benefits of alternative transport in Adelaide, South Australia. Environ Int. 2015;74:281–90.Crossref

28.
World Health Organization. HEAT 4.1. 2017. http://​www.​heatwalkingcycli​ng.​org/​#homepage. Accessed 29 July 2018.

29.
Kahlmeier S, Kelly P, Foster C, Gotschi T, Cavill N, Dinsdale H, et al. Health economic assessment tools (HEAT) for walking and for cycling. Methodology and user guide. Economic assessment of transport infrastructure and policies. 2014 2014 update. http://​www.​euro.​who.​int/​_​_​data/​assets/​pdf_​file/​0010/​256168/​ECONOMIC-ASSESSMENT-OF-TRANSPORT-INFRASTRUCTURE-AND-POLICIES.​pdf. Accessed 7 July 2014.

30.
Australian Bureau of Statistics. Capital cities: past, present and future. 2014 http://​www.​abs.​gov.​au/​ausstats/​abs@.​nsf/​lookup/​3218.​0Media%20​Release12012-13. Accessed 28 Feb 2017.

31.
Biddle T, Bertoia S, Greaves S, Stopher P. The Costs of Infill versus Greenfield Development – A Review of Recent Literature. 29th Australasian Transport Research Forum. Gold Coast: TRID (Transport Research International Documentation); 2006.

32.
The State of Victoria Department of Environment L, Water and Planning. Victoria in Future 2016: Population and household projections to 2051.2016 https://​www.​planning.​vic.​gov.​au/​_​_​data/​assets/​pdf_​file/​0014/​14036/​Victoria-in-Future-2016-FINAL-web.​pdf. Accessed 26 Mar 2018.

33.
State Goverment of Victoria. Plan Melbourne 2017–2050. 2017. http://​www.​planmelbourne.​vic.​gov.​au/​the-plan. Accessed 6 Oct 2017.

34.
Victoria Planning Authority. Altona north background report. Melbourne: Victoria Planning Authority; 2017.

35.
Victoria Planning Authority. Altona North Comprehensive Development Plan. 2017.

36.
Boulange C, Gunn L, Billie G-C, Mavoa S, Pettit C, Badland H. Examining associations between urban design attributes and transport mode choice for walking, cycling, public transport and private motor vehicle trips. J Transp Health. 2017;6:155–66.Crossref

37.
Victoria Planning Authority. Truganina Precinct Structure Plan 2017. https://​vpa.​vic.​gov.​au/​project/​truganina/​. Accessed 10 Oct 2017.

38.
Ewing R, Cervero R. Travel and the built environment: a meta-analysis. J Am Plan Assoc. 2010;76(3):265–94.Crossref

39.
Boulange C, Pettit C, Gunn LD, Giles-Corti B, Badland H. Improving planning analysis and decision making: The development and application of a walkability planning support System. J Transp Geogr. 2018;69:129–37.Crossref

40.
Koohsari MJ, Sugiyama T, Mavoa S, Villanueva K, Badland H, Giles-Corti B, et al. Street network measures and adults’ walking for transport: application of space syntax. Health Place. 2016;38:89–95.Crossref

41.
Badland H, Mavoa S, Boulangé C, Eagleson S, Gunn L, Stewart J, et al. Identifying, creating, and testing urban planning measures for transport walking: findings from the Australian national liveability study. J Transp Health. 2017;5:151–62.Crossref

42.
The Urban Transport Institute. Victorian Integrated Survey of Travel & Activity 2009–2010: Survey Procedures and Documentation. The Urban Transport Institute; 2011.

43.
Australian Bureau of Statistics. National Health Survey-Expanded Confidentialised Unit Record File 2011-2012. Canberra: Australian Bureau of Statistics; 2014.

44.
Vos T, Carter R, Barendregt J, Mihalopoulos C, Veerman J, Magnus A, et al. Assessing cost-effectiveness in prevention (ACE-prevention): final report. Brisbane: Univresity of Queensland; 2010.

45.
GBD 2013 Risk Factors Collaborators. Global, regional, and national comparative risk assessment of 79 behavioural, environmental and occupational, and metabolic risks or clusters of risks in 188 countries, 1990–2013: A systematic analysis for the Global Burden of Disease Study 2013. Lancet. 2015;386(10010):2287–323.Crossref

46.
Vos T, Carter R, Barendregt JJ, CM, Veerman J, Magnus A, et al. Assessing Cost-Effectiveness in the Prevention of Non-Communicable Disease (ACE–Prevention) Project 2005–09-Economic Evaluation Protocol. Brisbane: University of Queensland; 2007.

47.
Australian Bureau of Statistics. 6401.0 - Consumer Price Index, Australia, Sep 2016. In: Australian Bureau of Statistics, editor. Consumer Price Index. Canberra, Australian Bureau of Statistics 2016.

48.
Office of Best Practice Regulation. Best Practice Regulation Guidance Note: Value of Statistical Life. 2014. https://​www.​dpmc.​gov.​au/​sites/​default/​files/​publications/​Value_​of_​Statistical_​Life_​guidance_​note.​pdf. Accessed 5 May 2015

49.
Zapata-Diomedi B, Gunn L, Giles-Corti B, Shiell A, veerman JL. A method for the inclusion of physical activity-related health benefits in cost-benefit analysis of built environment initiatives. Prev Med. 2017;106:224-30.

50.
Gold MR. Cost-effectiveness in health and medicine. New York: Oxford University Press; 1996.

51.
Tan-Torres ET. Making choices in health: WHO guide to cost-effectiveness analysis. Geneva: World Health Organization; 2003.

52.
Barendregt JJ. EpiGear International. 2012. http://​www.​epigear.​com/​. Accessed 1 Mar 2015.

53.
Sallis JF, Cerin E, Conway TL, Adams MA, Frank LD, Pratt M, et al. Physical activity in relation to urban environments in 14 cities worldwide: a cross-sectional study. Lancet. 2016;387(10034):2207–17.Crossref

54.
Zapata-Diomedi B, Veerman JL. The association between built environment features and physical activity in the Australian context: a synthesis of the literature. BMC Public Health. 2016;16(1):1–10.Crossref

55.
McCormack G, Shiell A. In search of causality: a systematic review of the relationship between the built environment and physical activity among adults. Int J Behav Nutr Phys Act. 2011;8(1):125.Crossref

56.
Associates DL. Precinct 15 strategic redevelopment area, Altona north. 2015.

57.
David Lock Associates. Precinct 15 Strategic Redevelopment Area, Altona North. Victorian Planning Authority: Precinct 15 Land Owner Group; 2015.

58.
Boarnet MG, Greenwald M, McMillan TE. Walking, urban design, and health: toward a cost-benefit analysis framework. J Plann Educ Res. 2008;27(3):341–58.Crossref

59.
Zapata-Diomedi B, Mantilla Herrera AM, Veerman JL. The effects of built environment attributes on physical activity-related health and health care costs outcomes in Australia. Health Place. 2016;42:19–29.Crossref

60.
Murray CJL, Ezzati M, Lopez AD, Rodgers A, Vander HS. Comparative quantification of health risks: conceptual framework and methodological issues. Popul Health Metrics. 2003;1:1-20.

61.
Briggs ADM, Wolstenholme J, Blakely T, Scarborough P. Choosing an epidemiological model structure for the economic evaluation of non-communicable disease public health interventions. Popul Health Metrics. 2016;14(1):17.Crossref

62.
Hay SI, Abajobir AA, Abate KH, Abbafati C, Abbas KM, Abd-Allah F, et al. Global, regional, and national disability-adjusted life-years (DALYs) for 333 diseases and injuries and healthy life expectancy (HALE) for 195 countries and territories, 1990-2016: a systematic analysis for the global burden of disease study 2016. Lancet. 2017;390(10100):1260–344.Crossref

63.
Rebar AL, Stanton R, Geard D, Short C, Duncan MJ, Vandelanotte C. A meta-meta-analysis of the effect of physical activity on depression and anxiety in non-clinical adult populations. Health Psychol Rev. 2015;9(3):366–78.Crossref

64.
Blondell SJ, Hammersley-Mather R, Veerman JL. Does physical activity prevent cognitive decline and dementia?: a systematic review and meta-analysis of longitudinal studies. BMC Public Health. 2014;14:510.Crossref

65.
Australia’s health 2016—in brief. AIHW. 2016. Available from: http://​www.​aihw.​gov.​au/​publication-detail/​?​id=​60129555545. [cited 1 Feb 2017]

66.
Australian Institute of Health and Welfare. Impact of physical inactivity as a risk factor for chronic conditions: Australian Burden of Disease Study. Canberra: AIHW; 2017. Contract No.: Cat. no. BOD 16

67.
Veerman JL, Zapata-Diomedi B, Gunn L, McCormack GR, Cobiac LJ, Mantilla Herrera AM, et al. Cost-effectiveness of investing in sidewalks as a means of increasing physical activity: a RESIDE modelling study. BMJ Open. 2016;6(9):e011617.Crossref

68.
Chapman R, Keall M, Howden-Chapman P, Grams M, Witten K, Randal E, et al. A cost benefit analysis of an active travel intervention with health and carbon emission reduction benefits. Int J Environ Res Public Health. 2018;15(5):962.Crossref

69.
Council A. Auckland Plan 2050. 2018. https://​www.​aucklandcouncil.​govt.​nz/​plans-projects-policies-reports-bylaws/​our-plans-strategies/​auckland-plan/​about-the-auckland-plan/​docsprintdocumen​ts/​auckland-plan-2050-print-document.​pdf. Accessed 12 Dec 2018.

70.
Council A. The Auckland Plan: the world's most liveable city 2012 https://​www.​aucklandcouncil.​govt.​nz/​plans-projects-policies-reports-bylaws/​our-plans-strategies/​Documents/​auckland-plan-2012-full-document.​pdf. Accessed 10 Dec 2018.

71.
Goverment of South Australia. Understanding Residential Densities: A Pictorial Handbook of Adelaide Examples. Adelaide: Government of South Australia; 2006.

72.
Growth Areas Authority. Precinct Structure Planning guidelines (part one): Overview of growth areas planning. Melbourne. Victoria: Growth Areas Authority Government V; 2013.

73.
NSW Planning and Environment. A Plan for Growing Sydney. 2018. https://​www.​planning.​nsw.​gov.​au/​Plans-for-your-area/​A-Metropolis-of-Three-Cities/​A-Metropolis-of-Three-Cities/​Highlights. Accessed 5 Mar 2018.

74.
National Heart Foundation of Australia. Heart Foundation Local Government Awards. N/D.https://​www.​heartfoundation.​org.​au/​programs/​heart-foundation-local-government-awards. Accessed 15 Aug 2017.

75.
Giles-Corti B, Eagleson S, Lowe M. Securing Australia’s future - sustainable urban mobility. Melbourne: Consultancy Services; 2014.

76.
Healthy Active by Design. Healthy Active by Design. 2015. http://​www.​healthyactivebyd​esign.​com.​au/​ Accessed 25 Jan 2015.

77.
Cardinia Shire Council. Cardinia Shire’s Liveability Plan 2017–29 - Cardinia Shire Council. 2018 https://​www.​cardinia.​vic.​gov.​au/​downloads/​download/​536/​cardinia_​shire_​s_​liveability_​plan_​2017-29. Accessed 5 Mar 2018.

78.
Interface Councils. Interface Councils Liveability Snapshot Melbourne, Interface Councils. 2018. https://​www.​interfacecouncil​s.​com.​au/. Accessed 5 Mar 2018.

79.
Planning Western Australia. Liveable neighbourhoods. 2015 https://​www.​dplh.​wa.​gov.​au/​policy-and-legislation/​state-planning-framework/​liveable-neighbourhoods. Accessed 27 Feb 2015.

80.
Hooper P, Giles-Corti B, Knuiman M. Evaluating the implementation and active living impacts of a state government planning policy designed to create walkable neighborhoods in Perth, Western Australia. Am J Health Promot. 2014;28(3 Suppl):S5–18.Crossref

81.
Boulange C. The Walkability Planning Support System. An evidence-based tool to design healthy communities: The University of Melbourne; 2016.

82.
Sugiyama T, Neuhaus M, Cole R, Giles-Corti B, Owen N. Destination and route attributes associated with adults’ walking: a review. Med Sci Sports Exerc. 2012;44:1275–86.Crossref

83.
Frank LD, Schmid TL, Sallis JF, Chapman J, Saelens BE. Linking objectively measured physical activity with objectively measured urban form: findings from SMARTRAQ. Am J Prev Med. 2005;28:117–25.Crossref

84.
Growth Areas Authority. Precinct Structure Planning Guidelines - Part One. 2009.https://​vpa.​vic.​gov.​au/​greenfield/​psp-guidelines/​. Accessed 6 Sept 2017.

85.
Australian Bureau of Statistics. 2016 Census Community Profiles. Canberra: Australia Bureau of Statistics; 2017.




OEBPS/sidebar.gif





OEBPS/A12966_2019_775_Fig3_HTML.png
p

Differencein the

Breast cancer mortality

Diabetes mortality

Ischemic stroke mortaltiy

~~~~~ Colon cancer mortality

——— Ishcemic heart disease mortality





OEBPS/cc-by.png
() _®





OEBPS/A12966_2019_775_Fig1_HTML.png
Altona North

9000 m

Legend

[ Studyareas

B Urbandevelopments
1 Public Open Space

e Localliving destinations
— Buslines






OEBPS/contact.gif





OEBPS/A12966_2019_775_Fig2_HTML.png
cases

P

Differencein the

0.0

1 2 3 4 5 6 7

8

9

10 11 12 13 14 15 16 17 18 19 20

Breast cancer incidence

Diabetes incidence

=====|schemic stoke incidence

Colon cancer incidence

Ishcemic heart disease incidence





