11 July 2011

Mrs Gayle Tierney
Chairperson, Standing Committee on the Environment and Planning
Department of the Legislative Council
Parliament House
Spring Street
East Melbourne, 3002

Dear Mrs Gayle Tierney,
Re: Submission to the Environment and Planning Committee’s Inquiry into Environmental Design
and Public Health
Thank you for the opportunity to provide input into the Environment and Planning Committee’s
inquiry.
Please find following our submission to this important inquiry. We would prefer our comments not
to be made available to the public.
If you would like to follow up on any of the information in our submission, we would be more than
pleased to meet with your representatives, provide additional information or assist the Committee
in any way we can. Please contact Fiona McKay, Senior Project Officer, Environments for Health
fmckay@vichealth.vic.gov.au or on 03 9667 1346 if required.

Yours sincerely,

John Fitzgerald
Acting CEO, VicHealth

Submission from the Victorian Health Promotion Foundation to
the Parliament of Victoria
Inquiry into environmental design and public health
Executive summary
The Victorian Health Promotion Foundation (VicHealth) is the peak body for health promotion in
Victoria. With a focus on promoting good health, wellbeing, and preventing ill health, VicHealth
leads and advocates for excellence in health-promoting policies and programs. VicHealth’s activities
reflect national and state public health and health promotion priorities and strategies.
VicHealth is interested in the way in which environmental design and public health impact upon:
 disease prevention and wellbeing
 spatial and temporal features of the built environment
 social inclusion
 placement of packaged liquor outlets
 air quality
 food security
 physical activity
 sporting facilities.
Much of this work is encapsulated in a demonstration project: Selandra Rise. Selandra Rise is a new
residential housing development, located in Melbourne’s south-eastern suburbs in the City of Casey.
In partnership with Stockland, the Planning Institute of Australia, City of Casey and the Growth Areas
Authority, VicHealth has worked to incorporate health and wellbeing principles into the master
planning of this new development. In addition, VicHealth has funded a Research Practice Fellow to
evaluate the efficacy of this development in terms of health and wellbeing.
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Summary of recommendations
VicHealth makes the following recommendations to the members of the Environmental Design and
Public Health Parliamentary Inquiry:

Recommendation 1
That planning regulations in new master-planned communities take into consideration spatial and
temporal design principles.

Recommendation 2
That the urban environment incorporates healthy design principles that encourage, enable and
support health, recreation and wellbeing, safety, social interaction, accessibility and mobility, a
sense of pride and cultural identity, and are responsive to the needs of all its citizens.

Recommendation 3
That planning regulations for urban environments take into account the cumulative risk associated
with licensed venues.

Recommendation 4
That planning for master-planned and established communities incorporates sufficient green space
close to residents, and strategies that maximise air quality and reduce heat island effects.

Recommendation 5
That food security become a planning priority, that food-sensitive planning and urban design
approaches be embedded within state and local planning policy frameworks, and that planning for
both established and master-planned communities take into account food-sensitive urban design.

Recommendation 6
That planning for established and master-planned communities ensures that the built environment
facilitates and encourages physical activity and active recreation, and also provides accessible green
spaces and walkable destinations.

Recommendation 7
That planning for established and master-planned communities incorporates sporting facilities
related to the needs of the community.
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About VicHealth
The Victorian Health Promotion Foundation (VicHealth) was established by the Victorian Parliament
under the Tobacco Act (1987), with a mandate to promote good health for all Victorians.
VicHealth is an independent statutory authority with a Board of Governance that is responsible to
the Minister for Health. Our health promotion investments target the greatest preventable risk
factors for ill health: smoking, poor nutrition, harmful use of alcohol, lack of physical activity, social
and economic exclusion and UV exposure. While working to improve the health of all Victorians, we
also focus on the needs of those with the poorest health by targeting many of our activities on
addressing health inequalities.

Our vision
VicHealth envisages a community where:
 health is a fundamental human right
 everyone shares in the responsibility for promoting health
 everyone benefits from improved health outcomes.

Our mission
Our mission is to build the capabilities of organisations, communities and individuals in ways that:
 change social, economic, cultural and physical environments to improve health for all
Victorians
 strengthen the understanding and skills of individuals in ways that support their efforts to
achieve and maintain health.
VicHealth’s work is largely focused on primary prevention. This work seeks to address the causes of
poor health, and prevent problems from developing with the view to achieving optimal health.
VicHealth has more than 20 years’ experience in drawing diverse groups together to influence the
health-related lifestyles of individuals and to improve the social, economic, cultural and physical
environments required to sustain health. This work is underpinned by evidence generated from
funding activities, research and rigorous evaluation.

Disease prevention and wellbeing
Health is not merely the absence of illness or infirmity. It is the embodiment of physical, mental,
social, emotional and spiritual wellbeing. Health is fundamental to productivity and to overall quality
of life. Health provides individuals with the vitality necessary for active living and to achieve their
goals (Klocker, Trenerry, & Webster, 2011).
Factors influencing health and wellbeing occur at a number of levels. Numerous factors can act to
increase the chances of poor health outcomes (risk factors) or to increase the chances of good
health outcomes (protective factors). These factors are often referred to as ‘health determinants’. In
the field of health promotion, it is common to refer to two distinct but interrelated sets of
determinants: behavioural and social. Behavioural determinants refer to individual behaviours and
lifestyles that impact on health (for instance, a person’s level of physical activity or eating habits).
Social determinants of health refer to factors embedded in social and economic environments,
ranging from immediate family relationships to government policies. Social determinants include
factors such as access to education and meaningful employment, and a sense of social inclusion or
exclusion. Importantly, the causes of poor health cannot be reduced to a single determinant.
Determinants operate at multiple levels and interact to influence positive and negative health
outcomes (CSDH, 2008).
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Health, time and the built environment
Time, and how it is programmed into social space and built form, is an important determinant of
health. Recent research has demonstrated links between modern epidemics and the way of life in
urban environments. Car-dominated transport, reduced opportunities for exercise, the increased
availability of fast food and a lack of social connection are all implicated in poor health outcomes.
Lack of time has been identified as an important factor in urban health. This is largely due the
negative impact on mental health, but also the impact on the amount of free time that can be
devoted to healthy activities (Williams, Pocock, & Bridge, 2009).
People living in outer suburban areas tend to have more limited access to a range of jobs, shops and
services. They also have longer travelling distances and poor public transport infrastructure that
connects one area to another, or ceases to operate after hours or on weekends. Parents in
particular, have less opportunity to switch to non-car modes of transport, because they are involved
in the supervision and transport of children. Complex daily routines and schedules mean that noncar modes of transport, such as walking and cycling, are less practical. Low-income groups often
have rigid work hours and workplaces some distance from home that require long commutes using
private transport (Williams, et al., 2009).
Time use is often dictated by stages in the life cycle, family types and geography (Giddens, 1984).
When suburbs are poorly designed or are poorly serviced by road and transport infrastructure, or
when people have to spend long hours commuting to and from destinations, this significantly
impinges upon their home time, reducing the time available for families to access and cook
nutritious food and do physical activity.
The increase in women’s paid employment has been one of the most significant changes to the
Australian labour market over the past 30 years. More than 50 per cent of mothers with dependent
children are in the workforce, but once children are of primary school age the percentage rises to 64
per cent (Maher, 2009). Managing the diverse range of essential family activities, such as shopping,
cooking, cleaning and caring, have become increasingly more difficult, as the demands of work
encroach into people’s private lives.
The current social and physical environment makes it difficult for people to adopt and maintain
healthy behaviours (Dixon & Broom, 2007). As a society, we have become more obese, less active,
more harried and less socially connected. Time, therefore, is a crucial factor in determining healthy
choices for those living in growth areas and those living in newly established communities.
Recommendation 1
That planning regulations in new master-planned communities take into consideration
spatial and temporal design principles.

The natural and built environment is good for mental health and social inclusion
Multilevel studies suggest that a run-down built environment is associated with poor mental health.
The presence of attractive, walkable spaces has been shown to predict survival among older people
and promote physical activity in the general adult population (Butterworth, 2000; Stafford,
McMunn, & deVogli, 2011 ).
A sense of community has been found to be enhanced by urban planning that encourages:
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visual amenity
diversity and attractiveness of houses and other buildings
easy access to amenities
parks
recreation facilities
a town or neighbourhood centre
offers pedestrian-friendly spaces
provides streetscapes so that houses have views of the surrounding neighbourhood
encourages open verandas and low fences in order to encourage social interaction
restricts motor traffic (Butterworth, 2000).

Social networks outside the home require time investment for their development and maintenance.
Networks arise as a function of a person’s movement in space and time; for example, between
home, neighbourhood, and workplace. Increasing spatial segregation, as experienced by those living
in isolated rural areas or on the peri-urban fringe, can decrease social contacts and networks. As the
daily contact between different social groups becomes more disjointed, possibilities for contact and
interaction are reduced (Miller, 2007).
Environmental design and planning should consider determinants of health. Environments that
create good health are paramount for the long-term health and wellbeing of Victorians. Mental
health does not happen in isolation; good urban design is essential for social connection. VicHealth
supports a key recommendation from the Zagreb Declaration for Healthy Cities (2008), conducted by
the World Health Organisation:
Recommendation 2
That the urban environment incorporates healthy design principles that encourage, enable and
support health, recreation and wellbeing, safety, social interaction, accessibility and mobility, a
sense of pride and cultural identity, and are responsive to the needs of all its citizens.

Locating packaged liquor outlets
International and Australian research suggests that the density of liquor outlets in a neighbourhood
is associated with an increase in assaults, domestic violence and health problems, such as alcoholrelated chronic disease (Livingston, Matthews, Barratt, Lloyd, & Room, 2010). Packaged liquor
outlets in the USA, New Zealand and Australia are typically located with greater frequency in lower
socioeconomic communities, potentially exacerbating already-existing health inequalities.
In their study of violence in the night-time economy, Chikritzhs and Liang (2010) found that the
average sales volume per packaged liquor outlet was significantly associated with assault. This
relationship was strongest in residential locations. For every additional 10,000 litres of pure alcohol
sold from a packaged liquor outlet, the risk of violence on residential properties increased by 26 per
cent (Chikritzhs & Liang, 2010). Further, a number of studies have suggested that packaged liquor
outlets increase the chance of violence occurring in the home. Findings from the Australian Institute
of Criminology’s study into alcohol use and recorded offences on a Friday or Saturday night found
that of those who had been charged with assault during this period, half had consumed their last
drink in a residential location (Sweeney & Payne, 2011a, 2011b).
A study conducted in Auckland in New Zealand found that packaged liquor outlet density was the
biggest predictor of teenage alcohol consumption rates (Huckle, Huakau, Sweetsur, Huisman, &
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Casswell, 2008). In a US study, alcohol-related harms (accidents, traffic crashes and assaults) were
analysed against alcohol outlet densities among those aged between 18 and 29. All three alcoholrelated harms were associated with packaged liquor outlet density for those aged between 18 and
20, and to a lesser extent, those aged between 21 and 29. However, the latter group also recorded
more assaults in areas with a high density of bars, and more traffic crashes in the presence of a
higher density of licensed restaurants (Gruenewald, et al., 2010). Both of the studies indicate that
packaged liquor outlet density can have a negative impact upon the health and safety of young
people (those aged 18-29) in the community.
The concentration of packaged liquor outlets in socioeconomically-disadvantaged communities puts
alcohol-related harm in areas that already experience health inequalities. Planning regulations
regarding packaged liquor outlets need to account for the additional risks posed by licensed venues
in the community. Further, any additional regulatory requirements for packaged liquor outlets
should incorporate an assessment of the capacity of the community to absorb additional outlets,
acknowledging the health profile of the local area and the socio-demographic attributes of the
community.
Recommendation 3
That planning regulations for urban environments take into account the cumulative risk
associated with licensed venues.

Air quality is a public health issue
A VicHealth analysis of Victorian hospital admission and presentation data from 2003 to 2010 found
that both presentations and admissions for respiratory conditions are of concern. The data show
clearly that those living in areas of increasing growth reported high hospital admissions for
respiratory problems. The respiratory problems were of most concern in the younger age group (0–
16 years) and those in the older age group (65+ years) in these growth areas. When these data were
corrected for population size, the pattern of hospital admissions and presentations for those in the
younger and older age groups remained most significant in the growth areas of Victoria. When these
data were compared to the Australian Bureau of Statistics’ relative social disadvantage data, only a
weak association was found between disadvantage and respiratory conditions. These findings are
consistent across the study period (2003–2010). Figure 1 shows the respiratory data for 2009-2010
in each local government area mapped.
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Figure 1. Emergency department presentations for respiratory conditions, 2009–2010. 1a: data per
10,000 population. 1b: raw data.
While it is likely that respiratory conditions are related to problems with air quality, the limited
number of air pollution monitoring stations in the growth areas of Victoria means that a clear
association is difficult to identify. However, previous literature shows a strong association between
increased respiratory conditions and air pollution (Nordling, et al., 2008).
In a number of cities, including New York, Los Angles and Adelaide, trees have been planted as a way
of improving the local air quality. Trees are useful, as they are able to capture some air pollutants,
intercept particulate matter and shade buildings, lowering the ambient temperature in the hot
summer months (Nowak, Crane, & Stevens, 2006).
An awareness of the benefits of increased tree coverage offers an exciting opportunity to deliver a
preventative health activity for the large number of Victorians who are moving into master-planned
communities in the growth areas. VicHealth is currently in preliminary discussions, with the view to
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forge collaborative partnerships with population health experts, local governments, developers and
others committed to preventative health. This partnership would seek to develop a preventative
health initiative that promotes tree planting for the purpose of improving respiratory health.
Incorporating tree planting at the planning stage of new communities is essential to ensure that the
benefits of this preventative health activity will result in improved health for those living in these
communities.
Recommendation 4
That planning for master-planned and established communities incorporates sufficient green
space close to residents, and strategies that maximise air quality and reduce heat island effects.

Nutrition and food security
A recent VicHealth-funded study found that 46 per cent of Australian adults eat less than two serves
of fruit per day, and 86 per cent eat less than five serves of vegetables per day. The Australian
guidelines recommend an intake of two serves of fruit and five serves of vegetables per day. The
authors argue that if each person increases their consumption of fruit and vegetables from 503
grams per day to 675 grams per day (ideal target), then:
 there would be potential cost savings of $71 million for the health sector
 7,300 annual new cases of disease related to the inadequate consumption of fruit and
vegetables could be reduced by 2,500
 4,600 annual deaths attributed to an inadequate consumption of fruit and vegetables could
be reduced by just under 1,600
 55,000 DALYs (Disability Adjusted Life Years) could be reduced by 18,900 (Cadilhac, et al.,
2009).
While there has been limited attention given to the association between nutrition and the built
environment in the past, this emerging area of health promotion practice is receiving growing
interest from governments. Reflections on how the built environment and urban systems impact on
food security and nutrition indicate that factors, such as accessibility to both healthy and unhealthy
food options, domestic and commercial facility designs, food production, processing, distribution
and advertising, all influence the population’s eating behaviour (Burke, Hatfield, & Pascoe, 2008).

Food-for-All program
Food security, the ongoing access to healthy, sustainable and equitable food, has been a focus of a
number of VicHealth-funded projects. One of the salient features of these studies is that urban
design should integrate locally-grown fresh food that is easily accessible.
In 2005, VicHealth made a five-year investment in the Food-for-All (FFA) program, which was
designed to increase regular access to and consumption of a variety of nutritious foods, particularly
fruit and vegetables, for people living in disadvantaged communities and reduce local government
systemic and infrastructure barriers to food security. Eight local government areas with 20 per cent
or more of their population experiencing socioeconomic disadvantage were funded to reduce local
infrastructure barriers to food security, by working in partnership with local organisations. A key
strategy of FFA was to encourage local government to improve integrated planning to address
factors in the built, natural, social and economic environments that influence access to food, such as
transport, housing, economic development, urban planning and land use.
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The program successfully identified the barriers to food security commonly faced by disadvantaged
groups. Infrastructure barriers, such as lack of public transport to and from food outlets, and the
high cost of living, were primarily caused by the built and economic environments. Some of the FFA
project strategies helped to reduce infrastructure barriers; for example, by providing and lobbying
for community transport to fresh food outlets. Overall, however, reducing infrastructure barriers
proved difficult. Challenges included the very low level of integrated planning systems within
councils, difficulty engaging urban planners and the fact that a number of important infrastructure
barriers (such as public transport) were outside local government influence. However, the FFA
program has shown the perceived and real limitations of local government and that strong advocacy
for action at higher levels of government across all four environments for health: the built, natural,
social and economic, is required.
One of the main findings of the FFA program was that reducing barriers to fresh food outlets was
hindered by a state planning framework that limits local governments’ capacity to ensure urban
planning has embedded food security goals, and by a limited local government role in the provision
of public transport. Urban planning was the most difficult area to influence. Even after five years, the
challenges in getting food security issues onto urban planning agendas have not been overcome.
Urban and transport planners were described as ‘particularly challenging to reach let alone
influence’, and relationships with land use and open space planners took a long time to develop, if
they did at all, in most project areas (VicHealth, 2011).

Food-sensitive urban planning and design
The Food-Sensitive Planning and Urban Design (FSPUD) framework (Donavan, Larsen, & McWinnie,
2011), commissioned by the Heart Foundation and VicHealth, provides an overview of the
importance of incorporating access to healthy, sustainable and equitable food into planning and
urban design. FSPUD provides detailed case studies on what has worked and hasn’t work from a
local, national and international perspective, as well as tools for exploring activities which reconcile
food and planning objectives.
Food-sensitive urban design is an approach that addresses the critical intersect between public
health, planning and urban design, and environmental sustainability. It contributes to urban
sustainability, and provides the conditions for attractive, living environments through integration of
urban planning and design, with the production, distribution of and equitable access to healthy food.
VicHealth supports the FSPUD principles:
1. Support secure and equitable access to the food necessary for a healthy and fulfilling life.
2. Make healthy and sustainable food choices easy and convenient choices.
3. Encourage the use of spaces and places to meet many diverse needs, reconciling food
production and exchange with housing, enjoyment of open spaces and recreational areas,
urban cooling, skills and jobs, socialising and community celebration.
4. Provide opportunities for those who wish to participate in growing, exchanging, cooking and
sharing food.
5. Identify and invest in the safe use and re-use of urban resources (soil, water, nutrients,
‘waste’) that can support viable and sustainable food production.
6. Protect and/or enhance urban and surrounding ecosystems, and increase biodiversity
(including, but not limited to, bees, open pollinating fruit trees, native vegetation).
7. Ensure decisions reflect the long-term value and broader community benefits of access to
productive land and experienced producers.
8. Encourage investment and innovation through secure tenure and supportive operating
environments for both community and commercial food enterprises.
9. Increase resilience by designing to keep options open for future use of space and resources.
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10. Acknowledge and support diversity and sovereignty (the right to have informed choices)
over what, how and where people produce and eat food.

Checklist for master-planned communities
Food is now recognised as one of the pivotal principles in the design of sustainable communities.
Food sustainability should be embedded into the planning and design of new master-planned
communities, with the view to improve the health and wellbeing of those communities.
The following table has been devised through constitution with a sustainability expert from Arup
(ARUP Workshop, 2011, unpublished). This checklist takes into account creating a resilient food
system in light of population growth, climate change and peak oil.

Key considerations include:
Food sustainability checklist
Empower the economy

Quality of life

Local economies
Entrepreneurship
Employment
Food affordability
Cost savings
Fair trade
Real estate value
Innovation
Opportunity cost
Diversity

Equity
Food diversity
Happiness
Healthy eating
Community/family
Activity diversity
Amenities
Food safety
Food culture
Food access
Connected to nature
Urban cooling
Human welfare

Best use of resources

Protect the environment

Waste and water recycling
Water cycling
Carbon efficiency
Best use of energy
Best use of land
Animal welfare
Transport efficiency
Diversity/flexibility

Air quality
Biodiversity
Water quality
Soil quality

Communications

Food supply chain

Education
Consultation
Websites

Producing food
Processing
Transport
Consumer access
Waste and reuse
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Recommendation 5
That food security become a planning priority, that food-sensitive planning and urban design
approaches be embedded within state and local planning policy frameworks, and that planning
for both established and master-planned communities take into account food-sensitive urban
design.

Physical activity and the built environment
There are numerous physical barriers in the built environment that can hinder physical activity.
Neighbourhoods with high connectivity are more likely to have streets laid out in grids, more streets
and intersections and relatively few culs-de-sac (Falb, Kanny, Powell, & Giarrusso, 2007; Ziviani,
Scott, & Wadley, 2004). From a safety perspective, there is a perception among parents that courts
are safer areas for children to play, with street grids with through traffic seen as unsafe (Vietch,
Bagley, Ball, & Salmon, 2006).
The built environment can either facilitate or discourage physical activity. Consideration should be
given to aspects of the built environment that have a significant impact on levels of physical activity,
including:
• the neighbourhood environment, such as the provision of footpaths, street connectivity,
mixed land use and urban density
• the road environment and safety measures, such as the provision of pedestrian
crossings, traffic volume, speed limits and traffic calming
• the amenity of the neighbourhood, such as green spaces and less urban decay, and
distance to destinations
• proximity, as adults are more likely to walk if they have a variety of destinations within
400 metres. The closer sports centres and parks are to young people, the more likely
they are to use them (Zubrick, et al., 2010).
There is an imperative within planning the built environment to ensure that environmental, social
and behavioural determinants of physical inactivity play an important role in determining the level
of physical activity in our everyday lives. To stop an increase in sedentary behaviour and reduce the
decline in physical activity levels across the lifespan, planners must ensure that the built
environment encourages physical activity.
Recommendation 6
That planning for established and master-planned communities ensures that the built
environment facilitates and encourages physical activity and active recreation, and also
provides accessible green spaces and walkable destinations.

Importance of sporting facilities in urban design
Physical inactivity is estimated to account for 6.6 per cent of the burden of disease and injury in
Australia, second only to tobacco smoking, and is responsible for an estimated 8,000 deaths per
year. In Australia, 67 per cent of men and 74 per cent of women are either sedentary or have a low
level of exercise (Cadilhac, et al., 2009). The physical and mental health benefits of participation in
physical activity are well documented. In addition to these benefits, we know that participation in
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physical activity, and in particular sport, also affords opportunities for people to connect with one
another, to build new skills and confidence and self-esteem.
Sport has the capacity to deliver multiple benefits across a range of public health policy issues.
Engagement in sport improves cardiovascular health, reduces the risk of type 2 diabetes and some
cancers, contributes to skeletal development and prevents stress, anxiety and depression. In
addition to these physiological benefits, sport participation can also improve cognitive and
educational performance and provide valuable development experiences. Research has found that
sport can be a means for overcoming discrimination, can build social connections. Sport can also
attract young people to out-of-school educational programs, which can achieve substantial
improvements in literacy and numeracy. Sport is also attributed to a decreased involvement in risky
behaviours.
Communities with high levels of social cohesion, including participation in community organisations
and sporting activities, have better health than those with low levels of social cohesion. In rural
communities, sport and recreation clubs are a primary source of social interaction and support.
Participation in physical activity provides opportunities for social connection, cooperation,
reciprocity, collective identity and trust in the community.
The five key benefits to sports participation are:
1.
2.
3.
4.
5.

socialising and spending more time with friends
increasing exercise and physical fitness
participating in the local community
improving health
meeting new people (VicHealth, 2010a).

When seeking to encourage physical activity, the issue of discrimination needs to be considered.
Sport can play a critical role in promoting multiculturalism, as it offers opportunities for greater
social connections, openness and respect between different individuals and groups (VicHealth,
2010b). Discrimination contributes to inequality and disadvantage experienced by Indigenous
Victorians and some migrant and refugee communities. Of Australians born in non-English speaking
countries, 47 per cent report having experienced discrimination, while 14 per cent report
experiencing discrimination in the last 12 months. Indigenous and overseas-born Victorians report
unacceptably high rates of discrimination when participating in sport. For people born overseas,
physical activity rates are higher in non-organised sport than for organised sport, regardless of
country of birth. Prejudice and race-based discrimination are influenced by social norms. Social
norms are constantly changing, therefore harmful social norms can be shifted and positive norms
reinforced. Sporting clubs can combat race-based discrimination through implementing codes of
practice and regulations that prohibit discrimination and establish positive norms.
Recommendation 7
That planning for established and master-planned communities incorporates sporting facilities
related to the needs of the community.

Case study - Selandra Rise
Selandra Rise is an 80-hectare property development (1,132 residential lots) at Clyde North, in
Melbourne’s south-east. Selandra Rise is a master-planned community that seeks to lead the market
in liveability and social sustainability. This community features a retail centre, a retirement and aged
care centre, public and private schools, sporting fields and an abundance of open space. The
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development is located in the City of Casey, Victoria’s most populous municipality (population
240,000 at February 2009). Master-planning for this development has been conducted in
consultation with the Planning Institute of Australia and Growth Areas Authority, with a focus on
healthy and engaged community, provision of local employment and diversity of housing. Some of
the key features of the Selandra Rise development include local shopping, local employment
opportunities, education and community facilities, green living, and parks and recreation. Also
included are interconnected walking and bike tracks, 13 hectares of open space, a proposed
community garden and a district sports ground.
A Research Practice Fellow has recently been tasked to evaluate the effectiveness of planning for
health outcomes within the planning and design of a community residential area. The Research
Practice Fellow is investigating how the built, social, economic and natural environments influence
health outcomes. The evaluation partnership for Selandra Rise consists of representatives from five
organisations, including VicHealth, the Planning Institute of Australia, Stockland, City of Casey, and
the Growth Areas Authority. The fellowship will run for five years, and offers a unique opportunity to
track those latent, emergent, planned and accidental living health outcomes, from the first stages of
community development to the time of community establishment.
The Selandra Rise demonstration project aims to incorporate health into planning. It is hoped it will
influence the residential development market to make planning for health a normal part of this type
of development. VicHealth anticipates that the market will be a powerful force in shaping healthy
planning into the future, rather than an impediment to good health.
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