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Abstract 

Historic land use planning practices in North America have promoted sprawled land-use 

development through massive suburbanization. Obesity rates and associated health risks have 

been increasing at an alarming rate, which has been promoted through the sedentary lifestyles that 

are associated with car-dependent neighborhoods. In response to these health outcomes, the 

Healthy Communities Movement was introduced in the 1980’s, with the primary focus of 

promoting inter-sectoral collaboration, at the local government level, to design communities that 

promote human health. Nanaimo, BC has started to take action to support healthy community 

planning and inter-sectoral collaboration to address health challenges. However, there are 

additional measures that Nanaimo can take to enhance these efforts and support them in meeting 

their community health policy goals. The Live 5-2-1-0 Playboxes in Nanaimo, a community-

based childhood obesity prevention initiative, are a case-study of the types of initiatives that can 

stem from a healthy community approach. The Playboxes are currently not achieving the intended 

outcomes due to unforeseen barriers. If the program is adapted to address these challenges, the 

Playboxes have the potential to be an effective inter-sectoral obesity prevention program. 

Keywords:  healthy planning; Playboxes; healthy communities; planning 
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Glossary 

  

Healthy Community 

Approach 

A dynamic force in many communities across Canada that brings 

together groups from many sectors to plan and implement strategies to 

enhance community well-being and address complex issues (BCHC, 

2017). 

Incremental Planning A pragmatic method of planning introducing small changes to the 

environment rather than introducing significant alterations to the 

environment (Mitchell, 2002). 

Social Equity  A state in which all people within a specific society have the same 

status in certain respects, including civil rights, freedom of speech, 

property rights and equal access to social goods and services (Rudolf, 

1983). 

Suburbia Car-dependent, land-hungry, strictly residential neighborhoods that are 

physically isolated from schools, workplaces, and civic centers (Chiras 

& Wann, 2003). 

Zoning Of or relating to the division of an area into zones, as to restrict the 

number and types of buildings and their uses (Schilling & Linton, 

2005). 
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Chapter 1.  

  Introduction 

1.1.1. Topic 

The topic of this study is associated with the general policy topic of healthy 

community planning. It is a topic of growing interest and necessity as research continues to 

highlight the correlation between the planned environment and health outcomes. The study 

is oriented around the healthy communities approach and the potential it has to promote 

positive health outcomes. The case study provided is specifically associated with planning 

and children’s health and promoting an appropriate environment for children in the suburbs 

to maximize their opportunity for healthy living.  

1.1.2. Purpose 

Children are becoming increasingly at risk for health-related concerns associated 

with sedentary lifestyles typical of suburban neighborhoods. The purpose of this study is to 

assess if the Live 5-2-1-0 Playboxes are promoting a healthy environment for children in 

Nanaimo. The expected findings are that the Playboxes’ promotion of a healthy 

environment will be validated through increasing park user rates and facilitating the 

recommended activity levels for children. This study uses deductive reasoning as the 



 

2 

hypothesis was formed through first identifying the theoretical framework. The findings of 

this study was analyzed to consider the feasibility of using the Live 5-2-1-0 Playboxes as a 

mitigation tool that can counteract sedentary lifestyles associated with suburban 

neighborhoods. 

However, prior to the Playbox analysis, it is essential to explore the overarching 

framework that provides the platform for these initiatives to be implemented. Nanaimo’s 

Healthy Community framework is first assessed at a high-level to provide a comprehensive 

overview of the underlying principles and organizational structure that is required to 

introduce these initiatives.  

1.1.3. Research Problem 

Children are becoming increasingly at risk of health problems associated with 

sedentary lifestyles typical of suburban neighborhoods and a comprehensive approach is 

required to address this issue. 

1.1.4. Primary Research Questions: 

1. How is a healthy communities framework being applied local in Nanaimo? 

2. Can the Live 5-2-1-0 Playboxes act as a design intervention to promote a 

healthier environment in suburban communities? 
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a. Do they encourage children to meet their daily-recommended 

duration of physical activity? 

b. Do they increase park user rates? Or influence which parks residents’ 

access? 

1.1.5. Secondary Questions 

 For the Healthy Communities Framework (Duhl and Hancock, 1988). 

Taking consideration to the Guide to Assessing Healthy Cities this study will be responding 

to the following items:  

1. Who started the process? 

2. The City’s Vision for a healthy city 

3. Who are the people and organizations involved? 

4. What kind of structure and organization has developed? 

5. Where do funding and resources come from? 

6. How is communication and involvement with the public ensured?  

7. What are the barriers? 
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8. Does the city have indicators to measure change in the area, if so what are 

they, and do they use a mixture of both health and non-health measures, 

processes and outcomes? 

9. Assessment of the level of commitment to action is using the following 

scale: 

a. Evidence of actual change 

b. Programmes and projects are underway 

c. Policies and planning are in place or underway  

d. Lip service only  

e. No action being taken 

f. Unaware of the issue, no action being taken 

10. Exploration of local perspectives 

For the Live 5-2-1-0 Playboxes. 

1. What are the logistics around coordinating the project? 

2. Do they minimize socio-economic barriers to children’s physical activity? 

3. What are the potential limitations or constraints to the Live 5-2-1-0 

Playboxes? 
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4. How can the initiative be improved to address the limitations for future 

considerations? 

1.1.6. Justification  

The case-study of the Live 5-2-1-0 Playboxes will provide data to address a gap in 

current research by providing: 

a. Evidence of the impact the project is having; 

b. Recommendations on how communities can implement a similar project, 

addressing challenges and limitations; and 

c. Roles stakeholders can play. 

The examination of Nanaimo’s Healthy Communities Framework provides 

municipalities with a platform to assess multi-sectoral collaboration aimed at advancing 

public health initiatives. This evaluation provides evidence of the benefits that can stem 

from adopting such an approach, allowing municipalities to adopt practices that reflect a 

healthy environment and holistic public health approach. The evaluation of Nanaimo’s 

healthy communities approach will test the effectiveness of that particular planning theory 

by (and including): 

a. Evaluating the level of collaboration between different professional fields, including 

the relationships and partnerships formed with the purpose to progress public health. 
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b. Assessing the actions that have stemmed from the potential partnerships and 

collaborations formed. 

c. Providing recommendations to improve public health initiatives and strengthen 

healthy community networks. 

The evaluation of the Healthy Communities Approach will provide 

recommendations to strengthen and advance the Healthy Communities Movement at a 

localized level to continue supporting health promotion initiatives and create a platform to 

influence policy and planning practices to reflect healthy principles.  

1.1.7. Theoretical Approach  

This study incorporates a practical application of research with a pragmatic 

theoretical orientation (Creswell, 2013). The study design was developed to consider the 

social challenges cities are faced with, specifically the sociomedical concerns. It conducts 

problem-based research to provide findings associated with improving the social 

environment, which subsequently improves the quality of life. This study incorporates 

integral theory principles and a pragmatic lens, to highlight relationships and alternate 

variables that may not be identified using a singular method (Esbjőrn-Hargens, 2010). 

Promoting health in children through the intervention of the Live 5-2-1-0 initiative 

and promoting the healthy community framework is at the center of this study. The results 

are intended to validate a strategy to potentially improve the quality of life for children and 

families in suburban neighborhoods, highlighting the benefits of a collaborative framework. 
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The Playboxes are an intervention that was introduced to combat the consequences 

associated with sprawled suburban development. This is in line with pragmatic problem-

based research (Creswell, 2013). As suburbanization is an ongoing, complex problem, 

mitigating the associated health consequences interjects diverse disciplines (Morçöl, 2012), 

thereby, requiring different approaches to collecting data and ongoing collaboration to 

address the diverse variables. 

The benefits of using a collaborative approach to promote health in suburban 

environments are highlighted throughout this study. The associated health risk of suburbia 

is a non-linear problem, which is explained by complexity theory (Morçöl, 2012). The 

complexity theory suggests that only through an interdisciplinary platform and collaboration 

can urban challenges be successfully addressed (Morçöl, 2012). To promote healthy 

environments, it is recommended that a multi-sectoral community or collaborative approach 

is used. This is a main focus of the Live 5-2-1-0 initiative, the healthy communities 

approach, and this study (Ahmed et al. 2016) (British Columbia Healthy Communities, 

2017). Additionally, data collection was conducted incorporating a socio-ecological 

framework that considers the social barriers to physical activity and health with attention to 

the social determinants of health. A socio-ecological framework identifies the 

interconnections of the physical, social, and policy environment, looking at multiple factors 

(Mehtälä et al. 2014). This approach allows the study to look at a broader range of 

contributing variables.  
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1.1.8. Study Overview 

The study provides a literature review that explores the history of the healthy 

communities/cities movement, highlighting the historic relationship between public health 

and planning and how it has evolved. The literature review provides an overview of the 

historic land-use practices that have led to adverse health outcomes, primarily influenced by 

suburbanization and sprawled development. An exploration of children’s chronic diseases 

and activity levels are provided, highlighting the concern that the Playboxes were developed 

in response to. The literature review highlights the gap in research that provides evidence 

for community-based children’s obesity prevention initiatives that this study aims to 

address, to provide generalized results for communities to consider.   

Data was collected for this study using three methods: interviews, site visits, and an 

online survey. The data collected to provide the overview of Nanaimo’s healthy community 

framework was obtained through interviews with key local stakeholders. A mixed-methods 

approach was utilized in the Playbox assessment, to consider additional variables and obtain 

a comprehensive overview for the Playboxes that would result in an accurate impact 

assessment. The study presents the key findings of the research and analyzes them using a 

socioecological and socioeconomic framework. Additionally, the program is analyzed under 

the stream of collaborative and incremental planning identifying the benefits that these 

practices can provide in the current planning environment.  
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Chapter 2.  

Literature Review 

2.1.1. Healthy Communities Movement 

Good health is an attribute that most countries in the developed world assume will 

be long lasting and presupposing, contingent on the modern health care system. It is 

generally accepted that the health of a community relates to hospitals, health care workers, 

and preventative strategies that have educated the public regarding disease prevention and 

control (Hancock, 2013). It is also a general perception that health is simply a reflection of 

an individual’s lifestyle choices and habits (Hancock, 2013). However, the physical and 

social environments have always been a key component in influencing a healthier lifestyle 

(Mikkonen & Raphael, 2010). A healthy urban environment encompasses many elements 

including: access to fresh food, green and communal spaces, close proximity to services 

(schools, hospitals, shopping), employment opportunities, sense of community, and 

promotion of low-carbon footprint activities; essentially it is a place that is self-sustained 

and improves the quality of life for its inhabitants (Bai et al. 2012; Dunham-Jones & 

Williamson, 2011). The vision of a healthy city is an ever-evolving one that has previously 

developed in a reactive manner. Societies have made great advancements in increasing the 

sustainability and liveability of different regions throughout history. However, there are 
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challenges prevalent today regarding public health that can be addressed through the 

utilization of a public health framework in the planning profession.  

Ancient human settlement patterns were influenced by health-related factors. 

Settlement locations were selected in areas that were perceived to have no potential 

contaminants and offer a healthy drinking and food supply (International Water 

Association, 2016; Njoh, 2012). As time progressed and societies became more 

sophisticated and cities became overpopulated, major health concerns arose. Changes were 

made to the structure of city planning to help address and minimize these health crisis’ that 

were compromising livelihoods. The concept of a healthy city can embrace a number of 

factors, according to one’s perception and priorities. Influential urbanists have integrated 

their own interpretation of health into their city visions. For instance, Ebenezer Howard 

conjectured the only way to achieve optimal health, was to be removed from the city 

altogether, and placed in a rural countryside setting (as cited in Ward, 1992). In contrast, 

Jane Jacobs determined health was presupposed by the city’s vibrancy, entrepreneurial 

environment, and mixed-uses (Jacobs, 1961). Corbusier suggested a healthy city was one 

constructed vertically, in a collectivized manner where there is social equity (as cited by 

Hall, 2014). Societies are still constantly adapting and changing to address challenges to 

provide a livable, sustainable, and healthy environment for all residents. Societies are now 

faced with chronic disease epidemics such as obesity, diabetes, heart disease, and 

depression, which can be affected by urban environments. Addressing health risks through 

collaborative partnerships between the public health and planning fields can mitigate these 

challenges while simultaneously improving the overall quality of life. 
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Historic Correlation of Public Health and Human Settlement.  

Humans’ transition from hunter-gatherers to cultivators was a pivotal step in human 

civilization; permanent settlements became a possibility. Dating back to ancient 

civilizations, 8000-7000 BC, settlement patterns were primarily influenced by available 

food sources and proximity to a hygienic water supply (International Water Association, 

2016). Mesopotamia, one of the earliest known settlements, has been identified as an ideal 

environment for homo sapiens, because its alluvial basin provided a reliable water source 

with an abundance of fish species in conjunction with suitable soil to grow crops, providing 

an ample food supply (Kotkin, 2005). As humans continued practicing an agrarian lifestyle, 

water contamination became a major concern; access to clean water was imperative for the 

success of the settlement (International Water Association, 2016). Ancient civilizations had 

an organized system for choosing the water source, where their settlements would be 

centered. It was generally accepted that marshy areas or water located near mining areas 

contained contaminates and therefore, these areas were avoided (International Water 

Association, 2016).  

In addition, early humans shaped their settlements in a reactive manner in an attempt 

to decrease mortality and disease. When plagues or other sickness became commonplace, 

the water source would be changed, or, alternatively the entire settlement would be moved 

to a perceived healthier environment with alternate food sources (Hope & Marshall, 2000). 

Although there were preventative measures in place to alleviate health concerns, such as 

practicing hygenic waste-disposal methods, disease was still common throughout many 

ancient settlements as knowledge of pathogens and bacteria was marginal. Ancient Athens 
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is described as being an exceptionally unpleasant, dirty place to live. “In the shadow of 

great buildings like the Parthenon, houses were small, alleys narrow and filled with every 

kind of vermin” (Kotkin, 2005). Early cities were often places of heightened mortality and 

discontent due to overcrowding and prevalent diseases such as schistosomiasis and malaria 

(Algaze, 2009). Early settlement patterns illustrate the environmental factors that potentially 

impact the public’s health were largely taken into consideration when deciding the location 

of the settlement. The reactive measures early humans took, such as moving locations or 

finding alternative water sources when disease was prevalent, demonstrate how ancient 

settlement patterns originally occurred with a health focus. 

Industrial Revolution and Public Health.  

As Homo sapiens became increasingly sophisticated, settlements continued to 

evolve into urban areas. This process continued until there was a significant shift beginning 

in the late 18th century with the onset of the industrial revolution. Technological advances 

were changing the way humans interacted with the urban landscape. The economy became 

dominated by large-scale factories in urban centers resulting in a massive migration of 

people from rural to urban areas in search of employment opportunities (Horn, 2016). This 

brought forth significant challenges for public health within high-density urban 

environments. The 19th century public health movement was predominantly influenced in 

response to the living conditions developed at this time.  

Housing and living conditions for the working class in the early 1800s were often 

unhealthy. Entire families were confined to single rooms or cellars in grim run-down 
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dwellings, so densely populated it was extremely detrimental to one’s health (Shiode, 

2012). Millions were virtually trapped in slums, creating social tensions and political unrest 

(Hall, 2014). The living conditions were the result of a number of planning-related 

challenges. There was not an adequate sewage system implemented during this time, 

leading to open sewage flowing through the streets. Buildings were close together blocking 

out natural light from entering into dwellings and there was a lack of green space. There 

was also no policy in place to prepare for the population growth that was occurring (Hall, 

2014). These living conditions were highlighted when cholera became an epidemic in 1831 

and 1832 (Shiode, 2012).  

Cholera claimed thousands of lives at an alarming rate, reaching pandemic status 

throughout North America and Europe in the mid 1800s, signifying the need for change 

(Shiode, 2012). Edwin Chadwick was instrumental in bringing forth public health policy in 

England during this time. He published a public health manifesto in 1842, The Sanitary 

Condition of the Laboring Population of Great Britain, advocating for major reforms 

(Corbett, 2007). The manifesto used an economic framework, illustrating that if the health 

of the poor improved it would be cost effective for the long-term, in large part because 

families who had lost the working member of the household to disease would commonly 

seek financial relief (Corbett, 2007).  

Chadwick advocated the need to introduce medical officers into every town, 

improve sewage systems, provide clean drinking water, and implement a major public 

hygiene works department (as cited in Corbett, 2007). The formation of the Health of 

Towns Association in 1844, the Health Towns Commission in 1848 and, lastly The Public 
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Health Act of 1848 was legislated in response to Chadwick’s report (as cited in Corbett, 

2007). It was a major breakthrough in public health; it was, “the beginning of a commitment 

to proactive, rather than a reactive, public health” (Fee & Brown, 2005). The state became 

responsible for the health of residents and was expected to supply the necessary services 

and infrastructure to ensure disease prevention was prioritized. Local boards of health were 

established to monitor mortality rates and to implement necessary changes when required; 

although responsibility was initially optional, it was revised to become compulsory in 1875 

(Fee & Brown 2005). The local boards had authority over the provision of water supplies, 

sewage, control of offensive trades, quality of foods, paving of streets, removal of garbage, 

and other sanitary matters (Fee & Brown, 2005). Chadwick championed the concept that the 

physical environment largely influenced the health of the nation. Therefore, appropriate 

design and urban planning efforts would improve these conditions, minimizing morbidity 

and mortality.  

Additional advances in public health were accomplished through the work of John 

Snow, an English physician, who was primarily responsible for the discovery of how 

cholera was transmitted. Snow’s work was considered one of the first epidemiology maps 

produced, visualizing the spatial distribution of the cholera disease, which was published in 

1854 (as cited in Shiode, 2012). The spatial patterns highlighted that the disease was spread 

through the waterways. As the disease is transmitted through consumption of contaminated 

water with bio-solids, it prevailed in urban environments with inadequate sewage systems. 

(Vinten-Johansen et al. 2003). As medicine was not yet advanced to counteract this type of 

sickness or disease, it was essential for the health boards to know the origin of the 
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pathogens to minimize their risk of exposure. Snow’s work successfully achieved this; it 

highlighted the spatial relation between waste disposal and water supply, altering the way in 

which urban centers subsequently planned these systems. It was now understood that 

diseases were linked to anthropologic and socio-economic origins, and, therefore urban 

leaders needed to plan accordingly.  

Hygeia: The First “Healthy Community Model”. 

Benjamin Ward Richardson, a close friend of John Snow published Hygeia: A City 

of Health, in 1876, envisioning the perfect healthy community. This book introduced the 

ideology that formed the foundation for healthy-oriented planning. Richardson expresses 

how civilizations have evolved to address various forms of pestilence, such as the Black 

Death, which were historically the leading cause of death at the time, yet now rarely occur 

(Richardson, 1876). Although diseases of the past may not be relevant today, new modern 

forms of disease have emerged that have similar negative impacts on health. Richardson 

describes an ideal city as one that takes design measures to ensure a healthy environment is 

provided for all residents. The logistics and design of the city is explained in detail: 100,000 

people living in 20,000 homes on 4,000 acres of land with no structure exceeding four 

stories (Richardson, 1876). Underground railways would be responsible for all the heavy 

traffic, and development is surrounded by garden and green space to provide an appropriate 

ambiance but also to allow growth of various agricultural products to sustain the city 

(Richardson, 1876). Hygeia is a city with no cellars, no gutters, no heavy traffic, and it 

incorporates ecofriendly designs such as rooftop gardens (Richardson, 1876). Details down 

to the household materials are designed with the sole purpose of increasing the health of the 
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community (Richardson, 1876). Richardson suggests the concept of a segregated 

workroom, where a separate room in the home is leased for people to perform their day-to-

day work (tailoring, shoe-making, amongst others). There was to be no accommodation in 

this room to carry on activities such as sleeping, cooking, and eating. This was an attempt to 

separate the work from home, as positive correlations had been noted between disease and 

the work environment, particularly with working at home amongst children. The plan 

replaced public laundries with a municipal service, as public laundries were considered 

hubs for disease (Richardson, 1876). Richardson outlined every detail of the utopian 

community to ensure health is at the core of every service (Richardson, 1876). Richardson’s 

Hygeia city portrays a late 19th century perspective on how to achieve a healthy community 

through innovative urban design and planning efforts. The Public Health Acts of 1844, in 

addition to Richardson’s work, provided a framework for healthy planning; however, it was 

never fully achieved.  

Public Health Movement in Canada. 

In a Canadian context, public health policy wasn’t introduced until 1909, when it 

was modeled after President Theodore Roosevelt’s commission in the U.S, which 

introduced a public health advisory committee (Hancock, 1993). Thomas Adams can be 

considered one of the founders of introducing health principles into planning. In the midst 

of America’s City Beautiful movement, stressing the importance of monuments and gaudy 

aesthetics, Canadian planning motives advocated the provision for more urgent needs 

including health care (Adams & Caldwell, 2011). Adams was appointed, by the chief 

medical officer, as town planning advisor to the federal government in 1914 (Adams & 



 

17 

Caldwell, 2011). Adams studied the urban environment using a human-centered approach 

with the sole purpose of improving the quality of life and health of the public. This came to 

an abrupt halt in the 1920’s when there was a distinct shift in the planning paradigm.  

There were significant breakthroughs in modern medicine throughout the 1920s 

significantly changing the definition of public health. A few of the notable medical 

breakthroughs included penicillin and insulin (Fowler, 2013). Additional medical 

discoveries in the 1920s included, EEG (used to detect tumors and injuries), papanicolaou 

(pap smear), phenobarbital (treatment for epilepsy), tetanus vaccine, and the discovery of 

essential vitamins (Fowler, 2013). These discoveries allowed previously fatal diseases to be 

treated through medical interventions (Fowler, 2013). There was a large amount of 

knowledge being produced, orientated towards combating common illness (Fowler, 2013). 

These accumulative medical breakthroughs of the 1920s changed the public perspective. 

With the discovery of new therapeutic options, the planned environment was no longer seen 

as being responsible for providing good public health. (Hancock, 2013).   

Health was now left in the hands of doctors and health care workers to provide 

health for residents (Hancock, 2013). This allowed individuals the security to no longer 

question the implications of their surroundings as disease could be treated medically, 

thereby providing a sense of safety (Hancock, 2013). This concept unfortunately progressed 

to become detrimental to the lifestyle of modern communities (Hancock, 2013). Modern 

medicine now supplied healthcare and the planners of the city were essentially replaced in 

this realm. This resulted in urban leaders paying little attention to incorporating health 

initiatives in development, resulting in other objectives taking precedent in shaping the 
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landscape. The social environment was entirely overlooked in the definition of health and, 

the public health approach in planning was no longer deemed necessary (Hancock, 2013). 

This continued to evolve until after the Second World War when the planning field 

heightened its focus on infrastructure, at times caring more about buildings than people 

living in them (Hancock, 2013). Planners’ attentions became primarily focused on 

developing cities and introducing new infrastructure into the environment, without giving 

careful consideration to the implications that these developments can have on one’s health. 

The development-centered approach has continued until recently, as the negative impacts of 

this approach have been brought to attention. The focus in planning is shifting again. In 

response to the widespread poor standards of living in many countries, the need to 

incorporate a socio-medical paradigm in urban planning is at the forefront of international 

agendas (World Health Organization, 2003).  

Thomas McKeown, a physician and historian, published his work in the 1970s 

questioning if public health would be better served by targeted interventions or by broad-

based efforts to redistribute the social, political, and economic resources that determine the 

health of populations (Colgrove, 2002). McKeown hypothesized that the increase in 

population and longevity in people’s lifespan was not the result of the medical field, but was 

due to the social and natural environment of society (as cited in Colgrove, 2002). This 

started a wave of research being introduced, all with similar underlying themes: the physical 

and social environment had major implications on one’s health (Duhl & Hancock, 1988; 

World Health Organization, 2003).  
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In Canada, Marc LaLonde, the Minister of National Health and Welfare published a 

report, The New Perspective on the Health of Canadians, in 1974. LaLonde, influenced by 

McKeown’s work, introduced a new perspective, suggesting that the future of health was 

determined by improving not only the environment, but also through adjustments of 

personal habits and lifestyles (Duhl and Hancock, 1988; World Health Organization, 2003). 

The report highlighted the current limitations in the structure of the health system, 

advocating for more preventative measures to reduce health risks. Additionally, it 

encouraged individuals to take ownership for their health, resulting in the Lifestyle 

Movement. The Lifestyle Movement became widely accepted. Personal habits and the 

decisions individuals made on a daily basis were now considered imperative to one’s health. 

Personal responsibility was emphasized to the point where individuals’ illnesses were often 

blamed on their own inappropriate lifestyles to the point of “victim blaming” (Duhl and 

Hancock, 1988; World Health Organization, 2003). Lalonde’s report and the Lifestyle 

Movement disregard the social and environmental conditions. This is an ongoing perception 

that is only recently beginning to change.  

The Modern Healthy Community Model. 

In 1984, Trevor Hancock and Leonard Duhl introduced a model for a healthy 

community through a one-day workshop titled Healthy Toronto 2000 (Ontario Healthy 

Communities Coalition, 2015). They introduced the healthy city concept, highlighting the 

significant role that local governments play in influencing one’s health. The responsibility 

for health promotion was in large part moved to local governments to provide community 

resources and an environment that fosters wellness. The Healthy City concept had a number 
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of unique parameters. The first parameter highlights the need to strengthen public policy to 

foster health through the community as well as individually (Hancock, 1993). Health-

oriented policy, which was commonly referred to as healthy public policy, creates a 

supportive environment that can enable people to lead healthy lives (World Health 

Organization, 2018). When healthy policy is introduced it demonstrates the level of 

commitment the city has towards health promotion and can lead to actionable results 

(World Health Organization, 2018). The second parameter illustrates the concept that 

reliable health care is not the only element that encompasses a healthy city; there needs to 

be continuous efforts striving for health in all areas of the city at the local level (Hancock, 

1993). This parameter introduces the notion that health is not defined solely by the medical 

system, but instead is influenced through the urban environment. The Healthy City concept 

is deemed achievable only through collaborative partnerships between organizations and 

government agencies, all incorporating a health focus in their goals. The Healthy City 

concept highlighted the vital role that local governments have in health promotion and 

could be considered a call to action for local governments around the world.  

The healthy community model encouraged The World Health Organization (WHO) 

to host a Healthy Cities Symposium in Lisbon on April 1986, initiating the Healthy Cities 

Project in Europe (Hancock, 1993). The WHO modified the definition of health to 

encompass not only physical, but also social and mental well-being (Duhl & Hancock, 

1988; Hancock, 1993). Seventeen nations were represented at this meeting, drawing 

international attention to the health agenda. By 1991 the project had expanded to include 

over 35 cities (from the original 11), all stressing the health agenda in city planning motives 
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(Hancock, 1993). The project called for a variety of actions to be taken including: 

introducing health development projects in vulnerable communities, constructing the 

environment to improve living conditions for low income groups, and promoting 

community activity (Hancock, 1993). Cities were not given a specific framework to follow; 

instead innovative and experimental ideas were encouraged (Taylor, 2010).  

The Healthy Cities Project was divided into a series of phases spaced over a five-

year period. The first phase was to “create new structures to act as change agents and 

introduce new ways of working for health in cities” (World Health Organization, 2018). 

The second stage from 1993-1997 called for action through a strong commitment to 

integrating healthy public policy and comprehensive city planning (World Health 

Organization, 2018). This stimulated a global awareness on healthy-city planning with 

organizations and networks forming all over the world (Taylor, 2010). The third phase of 

the project, 1998-2002, included additional cities that were previously not involved. The 

WHO developed strict entry criteria that were mandatory to follow in order to maintain 

affiliation with the project. There were four main objectives including: “demonstration of 

political commitment, production of a city health plan and profile, project infrastructure in 

place and commitment to networking” (Taylor, 2010). From 2003-2007, the project 

continued to expand to include over 70 cities with health-oriented planning policy at the 

heart of the plan, which marked the fourth stage in the project (World Health Organization, 

2018). This stage called for partnerships between the different sectors and promoted urban 

planners to integrate health impact assessments and health projects into their work (Taylor, 

2010).  
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There was now a framework in place for cities to follow to create a healthy city. 

Cities had a matrix of goals and outcomes to work towards, creating a driver for effective 

change. Efforts are now being made at a global scale to improve the living conditions and 

implement health-oriented planning policy. This subsequently formed the main motive for 

the fifth stage of the plan, (2008-2012), “health equity in all local policy” (WHO, 2003). 

Finally, health was deemed the responsibility of the city, to provide the necessary services 

and environment to influence good health outcomes.  

 

Figure 1 Patterns of a Healthy Community (Norris & Pittman, 2000) 

The United States Coalition for Healthier Cities and Communities (CHCC) was a 

key actor in supporting the public health movement throughout the United States. It was 
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first introduced in the 1980’s and was implemented by the WHO. This provided the 

platform for the Healthy Cities Project to expand to the US in 1996, connecting over 1,000 

local, state, and national agencies, forming partnerships and combined public efforts to 

create healthy communities (Norris & Pittman, 2000). It identified seven characteristics of a 

healthy community: practices dialogue between residents to build a sense of community, 

generates leadership within the community, shapes its future on a shared vision, embraces 

diversity, gathers information about its assets and needs, connects people to resources, 

creates a sense of responsibility and belonging among its residents (Norris & Pittman, 

2000).  

In Canada in the late 1980’s, Trevor Hancock and Leonard Duhl, approached the 

president of the Canadian Institute of Planners, David Witty, to form a partnership with the 

Canadian Public Health Association and the Federation of Canadian Municipalities (D. 

Witty, personal communication, September 22, 2017). The three organizations came 

together as a National Steering Committee for the Canadian Healthy Communities Project 

with the objective of creating healthy public policy that took consideration to the social, 

economic, cultural, and environmental aspects to look at cities in a holistic way (D. Witty, 

personal communication, September 22, 2017). The project obtained significant 

involvement from health businesses across the country and a healthy cities network was 

formed (D. Witty, personal communication, September 22, 2017). Although it gained a high 

level of attention in the health sector, planners did not get involved to the extent that was 

expected (D. Witty, personal communication, September 22, 2017). The Canadian Healthy 

Communities Project ran for only three years from 1988-1991. However, Dr. Witty suggests 
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that the movement created a legacy where planners and organizations now integrate the 

fundamental principles of the Healthy Communities project into everyday practice (personal 

communication, September 22, 2017). The discussion around healthy planning needs to 

continue because “in the absence of having conversations about healthy cities, it can get 

lost” (D. Witty, personal communication, September 22, 2017).  

It is important to note that the Healthy Cities project received additional exposure 

due to similarities with the sustainable city movement, which was simultaneously gaining 

popularity. Precautions in new developments were taken to maximize green spaces, manage 

proper waste disposal, reduce environmental deprivation, and minimize pollutants 

(Hancock, 1993). These adjustments in planning aided in restoring and protecting the 

natural environment, promoting a healthier surrounding.  

Many cities are beginning to include health in their policy agendas in an effort to 

involve all residents, including children, in shaping their cities and modifying the health 

care system to incorporate community-based care (Hancock, 1993). The project has had 

limitations, mainly dependent on the size and historical planning practices of the area. It has 

proved difficult to grasp the attention and involvement of residents in larger cities. The 

Healthy Cities project also relies on the assumption that governments will take ownership 

for their citizens’ health; however, this has proven unreliable. Some governments do not 

historically take health into consideration (Hancock, 1993). However, the Healthy City 

project was pivotal in providing an increased awareness regarding the impact that local 

governments have, specifically through the planning field, on the health of urban residents. 

It has encouraged international action to encompass a broader approach in achieving health. 
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The delivery of health services is transitioning from the traditional medical paradigm and is 

beginning to incorporate social elements, creating a new socio-environmental health 

paradigm. This approach empowers communities and individuals to create places that 

improve health standards in addition to the quality of life. The WHO was instrumental in 

facilitating a new urban agenda encompassing health in public policy and partnerships 

(Taylor, 2010). The Healthy Cities project has led to the healthy cities or healthy 

communities approach that communities are attempting to embody in their community 

planning policies.  

The Healthy Cities project has led to a global awareness of the importance of 

communities moving away from relying solely on traditional public health practices, and 

instead, to move towards a multi-dimensional comprehensive approach to create healthy 

environments that take into consideration the environmental, physical, and social 

determinants of health. However, although awareness has increased, progress in 

implementing healthy community policies has been slow. Communities are still faced with 

significant public health concerns that could be addressed through a Healthy Cities 

approach. One of the primary challenges facing this framework is that communities were 

historically designed in the absence of this framework. Redesigning and retrofitting entire 

communities to integrate these principles is often not feasible, and is proving to be one of 

the greatest challenges in urban revitalization (Dunham-Jones & Williamson, 2011). 

Although there is a growing awareness of the healthy cities model, there are still 

significant detrimental health outcomes, many of which are the result of historic planning 

and development frameworks. Childhood obesity is one of the concerns that has become a 
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national epidemic, leading to a wide-range of detrimental impacts, not only to individuals’ 

health, but also to societal health. Obesity and concomitant diseases associated with it, are 

becoming prevalent due to the lack of physical activity in daily life. This issue can be 

directly correlated with land-use patterns that have promoted car-dependency and sedentary 

lifestyles.  

2.1.2. History of Land-Use Planning 

North American communities in the 20th century have predominately developed 

around the use of the automobile (Chiras & Wann, 2003). This car-centric pattern of 

development has led to the phenomena of suburban sprawl and suburbanization known as 

suburbia. Suburbia can be defined as “car-dependent, land-hungry, strictly residential 

neighborhoods that are physically isolated from schools, workplaces and civic centers” 

(Chiras & Wann, 2003). In Canada, land-use planning has resulted in undesirable sprawling 

communities across the country, where now 82% of residents are living in suburban 

communities (Gordon & Shirokoff, 2014). This makes suburbia the dominant characteristic 

of Canadian landscape. This unsustainable form of development has negative impacts on 

human health, as it encourages a sedentary lifestyle due to its geographic isolation, when 

compared to urban compact areas that are in walkable proximity to services. If growth 

continues to occur in this fashion, Canada’s future will be even more suburban, thereby, 

increasing the corresponding health problems (Gordon & Shirokoff, 2014).   
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 Philosophical Ideologies. 

The formation of early suburban neighborhoods began in the early-mid 19th century 

in a reactive manner to the deleterious living conditions that then characterized the urban 

core (Hall, 2014). Suburban neighborhoods became a method to escape the undesirable 

characteristics of the city and to embrace, what was perceived at the time to be, the holistic 

countryside (Davison, 2013). The public’s perception of suburbs was overwhelmingly 

positive in the culture of the day encouraging the migration to them from urban cores. Four 

philosophical ideologies: evangelicalism, romantacism, sanitarianism, and class prejudice 

can explain some of the cultural logic of the 19th century that drove this movement 

(Davison, 2013).  

The evangelical church placed significant spiritual value on one’s personal home in 

the 19th century. It was considered a place separate from sin and corruption, influencing the 

flight to the morally acceptable suburbs (Davison, 2013). Sanitarianism was similarly 

related to spirituality as cities were seen as places of filth; the suburbs in comparison were 

viewed as sanitary places of health and wellness (Davison, 2013). The romantic movement 

of the 19th century influenced the ideology of romanticism, that suggested cities needed to 

induce a feeling of nostalgia and emanate beauty; suburban neighborhoods boasting gardens 

and open green space was a logical decision for people to seek out (Davison, 2013). Class 

prejudice suggests that high society members of the city were moving to suburbs in an 

attempt to distance themselves from the common laborers who were living in the industrial 

cities (Davison, 2013). This form of development grew to denote urban form in the 20th 

century.   
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Regulatory Contributors. 

The Fordist era initiated a major shift in land-use planning, as individuals now had 

the freedom to travel extensive geographic distances independently (Moos et al. 2015).  

With the invention of the automobile, planning began adopting a car-centric approach and 

suburban land-use planning became a more feasible option as people now had the freedom 

to travel distances easily and rapidly (Moos et al. 2015). This signified a major transition in 

planning motives; cities were now being designed for vehicular transit rather than at human 

scale (Hancock, 2013).  

Euclidean zoning, a regulatory method used by planners, was first introduced in 

New York in 1916 (Hall, 2014). It called for the separation of land use, as it specifies what 

activity can occur and where. In 1926 the case of Ambler V. Euclid provided the legal 

precedence, which prohibited mixing houses, businesses, and stores in suburban 

neighborhoods (Chiras &Wann, 2003). Zoning was initially implemented to ensure that 

certain activities, which may be detrimental to public health, are isolated from commonly 

used public areas (Schilling & Linton, 2005). However, this subsequently had its’ own 

adverse impacts. Cities today are now pursuing mixed uses as a common goal. 

Jane Jacobs was one of the first to identify a major flaw in zoning; that it promotes 

sameness and homogeneity (Jacobs, 1961). She expressed that zoning constrains diversity 

in neighborhoods and when areas lack diversity they become car-dependent neighborhoods. 

In contrast, diverse neighborhoods promote active forms of transportation (Jacobs, 1961) 

leading to a wide range of health benefits. Zoning enhanced the formation of the North 
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American suburban landscape by allowing for the construction of large areas offering only 

one potential use. This forced land-use patterns to develop in a sprawling pattern, thereby 

encouraging private-car ownership and a commuter lifestyle (Keller & Vance, 2013). 

Suburban development continued until after World War II when North America 

began to suburbanize on a massive scale, due to a variety of other factors. The primary 

reason was the presence of thousands of military personal returning home and now 

requiring inexpensive lodging (Chiras & Wann, 2003). Prefabricated homes were mass-

produced forming new suburban neighborhoods at an affordable cost. As a consequence, 

from 1941-1946, 85% of new homes constructed in Canada were single-family dwellings 

(Clayton & Wetherell, 1994). Additionally, the Canadian Mortgage Housing Corporation 

promoted this type of development by providing preferred financial support for suburban 

homes, including reduced mortgage rates and financing options (Harris, 2004). Suburbs 

were perceived as the logical choice for new homebuyers; they offered greenery, privacy, 

and large property at an affordable price, as a result they continued to sprawl across North 

America.  

2.1.3. Health Impacts of Suburbanization 

Today cities are rethinking land-use planning strategies, as the health implications of 

living in car-dependent neighborhoods have raised significant concerns. The physical layout 

of communities, or the built environment, includes buildings, roads, parks, and planned 

open spaces where people can play and socialize (Stone et al. 2012).  The layout of 

communities can either promote or alternatively limit opportunities for physical activity 
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(Stone et al. 2012). Historically humans were required to live active lifestyles in order to 

secure food. Physical activity was seen as an essential part of the ‘normal’ function to 

maintain survival (Bergin, 2011). Even in the past century physical activity was, “woven 

into the fabric of life” as individuals were more likely to engage in active transportation and 

physical labor was more frequently part of one’s work (Frumkin et al. 2013). Only during 

the last few generations has the built environment and the computer age dramatically altered 

the levels of physical activity required in daily life (Frumkin et al. 2013). This is because 

humans “no longer require the evolutionary selected physical activity levels for survival” 

(Bergin, 2011) and cities have modernized in a way that enables sedentary lifestyles.  

The built form influences both recreational and utilitarian activity levels (Frumkin et 

al. 2013). Exercising in the park or participating in sports is considered “recreational” 

physical activity, or activity that is done for leisure (Frumkin et al. 2013). Walking to the 

bus stop or the store is considered utilitarian physical activity, which is activity done for a 

purpose (Frumkin et al. 2013). Suburbanization has prohibited both forms of activity and 

has influenced individuals to rely on vehicular transportation, due to the geographic 

separation from the workplace. These neighborhoods are frequently isolated from services 

since there are limited amenities within walking distance (Johnson & Marko, 2008. This 

form of sprawled land-use planning has lead to heavy reliance on the automobile instead of 

practicing alternate forms of active transportation. (Frumkin et al. 2013). Sedentary 

lifestyles can be defined as behaviors that require low levels of energy expenditure (Bergin, 

2011). These behaviors are contributing to an epidemic of chronic diseases including 

obesity and concomitant cardiovascular diseases associated with a lack of physical activity 
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(Frumkin et al. 2013). Physical activity is an essential component in human lifestyle and it 

is something that is no longer required for survival in most people’s daily life. The increase 

in non-vigorous activity is directly linked with increased mortality rates, particularly 

cardiovascular deaths (Arrieta & Russell, 2008; Frumkin et al. 2013; Woodcock, 2010).  

Studies are confirming that people living in suburban areas have increased rates of 

chronic disease (Sturm & Cohen 2004). In Canada, chronic diseases account for 2/3 of 

health costs and 38% of all deaths (Johnson & Marko, 2008). It is estimated that 50% of 

people in Canada live with chronic disease (Johnson & Marko, 2008). Specifically, obesity, 

according to the World Health Organization has become a major global epidemic (WHO, 

2017). One in four people in Canada are obese, and over half the population is considered 

medically overweight (Statistics Canada, 2017). Healthcare costs related to obesity have 

reached $4.3 billion in Canada (Childhood Obesity Foundation, 2017). Individuals with 

obesity have life expectancy rates approximately 3 to 7 years less than individuals with 

healthy weights (Peeters et al. 2003).  

A study conducted by the Transportation Research Board and Institute of Medicine 

in the US analyzed 50 transportation studies. The results concluded that mixed-use, dense 

and compact communities had significantly greater walking trips and fewer vehicle trips 

(Transportation Research Board, 2005). The study compared transit trips in the Netherlands 

and the US. The findings showcased how land use planning can promote active forms of 

transportation. In the US only 1% of trips were on bicycles and 9% of trips are on foot, 

whereas in the Netherlands 30% of trips were via bicycles and 18% on foot (Transportation 

Research Board, 2005). In Europe, approximately 23% of women and 20% of men are 
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clinically obese (WHO, 2017). In comparison, 40% of the population in the US are 

considered obese, with 74% of men being considered obese (WHO, 2017). The 

transportation and obesity rates have a positive correlation. This highlights the implications 

the built form can have on improving activity levels, adversely improving one’s health by 

reducing the risk of chronic diseases. These chronic long-term diseases have become 

increasingly associated with suburban neighborhoods. People living in suburban areas have, 

on average, a decreased life expectancy of four years (Montgomery, 2014). These statistics 

are especially alarming considering they could potentially be greatly reduced if preventative 

measures were incorporated in land-use and design interventions.  

Children’s Health Concerns. 

Children are not exempt from the health challenges associated with sedentary 

lifestyles. Scientific findings have identified there is a direct link to activity levels and 

overall health (Fernandez, 2017). Physical activity is linked to children’s physical and 

mental health, impacting their academic performance, motor skill development and 

confidence (ParticipACTION, 2016). In a similar fashion to adults, active behaviors are 

being replaced by more sedentary activities in children (Anderson et al. 2011). This is 

causing a reduction in energy expenditure and is leading to increasing accounts of 

overweight and obese children in Canada (Anderson et al, 2011). Obesity rates in children 

and youth have nearly tripled in the last 30 years (Government of Canada, 2017). From 

1978 to 2004, overweight and obesity of children aged 2 to 17 has increased from 15% to 

26%, with the most significant increase in children aged 12 to 17, increasing from 14% to 

29% (Public Health Agency of Canada, 2012).  
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Obesity is a life encompassing disease that leads to a number of additional health 

challenges, compromising one’s quality of life and leading to premature mortality. 

According to the US National Institutes of Health, obesity shortens one’s lifespan by an 

average of nine years (National Institute of Health, 2017). Heart disease is the leading cause 

of premature death in obese children (Robertson, 2012). Type II diabetes, which used to be 

a rare diagnosis for children, has become prevalent amongst children today (Robertson, 

2012). There are a number of additional consequences associated with obesity in children 

including: hypertension, hyperlipidemia, dyslipidaemias, insulin-resistance, osteoarthritis, 

asthma, gout, and cancer (Bergin, 2011; Jones, 2015). The medical field has agreed the 

more overweight a person, or child is, the more likely they are to have health problems 

(Doheny, 2012).  These health trends are becoming more apparent amongst modern 

societies and are resulting in a vulnerable generation, facing increased health and economic 

disparities. 

Case Studies. 

The environmental and physical surroundings have significant implications to an 

individual’s lifestyle. These environmental factors can influence what one eats, what one 

does in their free time, and even the amount of physical activity one engages in. Suburban 

neighborhoods are known to deter physical activity in children due to the isolated land-use 

characteristics. The built form of these communities can compromise children’s willingness 

to play or engage in healthy physical activities. There have been numerous studies 

conducted assessing the correlations between the built environment and childhood health, 

all which point to the need for change. The epidemic proportion of overweight children is a 
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cause for major concern, as this is a vulnerable time for physical and mental development. 

A child’s development can be adversely impacted through the health challenges associated 

with an inactive lifestyle. 

 In Toronto, data was collected comparing 1,000 children’s activity levels in urban 

and suburban neighborhoods (Stone et al. 2012). The children’s activity levels were 

monitored by an accelerometer for a week. The findings supported the theory that urban 

areas were more conducive to generate appropriate activity levels in children, compared to 

suburban areas (Stone et al, 2012). Children in suburban neighborhoods had lower activity 

levels; especially on the weekend where inactivity peaked. The differing activity levels with 

neighborhood type were also highlighted, presumably secondary to the urban areas street 

connectivity (Stone et al, 2012). The urban neighborhoods that had well-connected streets 

and additional amenities to access, created a favorable environment for children to engage 

in outdoor activities. The study compared the socioeconomic environment to physical 

activity levels and found a relationship between these two variables, which will be 

examined in a later section of this paper. The findings of this study validated the hypothesis 

that neighborhood type and community design is a significant factor in children’s health.    

A study conducted in 2008 analyzed 25 longitudinal studies (systematic review) 

documenting children’s weight (Singh et al. 2008). The findings supported the theory that 

there was a significant increase in risk for overweight and obese youth to continue to be 

obese into adulthood (Singh et al. 2008). The notion that obesity is likely to carry on into 

adulthood is an alarming finding as the treatment of obesity becomes increasingly 

challenging in adults (Singh et al, 2008). As treatment for obesity is more extensive for 
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adults, this leads to increasing stress on the public medical system in attempting to address 

the disease and the associated complications (Singh et al, 2008).  These consequences 

underline that it is important for children to develop a healthy lifestyle at an early age to 

maintain healthy habits into future years. This will mitigate the consequences and 

complications of obesity by early intervention. 

Being overweight not only negatively affects a child’s physical health; it is 

detrimental to their mental health as well. The perception of one’s body influences a child’s 

self-confidence and self-esteem, which are determinants of the health of the future adult 

(Fernandez et al. 2017). The social impacts of obesity can be equally detrimental to the 

physical implications, as it causes significant strain on mental health. Obese children are 

likely to be targeted for social discrimination, compromising the child’s social and 

academic development (Jones, 2015). The results of a study observing inner city children 

found that the proportion of obese children receiving special education, or remedial classes, 

was twice that of non-obese children (Tershakovec et al. 1999). Taking this study into 

consideration, it is not surprising that social anxiety in children has been positively 

correlated with being overweight (Fernandez, 2017). 

2.1.4. Socioeconomic Barriers 

Although obesity affects children of all ethnic and socioeconomic groups, there are 

certain groups who appear to be at a higher risk (Robertson, 2012). Social determinants are 

inherently linked to inequities of health (WHO, 2017). The socioeconomic environment 

plays a contributing factor in children’s health, as children in neighborhoods of low 



 

36 

socioeconomic status (SES) have an increased risk of obesity. In North America obesity is 

most prevalent in areas of social deprivation and poverty (Burniat, 2002). This indicates the 

complexity of the underlying social mechanisms that are enhancing the epidemiology of 

obesity (Burniat, 2002). In attempting to address obesity or other health concerns, it is vital 

to understand the social determinants of health as these are the primary factors that 

influence health outcomes (See Table 1).  

Table 1 Social Determinants of Health (Mikkonen & Raphael, 2010) 

The Fourteen Social Determinants of Health 

1. Housing 

2. Education 

3. Unemployment and Job Security 

4. Employment and Working 

Conditions 

5. Early Childhood Development 

6. Food Insecurity 

7. Housing 

8. Social Exclusion 

9. Social Safety network 

10. Health Services 

11. Aboriginal Status 

12. Gender 

13. Race 

14. Disability 

“The primary factors that shape the health of Canadians are not medical treatments 

or lifestyle choices but rather the living conditions they experience. These conditions have 

come to be known as social determinants of health” (Mikkonen & Raphael, 2010). 
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Although there is decades of research and hundreds of studies completed that 

highlight the importance of the social determinants of health, it is a concept that many 

individuals are largely unaware of (Mikkonen & Raphael, 2010). Health is shaped by the 

social services we receive, and our ability to obtain quality education, food, and housing, 

amongst other factors (Mikkonen & Raphael, 2010). It is a common assumption that we as 

individuals have control over these factors; however, it is largely dependent on the quality 

of the communities we live in and the social services available (Mikkonen and Raphael, 

2010). The wide health inequalities across North America and Canada can largely be 

explained by the quality of the social determinants of health (Mikkonen & Raphael, 2010).  

“How long Canadians can expect to live and whether they will experience 

cardiovascular disease or adult-onset diabetes is very much determined by their living 

conditions. The same goes for the health of their children” (Mikkonen & Raphael, 2010).  

Case Studies. 

One of the earliest studies linking socio-economic factors to obesity was conducted 

in the 1990s. The study included monitoring school children by two annual school medical 

examinations, beginning when they first entered school. The findings supported the concept 

that there were increased rates of obesity in disadvantaged children in comparison to 

children from financially secure households (De Spiegelaere et al. 1998). Since that time, 

literature has continued to evolve, further confirming this relationship between the socio-

economic environment and health. 
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A study in Toronto compared activity levels of 1000 children in different 

neighborhoods, assessing the relationship between SES (socioeconomic status) and activity 

levels (Stone et al. 2012). The findings highlighted that the children in affluent 

neighborhoods with high SES had greater activity levels than their counterparts with low 

SES (Stone et al. 2012). The study identified a number of reasons for this relationship, a 

primary one being safety. Neighborhoods with high SES are generally well connected, and 

offer a safer pedestrian experience as opposed to neighborhoods in less affluent areas. This 

creates a safe environment for children to walk to amenities and play outdoors. In 

comparison to neighborhoods of low SES that can be considered a threat to children’s 

safety, inhibiting children’s independent play or outdoor activities (Stone et al. 2012). Easy 

access to services and facilities was an additional indicator explaining the relationship. 

Neighborhoods with low SES were less likely to have recreational facilities, or the facilities 

that were provided charged a fee (Stone et al. 2012). This makes these types of services 

accessible only by families that could afford the fees.  

A study of over 6000 Canadian youth examined unhealthy eating habits and the 

area-level measures that SES had on obesity (Janssen et al. 2006). The area-level data, or 

neighbourhood characteristics, examined the region’s demographics and economic 

circumstances. Individual socioeconomic data was collected by measuring material wealth 

through the Canadian HBSC and perceived family wealth, which was based on the child’s 

perception of their family’s financial state. The study found that eating habits had little 

impact on obesity rates. However, it found that health factors were primarily correlated with 

activity levels and socioeconomic measures including material wealth and unemployment 
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rates (Janssen et al, 2006). Children in families from low socioeconomic status as well as 

children from low-economic neighborhoods had a higher risk of obesity than those from 

areas of higher economic status (Janssen et al. 2006). The findings suggest that individual-

level and area-level measures of socioeconomic status are associated with obesity (Janssen 

et al. 2006), and can potentially act as indicators for areas to target combatting obesity. 

A similar study looked at nearly 5000 Spanish children comparing only the area-

based socioeconomic environment with accounts of childhood obesity (Navalpotro et al. 

2012). The study used two socio-economic indicators: gross domestic product (GDP) per 

capita and the proportion of people that were illiterate (Navalpotro et al. 2012). Information 

was then gathered on the number of sports equipment and facilities that were accessible to 

the public. The findings of the subjects displayed that the two socioeconomic indicators and 

the area of residence had significant correlations with overweight and obesity in the 

children (Navalpatro et al. 2012). Children living in areas with lower per capita income 

were 1.33 times more likely to be overweight than those living in areas with higher per 

capita incomes (Navalpatro et al. 2012). The findings also highlighted the importance of 

having accessible sport equipment and facilities. Children living in areas with fewer sports 

facilities were 2.78 times more likely to be obese compared to the counter subjects living in 

areas with the most sport facilities (Navalpatro et al. 2012).  

Recently, in Canada, these correlations have also been supported. A study examined 

cross-sectional data from the National Longitudinal Survey of Children and Youth, 

comparing it to economic data from Statistics Canada (Oliver & Hayes, 2005). The findings 

validated that the neighborhood socioeconomic status (SES) is related to children’s 
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overweight and obese rates in Canada. The social gradient was evident, as obesity rates 

increased from 24% in high SES neighborhoods to 35% in low SES neighborhoods (Oliver 

& Hayes, 2005). The study also identified a relationship between the SES of neighborhoods 

and children’s participation levels in sports. The findings similarly concluded that areas of 

lower SES children had lower rates of participation in sports. In ages 5-17 nearly 50% of 

the children “never or almost never” participated in organized or unorganized sports (Oliver 

& Hayes, 2005). These findings display the inequity children are experiencing in the ability 

to play and engage in physical activity. It demonstrates the constraining implications that 

social surroundings can have on one’s health. The lower socio-economic determinants act 

as barriers and a subsequent risk to public health.  

2.1.5. Activity Levels 

The World Health Organization suggests children and adolescents obtain at least one 

hour per day of moderate-vigorous activity level (WHO, 2017). These guidelines were 

based on evidence linking physical activity to physical health including bone health, and 

cardiovascular and metabolic health in childhood (Katzmarzyk et al. 2015). Physical 

activity provides vast health benefits mitigating disease and health concerns. As insufficient 

activity levels are one of the primary causes of obesity in children it is an important element 

to examine when considering intervention strategies.   

Currently there are few children in Canada that are reaching the daily 

recommendations for physical activity. In Canada, of the school-aged children between the 

ages of 5-17, only 13% of boys and 6% of girls were reaching the recommended 60 minutes 
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of moderate-vigorous daily activity level (Statistics Canada, 2017). The majority of children 

in Canada are not engaging in even one hour of physical activity. Children aged 5-17, spend 

an average of 8 hours and 27 minutes being sedentary each day (Statistics Canada, 2017). 

These statistics indicate that sedentary behaviour is common amongst Canadian children. 

The global health guidelines for children obtaining a minimum of 60 minutes of 

moderate-physical activity a day have been validated by an international study. The study 

looked at the relationship between obesity and activity levels of over 6500 children in 12 

countries (Katzmarzyk et al. 2015). The study concluded that the optimal threshold of 55 

minutes of moderate-vigorous activity led to a significant reduction in obesity rates for 

these children, regardless of the economic status, geographic, or cultural factors of the 

countries (Katzmarzyk et al. 2015). The study additionally identified that children have an 

increased risk of obesity for every 25-minute reduction of moderate-vigorous physical 

activity per day (Katzmarzyk et al. 2015).  

Physical activity levels facilitate physical and mental well being, thereby increasing 

children’s quality of life. As children engage in more physical activity, health benefits 

increase (ParticipACTION, 2016). Considering the low activity levels of Canadian children, 

the conclusion can be made that many children are not acquiring the essential health 

benefits associated with physical activity.  
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2.1.6. Policy Responses 

The negative health impacts of the suburbanized landscape promoting sedentary 

lifestyles have been clearly identified. However, little substantive progress has been made to 

counteract the problem. There has been significant research oriented towards planning 

healthy spaces and various strategies have been offered to achieve these goals. This body of 

research primarily explores the importance of designing future communities, incorporating 

elements that will promote public health. It is suggested that urban design can be used as a 

tool to promote health and encourage physical activity (Johnson & Marko, 2008). The 

primary recommendation is to design neighborhoods that are dense and compact (Johnson 

& Marko, 2008). Mixed-land uses integrating different services and residential spaces are 

encouraged to promote individuals to walk or cycle, suggesting design needs to be 

conducted at a human-scale (Frumkin et al. 2013).  The New Urbanism movement promotes 

the design of complete neighborhoods, encouraging walkability and density (Dunham-Jones 

&Williamson, 2011).  

The regulatory tool of zoning is known to have direct links to promoting 

homogeneity and single-use, suburban, neighborhoods. This compromises the creation of 

complete neighborhoods. It is suggested that although zoning is currently constraining 

public health advances, it can be used as a tool to improve the health of neighborhoods by 

allowing for additional uses (Schilling & Linton, 2005).  

A number of communities have adopted urban containment strategies to combat 

sprawl and promote compact neighborhoods (Morçöl, 2012). However, these have been met 
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with limited success. Additionally, the urban containment policies have often led to “new 

towns” developing outside the identified boundaries, leading to increased commuting times 

and undesirable results (Morçöl, 2012).  

The suggestions provided through relevant literature all promote the design of 

compact neighborhoods that would theoretically promote a healthier environment. Policy 

suggestions are provided, however, there are limitations to these strategies because of the 

complex nature of suburbanization. Additionally, the current literature does not focus on 

suggestions for already constructed neighborhoods. Suburbanization continues to expand 

across North American landscape even with some of these regulatory efforts to limit sprawl. 

There are different theories that can provide explanations as to why urban challenges, such 

as suburbanization and public health concerns, have been inadequately addressed.  

2.1.7. Postmodernism Framework 

Suburbanization was caused by a variety of political, economical, and situational 

contributors (Morçöl, 2012). It has been classified as a serious problem (Morçöl, 2012).  

Suburbanization and the associated public health risks have been often unsuccessfully 

addressed at a larger comprehensive scale (Morçöl, 2012). This is due to its complex nature, 

as the current policy attempts only provide a singular approach for addressing urban issues. 

Theory.  

Complexity theory can shed light on contemporary urban problems. Epistemology 

no longer validates singular systems thinking and traditional rational approaches as they 
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reflect a monistic society (Morçöl, 2012). Postmodernism values suggest approaches that 

often question the traditional simplistic perspectives, instead searching for underlying 

causes through a pluralistic framework (Lawrence, 2010). The complexity theory challenges 

using linear, or singular approaches to addressing urban issues (Morçöl, 2012). Instead it 

encourages one to think in dynamic terms that encompass a broader spectrum of factors that 

may not be immediately evident. The theory suggests that suburbanization and suburban 

sprawl are only one component of complex urban systems (Morçöl, 2012). These systems 

are all interconnected with their own set of stakeholders, including planners, politicians, 

community groups, and others, who have unique beliefs and motives, resulting in decisions 

that are unpredictable (Morçöl, 2012). Corrective policies that are implemented through 

examining and categorizing only observable behaviors are contained within a linear 

framework (Morçöl, 2012). These are limited to what is perceived to be the isolated cause 

of the issue, they do not consider additional contributing variables (Morçöl, 2012). The 

interconnected nature of urban systems and the linear-approach to addressing challenges, 

including suburban sprawl, has often led to failed policy initiatives.  

Integral theory is an additional approach that is closely aligned with complexity 

theory beliefs. Integral theory is suggested to be an all-inclusive approach for the 21st 

century. It is, “the comprehensive study of reality, which weaves together the significant 

insights from all the major human disciplines of knowledge acquisition” (Esbjörn-Hargens, 

2010). Prescribing integral theory in practice is combining first, second, and third person 

methods, practices and techniques to research the many components of any situation 

(Esbjörn-Hargens, 2010). Incorporating a mixed-methods approach allows the practitioner 
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to identify relationships and connections to obtain knowledge that may not have been 

previously discovered, allowing the researcher to explore more complex issues (Esbjörn-

Hargens, 2010). The theory suggests exploring phenomena’s through the lens of other 

theories, allowing one to gain insight from the other major forms of investigating realities 

(Esbjörn-Hargens, 2010).  

Complexity theory and integral theory both have similar underlying themes, 

suggesting that using a singular, monistic approach to addressing challenges is no longer 

reflective of postmodern values (Esbjörn-Hargens, 2010; Lawrence, 2010). A mixed-

methods methodology incorporating a collaborative, multi-disciplinary platform can lead to 

more inclusive solutions to complex problems (Esbjörn-Hargens, 2010; Lawrence, 2010; 

Strudsholm et al, 2016). However, currently decision-making structures are often 

compartmentalized and sector-based, thereby compromising the ability to apply these 

theories (Lawrence, 2010). The unfortunate ‘disconnect’ and subsequent fragmentation 

between different professionals and policy makers has led to an “applicability gap” 

(Lawrence, 2010). The applicability gap creates problems when addressing the complex 

nature of societies (Lawrence, 2010). This can lead to poor urban planning decisions, 

including sprawled land-uses. Or alternatively, it should address adverse long-term impacts 

of current policies that are compromising public and children’s health. Attention now needs 

to be turned to preventative measures that can be achieved, applying complexity theory and 

integral theory principles to achieve better results. 
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Incremental Planning. 

As previously mentioned, one of the primary challenges in implementing a healthy 

cities framework is addressing the 82% of Canadian residents living in suburban 

communities (Gordon & Shirokoff, 2014). These neighborhoods are not going to get 

quickly reconstructed in their entirety. This is where the value of small-scale interventions 

and the incremental planning model emerges. As entire suburban neighborhoods won’t be 

reconstructed overnight, introducing incremental changes through planning processes can 

create significant benefits (Kindler, 1979). Incremental planning allows communities to 

experience the positive benefits and begin to understand the underlying concepts, eventually 

adopting the notion as a fundamental value of the community (Kindler, 1979).  

In incremental planning, planners recognize the challenges, goals, and values of an 

ideal model but do not try to implement it in the short term. Instead, they identify practical 

attainable goals that are generally satisfactory (Mitchell, 2002). Incremental planning is 

both realistic and pragmatic, taking an evolutionary approach to environmental challenges 

(Mitchell, 2002). One of the key criticisms of incremental planning is that it is said to be 

reactive rather than proactive as options introduced are only marginally different than the 

status quo (Mitchell, 2002). Unfortunately, taking a reactive approach is often necessary. As 

health concerns have reached epidemic proportions, immediate changes are required in 

existing urban areas and incremental planning is an appropriate framework to address them. 

In response to previous poor planning practices, communities are now adopting strategies 

and small-scale interventions to mitigate these challenges and promote a healthier 

environment.    
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2.1.8. Health Interventions 

As previously noted, children’s health concerns and obesity rates have reached 

alarming rates. However, the key mechanisms causing this epidemic are modifiable and 

theoretically reversible. As noted earlier, the social and built environment of communities 

play a vital role on public health. Exploring preventative small-scale interventions that can 

immediately promote a healthier lifestyle in existing neighborhoods can mitigate long-term 

adverse effects, including obesity and its attendant health risks. If children adopt healthy 

habits in early years, they are more likely to carry them on into adulthood, minimizing risk 

of disease in later years. As sedentary lifestyles are a primary contributor to unhealthy 

weights and obesity, efforts should be allocated in facilitating healthy activity levels as a 

public health intervention. It is essential these initiatives target children early on as this is a 

critical window to child development.  

Review of Existing Programs. 

Currently, the majority of the obesity prevention programs for children are school-

based (Robertson, 2012). Unfortunately, the results of these programs have been “generally 

disappointing” (Cook-Cottone et al. 2009) Successful preventative strategies need to extend 

beyond the school timeframe, targeting family, community, environmental, and policy 

issues that influence children’s behaviors (Robertson, 2012). In 2006, a study conducted by 

Mason et al. sampled school children throughout Chicago and found that a high proportion 

of children were already overweight before entering school (Mason et al. 2006). This 

highlighted a serious setback to school-based strategies. School-based programs frequently 
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include elements that are specific to a school environment, such as providing lower calorie 

meals, integrating health education into curriculum, and physical training by school 

personnel (Robertson, 2012). Community-based strategies encompass additional societal 

factors that go beyond the school environment and can reach children at earlier ages. 

A national survey, conducted in the US, asked experts in the public health fields 

with expertise in children’s nutrition to provide input on childhood obesity prevention 

strategies (Bascetta, 2005). The overall findings were compiled in the report: Childhood 

Obesity: Most Experts Identified Physical Activity and the Use of Best Practices as Key to 

Successful Programs (Bascetta, 2005). Physical activity was identified as the key element in 

successful preventative programming, suggesting this goal needs to be at the forefront of 

strategies. 

A meta-analysis looking into 64 obesity prevention programs was conducted in 

2006; of the 64 programs 84% were school-based (Stice et al. 2006). The findings were 

disappointing, identifying that 79% of programs did not result in statistically significant 

weight gain prevention (Stice et al. 2006). Of these programs, only three resulted in long-

lasting benefits and the majority of the programs effects dissipated within three years (Stice 

et al. 2006). The findings highlighted the need to conduct longer observational studies of 

preventative programs and provided the discerning realization that many of the current 

preventative programs are failing.  

There is a wide-range of studies analyzing the impacts of school-based obesity 

prevention programs. However, there are relatively few studies of community obesity 
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prevention programs for children (Robertson, 2012). There have been two Australian 

studies that used community-based frameworks for mitigating childhood obesity: Be Active 

Eat Well (BEAW) (Sanigorski et al. 2008), and Romp & Chomp (de Groot, 2010). The 

BEAW project was developed by community stakeholders and identified five goals for 

behavioral change: reducing television viewing, replacing consumption of sweet drinks with 

water consumption, reducing consumption of energy dense snacks and increasing fruit 

consumption, increasing active play, and increasing active transportation (Sanigorski et al. 

2008). Using a stratified random sample, the study examined the changes in children’s BMI 

scores, weight, waist circumference, and the relationship between family’s SES and 

anthropometric changes (Sanigorski et al. 2008). The findings showed that children who 

participated in the BEAW were less likely to gain unhealthy weight than the comparison 

group of children, providing a promising strategy for community public health promotion 

(Sanigorski et al. 2008).  

The study assessing the Romp & Chomp program had similar positive results. The 

Romp & Chomp program was based on the model of Healthy Eating, Active Communities 

(HEAC). HEAC identifies the environments with the greatest need for change, introduces 

program strategies, and designates the facilitators to promote these efforts (Samuels et al. 

2010). The HEAC Romp & Chomp program increased opportunities for healthy eating in 

targeted areas, and increased opportunities for physical activity in neighborhoods, schools 

and workplaces (Samuels et al. 2010). The findings displayed that the HEAC sites 

successfully improved children’s food choices and physical activity levels, thereby creating 

a healthier lifestyle that is viable for lower-income children (Samuels et al. 2010).  
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Although both the Romp & Chomp and BEAW programs have been implemented and 

analyzed, there is still limited comprehensive data validating these community-based 

programs. 

It is a positive, progressive step that communities have begun to implement 

community interventions in hopes to mitigate the childhood obesity epidemic. 

Unfortunately, the majority of the programs are not being adequately monitored, thereby 

limiting the ability to assess whether these program are ultimately beneficial (Burniat, 

2002). A number of researchers have, similarly, identified this gap in research including 

Golley (et al, 2011). He suggests, “There is little literature critiquing the activity targets or 

behavior changes in obesity prevention interventions” (Golley et al. 2011). In the Richards 

et al study of preventative initiatives, he also identified that there has been little research 

assessing the integrity of community-based obesity prevention initiatives (Richards et al. 

2014). The lack of justifiable knowledge has led to diverse child-hood obesity programs 

being implemented with little understanding of the long-term impact (Richards et al. 2014). 

Most recently, the ParticipACTION organization, a non-profit organization that has 

conducted one of the only comprehensive studies of Canadian children’s health, has 

identified that “there is need for research to ascertain which interventions would be most 

appropriate for increasing children’s activity” (ParticipACTION, 2016). Additionally, there 

is a need for initiatives to focus not only the ‘what’ can be done to prevent obesity, but also 

on the ‘how’ and ‘by whom’ (Burniat, 2002). More knowledge will help communities be 

more effective in implementing obesity preventive measures. 
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2.1.9. Literature Review Conclusion 

The literature explores the history of public health and planning. It examines the 

evolution of the Healthy Communities Movement, stemming from a disconnect between the 

planned environment and public health. The literature provides the historical and regulatory 

contributors that influenced the suburban phenomena. This form of land-use planning has 

led to a decrease in activity levels due to its promotion of car dependent lifestyles. There is 

a wide range of detrimental health impacts associated with our modern day lifestyle, which 

is negatively affecting children. Past comprehensive attempts to inhibit suburban sprawl 

have obtained limited success. The challenge of suburban development is complex with a 

wide range of variables to consider in the physical and socioeconomic environments, which 

can be explored using complexity theory. Communities have begun to implement 

preventative interventions targeting childhood obesity. Although there have been 

assessments of school-based preventative childhood obesity programs, there has been few 

community-based programs that have been appropriately validated. 
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Chapter 3.  

   Methods 

3.1.1. Context  

Background to Healthy Communities BC. 

The literature review has explored the history of the Healthy Communities/Healthy 

Cities project that was introduced in the 1980’s. In 2005, the BC Healthy Communities 

(BCHC) organization was launched. The BCHC is a non-profit organization that facilitates 

the ongoing development of healthy, thriving, and resilient communities (British Columbia 

Healthy Communities, 2017).  The organization provides a range of services, planning 

processes, events, and resources to support communities, local governments, health 

authorities, and multi-sectoral groups to collaborate around a shared vision for a common 

purpose (BCHC, 2017).  

Their Mission… 

“To promote the Healthy Communities Approach, offering a shared platform for 

dialogue, collaboration, learning and action” (BCHC, 2017). 
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The organization has played a significant role in promoting the healthy communities 

approach at a local scale and providing cities with support and resources in advancing the 

movement. 

One of the supports provided for local governments offered by BCHC in partnership 

with Healthy Families BC, is the Plan H program. The Plan H program supports local 

governments through engagement and partnerships across sectors for creating healthier 

communities and provides learning opportunities, resources, and leading-edge practice for 

collaborative local action (BCHC, 2017).   

Background to Playboxes - (SCOPE, 2017). 

 

Figure 2 Nanaimo Playbox (SCOPE, 2017) 

Sustainable Childhood Obesity Prevention through Community Engagement 

(SCOPE) is a division of the BC Children’s Hospital. SCOPE has developed and 
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implemented the community-based Live 5-2-1-0 initiative, partnering with communities 

across British Columbia. The initiative is implemented through the backbone organization 

(SCOPE) and partnerships with community stakeholders. These partnerships provide a 

community with a multi-sectoral platform for implementation ensuring a collective impact 

(Ahmed et al. 2016).  

SCOPE launched the Live 5-2-1-0 Playboxes in Abbotsford in 2014 as an 

intervention to mitigate childhood obesity. The five represents five fruits or vegetables a 

day, the two stands for less than two hours of screen time a day, the one is for one hour of 

physical activity a day, and the zero represents 0 sugar sweetened drinks a day. The Live 5-

2-1-0 Playboxes were launched in parks located in Abbotsford in 2014, as part of the 

initiative to promote opportunities for children to obtain at least one hour of physical 

activity a day. The Playboxes are filled with various sports equipment such as balls, nets, 

hula-hoops and frisbees, and instructions for games all oriented to promote physical activity 

in children. Since 2014, the Playboxes have expanded throughout municipalities across BC, 

including Nanaimo. Nanaimo’s Parks and Recreation Department and Division of Family 

Practice have partnered with SCOPE to introduce Playboxes in three parks: Haynes Park, 

Janes Park, and Country Hills Park. Families are able to access the boxes anytime by 

emailing or calling Nanaimo’s Parks and Recreation department to receive the code to 

unlock the boxes. 
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3.1.2. Literature Review 

This Literature Review section of this study was primarily developed using 

GoogleScholar and the Vancouver Island University online library using broad keyword 

searches to ensure that all relevant publications were retrieved. Keywords included: the 

history of public health, healthy cities movement, community-based public health, 

childhood obesity prevention initiatives, Playboxes, suburbanization, negative impacts of 

sprawl, and others. A detailed annotated bibliography was completed for ten initial sources. 

After reviewing these initial sources additional sources were acquired through the 

bibliography of these publications. After reviewing and completing detailed notes for 

relevant peer-reviewed sources, a review of hard-copy documents and books that were 

relevant to the study was conducted. All the notes were compiled and an initial narrowing of 

information was completed. Irrelevant sources and information was removed from the data. 

The data was organized into key sections looking first into the Healthy Communities 

Movement and then transitioning into historic planning practices, children’s health and 

activity levels, theoretical approaches, and reviews of health interventions. A final search 

was performed on the online databases (GoogleScholar and VIU Library) to gather any 

missing details and ensure that no key sources were missed. The notes were compiled under 

key headings and in chronological order. Once all the notes were organized, they were 

compiled into the Literature Review section of this study. 
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3.1.3. Data collection for the Healthy Communities Framework 

This study includes a general overview of how Nanaimo is currently promoting a 

healthy communities approach. A methodology to assess a healthy communities’ 

framework is provided in A Guide to Assessing Healthy Cities (Duhl & Hancock, 1988). 

Using portions of Duhl and Hancock’s framework, a high-level assessment of how the 

healthy cities approach is being applied to Nanaimo was completed. The study assesses the 

organization around promoting and developing a healthy communities approach, who is 

involved, how strong is the commitment, and how widely is the community involved in 

Nanaimo.  

This study examines who the key partners are, action they have taken, and their 

visions for the future. To obtain this data, research was conducted using primary and 

secondary sources.  

Interviews. 

Data was primarily collected to assess Nanaimo’s Healthy Community Framework 

through interviews. Nine interviews were conducted targeting stakeholders that are involved 

in Nanaimo’s public health initiatives. Representatives from non-profit organizations, local 

government, medical staff, and health care providers were interviewed to obtain a 

representative sample of opinions from Nanaimo’s community-based health care providers. 

Additionally, two interviews were conducted with individuals who were directly involved in 

the formation of the Healthy Community Movement and Canada’s Healthy Community 

Network. This work allowed further exploration into the history behind the formation of the 
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movement, how it has evolved, and the impact it has had at the local, national, and global 

level.  

The interviews conducted were all semi-structured and ranging from thirty minutes 

to an hour in length. They were digitally recorded and manually transcribed. Once 

transcribed, thematic analysis was performed, identifying key themes that emerged 

throughout the interviews. Further analytical analysis was performed on conclusions taken 

from each interview. 

 Policy Review.  

To examine the city vision and level of commitment regarding what represents a 

healthy community, a review of municipal policy and adopted plans was completed. An 

initial screening was conducted of the plans found on the municipal website. After a 

preliminary review of the plans and strategies found on Nanaimo’s website, four key 

documents were identified, including the Official Community Plan (OCP), Regional 

Growth Strategy, Strategic Plan and the Social Development Strategy. The OCP and 

Regional Growth Strategy were identified as priority documents as they hold the most 

legislative authority as established in the local government act. The documents were 

analyzed to identify their key goals and statements, identifying aspects related to 

community health and well-being. The policies and statements provided in these documents 

were compiled to gather a comprehensive understanding for the city’s perspective of what a 

healthy community is and their level of commitment to plan for health.   
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 Secondary Research. 

In addition to the interviews, online research was conducted, looking into the 

different health programs and resources that are available to residents. Primary, secondary, 

and tertiary sources were explored to obtain a comprehensive perspective on Nanaimo’s 

community-based health initiatives. The information provided on local-government 

websites, non-profit organizations and health care providers was examined and considered 

for analysis. These included project descriptions, community health snap-shots, long-term 

strategies, and contacts or resources that were publicly available. Additional statistics for 

Nanaimo’s public health and socio-economic status were examined to obtain an 

understanding for the current health conditions in Nanaimo.  The information gathered from 

these sources was compiled under headings, which included: Community Snapshots, Project 

Descriptors, Long-term Vision, and Resources for residents. The data included in these 

sections was then incorporated in relevant sections. 

3.1.4. Data Collection for the Live 5-2-1-0 Playboxes Assessment 

The data collection performed for the Live 5-2-1-0 Playboxes uses three primary 

methods: online survey, stakeholder interviews, and site visits. 

Survey. 

To obtain user perspectives on the Playboxes, an online survey was created. The 

survey was created using the Survey Monkey software. Survey Monkey was chosen for 

distribution as it allows for a broader distribution than in-person to increase the response 
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rate to obtain more statistically sound data.  Additionally, because the survey responses are 

digitized the program platform allows one to perform further analysis and generate graphs 

and other visual representations efficiently. The survey link was emailed to the coordinator 

of the Playbox program at Nanaimo’s Parks and Recreation Department, where she was 

responsible for emailing it out to the database of registered users on my behalf. This 

measure was taken to not compromise any confidentiality in the contact information the 

Parks Department had collected. 

This survey, which is provided in Appendix D, collected data on a number of 

characteristics: user demographics, access rates, if Playboxes influence park choice, if 

Playboxes influence park access-rates, overall opinion of Playboxes (Great, Good, Satisfied, 

Poor, Very Poor, No Opinion), if users would like to see Playboxes implemented in 

additional parks in Nanaimo, potential recommendations or improvements, and additional 

comments. These questions obtained user perspective on the Playboxes and highlighted the 

extent in which they influence park choice. The survey methodology will answer the 

research questions:  

 Do they increase park user rates? Or influence which parks residents access? 

 What are the potential limitations or constraints to the Live 5-2-1-0 Playboxes? 

 Do they minimize socio-economic barriers to children’s physical activity? 

The representative sample was calculated using the total number of registered users 

(the population size, who the survey was distributed too) and using a 95% confidence level 
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and a 5% margin of error, which is the standard practice for survey analysis. Once the 

survey was closed, the data was exported into Microsoft Excel for analysis.  

The close-ended questions were analyzed using Survey Monkey software and Excel 

to generate appropriate graphs and charts. The open-ended questions were thematically 

analyzed manually. The open responses were transferred into a Word document for coding 

to begin identifying similar/repeat responses to each question and color-code emerging 

themes. Thematic coding continued until all the responses were categorized to a color and 

theme. A three-tabled column was created in Excel for each open-ended question. The first 

column was the survey question, the second column was the theme/code, and the third 

column was the supplementary information. The responses were coded manually, as there 

were limited open-ended questions, thereby making this feasible. Additionally, it allows for 

flexibility in personal coding, minimizing software errors and overlooked themes/responses.    

Stakeholder Interviews. 

The third data collection methodology that this portion of the study incorporated is 

stakeholder interviews. The researcher conducted three interviews with the three 

coordinators of the project from differing organizations. The researcher conducted 

interviews with Bobbi Marcy, Director of Operations and Live 5-2-1-0 Playbox coordinator 

at Nanaimo’s Division of Family Practice.  An interview was conducted with Susan 

Pinkney, SCOPE Project Manager and coordinator of the Nanaimo Playboxes. A third 

interview was conducted with Deborah Beck, Recreation Coordinator at Nanaimo’s Parks 

and Recreation department.   
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Following the completion of the interviews, thematic analysis was conducted on the 

responses to highlight emerging themes. This provided data associated with the following 

research questions:  

 What are the potential limitations or constraints to the Live 5-2-1-0 Playboxes?  

 What role can planners, local government, and partnering organizations play in 

supporting community health initiatives such as the Live 5-2-1-0?  

The interviews were digitally recorded and then transcribed into a Word document. 

The interviews were reviewed to ensure that the key themes were identified. Thematic 

analysis was conducted, color-coding the transcripts in accordance to the themes. In a new 

Word document themes were inserted as headings and the responses were categorized under 

the associated heading. A three-column table (left-right) with headings, subheadings and 

supportive data was created to illustrate the key themes and supplementary responses. The 

data was manually coded and analyzed to improve accuracy. Manual analysis was used to 

highlight attributes that emerge during interviews that software does not always identify. 

Site Visits. 

Site visits were conducted over a period of four weeks, from mid-July to mid-

August. A total of thirty-five hours was spent spread out between the three parks with 

Playboxes: Janes Park, Country Hills Park, and Daynes Park. The site visits took place on 

different days of the week, including weekdays and weekends, and different times of day: 

morning, afternoon, and evening. The site visits gathered data on children’s activity levels 

to assess if they encouraged children to meet the recommended daily activity levels. 
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Observations were recorded using system for observing play and recreation in communities 

(SOPARC) methodology. Training in SOPARC methodology was conducted prior to the 

site visits to ensure that data was being recorded accurately and efficiently. 

SOPARC methodology allows the researcher to record data in systematic intervals 

on the following variables: user characteristics, park characteristics. The data was recorded 

directly onto an iPad using the isoPARC app. 

Additional observations were recorded on the Playboxes, including the condition of 

the boxes and condition of the equipment.   

Further Analytical Analysis. 

After the independent analysis was conducted for the survey and stakeholder 

interviews, a comparison thematic analysis was conducted for each methodology. 

Comparing the responses and themes that emerged in the two techniques provided 

supplementary data to the research questions: 

 Do they minimize socio-economic barriers to children’s physical activity? 

 What are the potential limitations or constraints to the Live 5-2-1-0 Playboxes? 

 How can the initiative be improved to address the limitations? 
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The comparison analysis was done through an Excel spreadsheet that combined all 

the previously coded themes. The comparison analysis highlighted any similar or differing 

perspectives between users and the supporting organizations of the Playbox program.  
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Chapter 4.  

Key Findings 

4.1.1. Healthy Communities Framework in Nanaimo 

 

1. Who started the process? 

Nanaimo’s Division of Family Practice is a community-based non-profit 

organization that brings health care providers together to collaborate and provide support in 

addressing health care needs in the community (Division of Family Practice, 2016). The 

Division has played an integral role in promoting a collaborative multi-sectoral approach to 

providing public health in Nanaimo. The Division organized the Healthy Cities working 

group in September 2014. The purpose of forming the group was to create a platform and 

increase awareness of the connection between the built environment and general public 

health (J. Horn, personal communication, September 18, 2017). The working group is 

comprised of 14 representatives from a variety of community partners. The group includes 

representation from Island Health, city staff, Vancouver Island University, the school 

district, and other community sectors (B. Marcy, personal communications, July 24, 2017). 

The Division of Family Practice generated awareness of the healthy cities model and 
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worked to introduce projects to promote health at the community level, through a working 

group and the promotion of Plan H.  

 

2. The City’s Vision for a healthy city 

To form a comprehensive understanding of Nanaimo’s vision for a healthy city, 

adopted strategies and plans were reviewed and analyzed for reference to health and to 

discover if these references attributed to an overall vision. Included are segments from 

official documents that together construct a deeper understanding of the city’s aspiration to 

create a healthy community. 

Nanaimo’s Strategic Plan for 2016-2019 includes a focus on creating environments 

that improve residents’ wellness and activity levels. This focus is first reflected in one of the 

visions included in the plan, in which residents were asked to identify Nanaimo’s Quality 

of Life. “Nanaimo is a distinct, healthy, inclusive community located in a unique natural 

setting supporting abundant opportunities for arts, culture, heritage, recreation, sports, 

outdoor and tourism opportunities” (City of Nanaimo, 2016). 

Nanaimo’s five community values are included in the document, one of them being 

Active Lifestyle. “Improving Nanaimo’s community infrastructure and resources to enable 

residents to support one another in achieving an active and healthy place to live. 

An active lifestyle includes: 
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 Creating a physically and economically accessible city; 

 Providing social, recreational and sporting opportunities and amenities; and 

 Providing access to walking trails, bike routes and waterways” (City of Nanaimo, 

2016). 

One of the council priorities highlighted in the Strategic Plan is Community 

Wellness: 

This priority recognizes healthy communities directly reflect the wellness of its 

individual members. Through investments in infrastructure, including bike routes, parks, 

and trails, and with decision-making which addresses the reduction of poverty, the 

importance of economic accessibility and the impacts of climate change, this priority 

enhances a sense of place, supports sustainability and protects Nanaimo’s most vulnerable 

(City of Nanaimo, 2016). 

Nanaimo’s Social Development Strategy was created to guide and enhance social 

development in Nanaimo. It includes the visioning statement: 

Nanaimo will be known as a community which nurtures a caring, healthy, inclusive 

and safe environment and which empowers and enables its citizens to realize their 

aspirations and hopes. It will also be known as a leader in addressing social issues through 

its commitment to capacity building and partnering (John Talbot & Associates Inc, 2004).  

Through the consultation process, six goals were developed. One of them being: 
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 “to create a healthy community, which optimizes community and family support 

systems and individual capacities, by way of health promotion and a combination of early 

intervention, prevention, supportive and treatment services” (John Talbot & Associates Inc, 

2004). 

PLANNanaimo, Nanaimo’s Official Community Plan (OCP), provides further 

direction for what is considered to be a healthy city. The third sustainability goal outlined in 

the OCP is to “Encourage social enrichment whereby Nanaimo is considered a socially 

sustainable community that nurtures a caring, healthy, inclusive and safe environment, and 

which empowers all of its citizens to realize their aspirations” (City of Nanaimo, 2008).   

Shaping Our Future: Regional Growth Strategy identifies a set of 11 goals and 

related policies to help guide the growth of the region (City of Nanaimo, 2008). Although 

the goals indirectly promote a healthy environment, there is not a direct mention of a 

healthy city or conscious planning for a healthy environment. However, a key policy is 

included that is: 

 Ensure land use planning encourages the development of healthy, compact and 

walkable communities that promote safety through environmental design and smart growth 

principles, natural hazards protection and FireSmart principles, and provisions for seniors 

and handicapped accessibility. This will be pursued in the review and updating of Official 

Community Plans (City of Nanaimo, 2008). 
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Nanaimo’s current policy demonstrates that the city has significant aspirations to 

achieve their overall vision for a healthy city. The policy review indicates that the city is 

integrating health across a number of high-level policy documents. The current policy 

documents suggest that health is a critical element that the city is considering, and will 

continue to consider, as the city continues to develop, to meet their health goals.  

3. Who are the people and organizations involved? 

The key stakeholders that have been involved in promoting community health 

through collaborative mechanisms, are separated into two groups primary and secondary 

stakeholders. The primary stakeholders are actively involved in implementing projects, 

creating working groups, and the promotion of such activities. The secondary stakeholders 

are either members of a working group or contributing to the conversation around 

promoting a collaborative healthy cities framework in Nanaimo through various other 

mechanisms. Note: These are stakeholders localized to Nanaimo. Overarching provincial 

and federal ones are not considered.  

Primary Stakeholders: 

 Nanaimo’s Division of Family Practice 

 The City of Nanaimo, Social Planning Department 

 The City of Nanaimo, Parks and Recreation Department 

 Vancouver Island Health Authority  

o Dr. Derek Poteryko, Medical Director of Community Health for Nanaimo 

 Greater Nanaimo Early Years Partnership 
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Secondary Stakeholders: 

 Vancouver Island University  

 School District 68 

 Habitat for Humanity Mid-Vancouver Island Society 

 Nanaimo Oceanside and Community Services 

 United Way Central and Northern Vancouver Island- Community Impact 

 Ministry of Social Development and Social Innovation 

 PacificSport 

 Quit Now BC 

 

4. What kind of structure and organization has developed? 

As mentioned previously, there is a Healthy Cities working group that was formed 

by Nanaimo’s Division of Family Practice in September 2014. They have been meeting 

once every three months till mid-September 2017. The group now meets on an ad hoc basis 

(B. Marcy, personal communications, September 2017).  

 With the Healthy Cities group semi-dissolving, it can be suggested that there is not 

currently a structure that allows Nanaimo to incorporate a Healthy Communities approach 

(P. Hasselback, personal communication, September 29, 2017). This is partially the result of 

the city dissolving all the standing committees from previous years. Previously, there was a 

standing committee that had a focus on social health determinants having conversations on 

what the city was doing in accordance to these determinants (P. Hasselback, personal 

communication, September 29, 2017).   



 

70 

5. Where does funding and resources come from? 

The Family Division of Family of Practice provides funding for the Healthy Cities 

working group that is allocated from their infrastructure budget (B. Marcy, personal 

communication, July 24, 2017). The primary stakeholders responsible for implementing 

health-promoting projects pursue a variety of avenues to secure funding. The City of 

Nanaimo acquires funding primarily through taxpayer dollars allocated by council approval. 

Additionally, funding is sourced through provincial and federal organizations whose 

primary goals are healthy living including BC Healthy Communities and the BC Alliance 

for Healthy Living (J. Horn, personal communications, September 18, 2017). 

6. How is communication, awareness and involvement with the public ensured?  

Communication and involvement with the public occurs primarily through 

collaborative mechanisms. When collaborative initiatives, events, or projects are taking 

place, the City of Nanaimo strongly encourages partnering organizations to promote these 

projects through their online sources and social media outlets (D. Beck, personal 

communication, July 3, 2017). The stakeholder organizations including The Division of 

Family Practice, The City of Nanaimo, and Vancouver Island Health Authority have 

resources and materials available to the public that can be accessed online. Additionally, the 

Division of Family Practice and Nanaimo’s Parks and Recreation send out regular 

newsletters, flyers and guides that provide the public with a form of regular communication 

(D. Beck, personal communication, July 3, 2017; B. Marcy, personal communication, July 

24, 2017).  
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Brief Snapshots of Initiatives and Actions to Increase Community Awareness 

The Active for Life Expo, which was introduced in May 2016, acted as an integral 

community event that increased awareness around community health and collaborative 

healthy partnerships (B. Marcy, personal communication, July 24, 2017). The Active for 

Life Expo is organized through a partnership between the Division of Family Practice and 

Pacific Sport. It featured over 60 vendors related to health, sports, and wellness that 

attracted over 600 people (B. Marcy, personal communication, July 24, 2017). The Active 

for Life Expo connects residents to key health stakeholders, promotes health literacy, and 

introduces community to local health initiatives that are taking place (B. Marcy, personal 

communication, July 24, 2017). 

There are a variety of additional measures being taken at the local level around 

health promotion and awareness. The Walk With Your Doc event, which is an annual BC 

wide initiative, takes place at a smaller scale every second Saturday at Maffeo Sutton Park. 

The event is organized by the Division of Family practice and is led by Dr. Derek Poteryko, 

a local physician and Island Health’s Medical Director of Community Health for Nanaimo 

(Dr. D. Poteryko, personal communications, September 25, 2017). The event connects 

residents with local physicians while obtaining the recommended daily physical activity.  

The Active Every Day project runs every year in Nanaimo throughout October. The 

Division of Family Practice takes physicians and nurses from the community into the 

district’s elementary schools to facilitate a themed competition that is focused around the 

Live 5-2-1-0 message (B. Marcy, personal communication, July 24, 2017). In 2016, 22 out 
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of the 29 local schools signed up all the grade five classes with a theme of the Michael 

Jackson’s Thriller dance (B. Marcy, personal communication, July 24, 2017). The doctors 

and nurses challenge the kids at the beginning of October to live up to the 5-2-1-0 message 

and generate excitement over the competition. The children then learn and practice the 

dance throughout the month, which allows them to obtain the recommended physical 

activity levels. The kids perform the dance for the doctors and nurses at the end of October, 

and certificates and awards are presented. The event encourages children and schools to 

adopt the Live 5-2-1-0 message and it creates a collaborative partnership between local 

schools, physicians, and the Division of Family practice, creating an ongoing relationship 

(B. Marcy, personal communication, July 24, 2017).  

Additional outreach to schools is also taking place as local physicians are regularly 

teaching health literacy around the Live 5-2-1-0 message to local schools (B. Marcy, 

personal communication, July 24, 2017). Local physicians are running workshops, teaching 

students, teachers, and the community the importance of the Live 5-2-1-0 message.  

Branding. The Live 5-2-1-0 has become an effective branding that allows 

communication to occur around an important pediatric health message (Dr. D. Poteryko, 

personal communication, September 25, 2017). The Live 5-2-1-0 branding has also been 

slightly adapted to resonate more with adult health requirements. It has been adjusted to 5-

2-2-1, which stands for 5 vegetables and fruits, 2 hours of screen time and the 2-1 stands for 

obtaining a minimum of 21 minutes of physical activity a day (Dr. D. Poteryko, personal 

communication, September 25, 2017). These simple messages allow for health 

communication to occur to all demographics, which can be integrated into various facets of 
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the community and act as a reminder to practice healthy lifestyles. Additionally, the 

Division of Family Practice created Live 5-2-1-0 bracelets that are distributed at local 

events and schools to further promote the branding and awareness (B. Marcy, personal 

communication, July 24, 2017) 

7. What are the barriers? 

There are three primary barriers limiting the progression of a Healthy Cities/Healthy 

Communities framework: funding, resources, and lack of communication. The Healthy 

Cities working group recently transitioned to meeting on ad hoc basis when there is an 

event, project, or program that a member feels could benefit from the group’s input (B. 

Marcy, personal communication, July 24, 2017). As it was challenging to select dates where 

there was enough representation from group members, there was discussion around 

appointing a healthy cities coordinator (J. Horn, personal communication, September 18, 

2017). Unfortunately, it was determined that there were no funds available for this position 

and the Division of Family Practice did not have the resources to allocate the time necessary 

to continue overseeing the group. The Division called for an open invitation for members to 

take on the role of coordinator and stated they would help with the transition and continue 

to provide the meeting space (B. Marcy, personal communication, July 24, 2017). 

The Healthy Cities group sporadic meeting schedule undermines the effectives of 

the organization that provides the collaborative framework, allowing discussion around 

multi-sectoral initiatives to occur. This compromises the ability and efficiency of applying a 

Healthy Communities Framework in Nanaimo. With the formal structure semi-collapsing, 
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the responsibility to seek out partnerships is now the responsibility of individual 

organizations. If there were additional funding available, a position for a healthy cities 

coordinator could have provided management for the group, strengthening the structure and 

overseeing associated projects.  

Funding is an ongoing challenge, particularly with non-profit organizations. The 

Division of Family Practice has funding for healthy city activities that come out of their 

infrastructure budget. This budget supports health-promoting initiatives, events, and 

materials. Bobby Marcy from the Division of Family Practice states, “our budget is small, 

but we try and find ways to make it work” (B. Marcy, personal communication, July 24, 

2017). If the Division or Healthy Cities group had access to more financial resources this 

could have incentivized a member to step into the role of coordinator.   

Similarly, Vancouver Island Health Authority (VIHA) faces funding constraints of a 

different type. VIHA receives their funding for Healthy Community activities through the 

provincial government. However, it is provided through the BC Healthy Communities 

organization and they are given the responsibility of how to allocate it. Dr. Hasselback, 

Island Health Officer explains: 

 The provincial government’s position is, ‘we want you to be more involved in 

Healthy Communities but we are going to give the money to BC Healthy Communities and 

they are going to give it to the community, and we just want you to join with them’. (P. 

Hasselback, personal communication, September 29, 2017).  
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A number of the primary stakeholders are responsible for a greater region that 

extends past Nanaimo. The key actors at the Island Health Authority in particular, cover a 

significant geographic span and do not have the capacity to get fully involved in all 

community issues (Dr. P. Hasselback, personal communication, September 29, 2017). There 

are not enough resources in organizations to actively form partnerships and connect with 

other community groups. “If I was to give you a list of whose job it is to reach out and 

connect with the city, it’s pretty limited” (P. Hasselback, personal communication, 

September 29, 2017). There are a number of key actors that are actively promoting a 

Healthy Communities framework; however, the promotion of the movement relies too 

heavily on a few individuals. “Nanaimo has some key assets of passionate individuals, 

however, it is too individually driven” (P. Hasselback, personal communication, September 

29, 2017). If organizations had additional resources and staff that could assist with the 

development and promotion of healthy city activities and concepts, it would result in 

significant advances. Additionally, if organizations had more resources to introduce 

additional staff, this could reduce time constraints, thereby allowing individuals to actively 

participate and take part in groups such as the Healthy Cities group. 

For effective action a Healthy Communities framework requires ongoing 

communication and collaboration. Unfortunately, this is proving to be an ongoing challenge 

in Nanaimo where communication between local organizations needs to be strengthened.  

One of Dr. Poteryko primary roles as medical director of community health is to strengthen 

community relationships around healthy community development. As he expresses, “My 

job is to facilitate bringing down the silos, connecting us all to the same goal and purpose” 
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(personal communication, September 25, 2017). However, he is also responsible for 

working a full time clinic amongst other responsibilities with the hospital, making time 

available for community outreach limited (P. Hasselback, September, 29, 2017). Deborah 

Beck from Nanaimo’s Parks and Recreation Department also made mention that “There is a 

lack of communication in the chain, where there is still huge potential for collaboration… as 

a city we are terrible with communicating with each other” (D. Beck, personal 

communication, July 3, 2017). Maintaining ongoing dialogue between organizations is key 

in promoting a healthy community agenda. It keeps stakeholders informed and provides the 

opportunity for collaborative practices that can work to address community challenges. Dr. 

Poteryko highlights, “These connections are so important because this is where our health 

care system is finally seeing the light and we can actually build neighborhoods” (personal 

communication, September 25, 2017).   

 

8. Does the city have indicators to measure change in the area, if so what are they, 

and do they use a mixture of both health and non-health measures, processes 

and outcomes? 

The City of Nanaimo has a number of health indicators that can provide evidence for 

change taking place in the area. The Local Area Health Profiles, created by VIHA, provide 

community snapshots that provide information on a variety of health-related indicators. The 

profiles include information on demographics, population, health (including social 

determinants of health), and projections for health service use over time (Vancouver Island 

Health Authority, 2015). The Local Health Area Profile includes both health and non-health 

measures that provide a synopsis for some of the health statistics. Additionally, VIHA 
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released a discussion paper Understanding the Social Determinants of Health (VIHA, 2015. 

This paper went into detail on the health statistics of Vancouver Island and explained the 

contributing factors, thereby allowing the public to understand the processes and outcomes 

of the social determinants to health (VIHA, 2015). However, this report has not been 

updated since 2006.  

The State of the Child Report is fundamental in communicating indicators related to 

children’s health and it is updated every two years (Greater Nanaimo Early Years 

Partnership, 2015). This report provides statistics that let the public know how children are 

doing in Nanaimo (J. Horn, personal communication, September 18, 2017). The report goes 

a step further in covering a larger range of variables, including economic development, 

child development, newborns and child friendly development, all of which influence 

children’s health (J. Horn, personal communication, September 18, 2017).  

The Vital Signs Report was released in 2016 by the Nanaimo Foundation. The report 

includes indicators around 10 topic areas influencing the quality of life for residents, with 

health and wellness being one of the topic areas (Nanaimo Foundation, 2016). The Health 

and Wellness section includes indicators associated with mortality rates, chronic diseases, 

residents with a physician, fertility rates, mental health, and activity limitation rates 

(Nanaimo Foundation, 2016). 

These reports are examples of the organization and discussion around health 

indicators in Nanaimo. However, there is potential to explore additional indicators that 

measure the process in supplying and/or improving public health that can adequately 
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monitor the framework in how public health is provided. These indicators could be related 

to inter-sectoral collaboration, community awareness, and political commitment to a healthy 

communities approach. 

9. Assessment of the level of commitment to action  

a. Evidence of actual change 

There is evidence of change taking place in Nanaimo through collaborative efforts 

and changes in local perspectives. This awareness has been highlighted throughout the 

interviews conducted. There is an increasing awareness and push for health promoting 

practices that can be seen in local government structure and community advocates.  

Change in local government practices can be seen through the Healthy Built 

Environment program. The Healthy Built Environment program is a consultation service 

provided under the Environmental Services Department at Island Health. The program was 

introduced five years ago. Angela Wheeler is currently the healthy built environment 

consultant for Vancouver Island. Her primary role is to guide local governments in their 

planning and development processes to build healthier communities using evidence related 

to the social determinants of health (A. Wheeler, personal communication, October 16, 

2017). Local governments submit development application referrals, including subdivision 

applications, zoning amendments, official community plans, strategic plans, and 

neighborhood plans to the healthy built environment consultant. The consultant provides 

comments from the Healthy Built Environment lens, looking at the implications that the 

planned environment could have on public health (A. Wheeler, personal communication, 
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October 16, 2017). The Healthy Built Environment program is a progressive step for 

Vancouver Island. Previously, comments on referrals were only provided using a health 

regulatory lens as opposed to a healthy built environment lens (A. Wheeler, personal 

communication, October 16, 2017). As it is not required in legislation for local governments 

to submit land use applications for comments incorporating a healthy built environment 

lens, it is solely voluntary. However, Nanaimo has been one of the communities that is 

actively seeking feedback from the healthy built environment consultant on applications. 

Their interest in feedback, suggests Nanaimo is a community that is adopting a healthy 

communities perspective in their practices (A. Wheeler, personal communication, October 

16, 2017).    

10. Exploration of Local Perspectives 

Significant progress has been made in Nanaimo around increasing awareness and 

implementing principles of a Healthy Communities framework. According to Bobbi, from 

the Division of Family Practice, they have witnessed an increasing awareness around the 

concept of healthy cities. They are seeing positive results from their efforts, particularly in 

an increase in attendance for events and through discussion with community members (B. 

Marcy, personal communication, July 24, 2017). The progress observed is primarily 

through the efforts of key players in the community who are putting in significant efforts to 

advance this idea (P. Hasselback, personal communication, September 29, 2017).  

Dr. Hasselback suggests that local government is making efforts to incorporate 

health factors in their policy agendas (personal communication, September 29, 2017).  
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“There is more general conversation with planners and most planners are becoming 

increasingly aware of what is needed for health” (P. Hasselback, personal communication, 

September 29, 2017). Planners’ awareness of the concept of healthy planning is 

fundamental in the progression of healthy communities, as they are the ones that are 

actively guiding the development.   

According to Dr. David Witty, “The healthy cities project has evolved to take 

different forms in projects and initiatives that can be seen throughout communities” 

(personal communication, September 22, 2017). The Live 5-2-1-0 initiative is an example 

of how the healthy cities project has influenced incremental initiatives to take form that are 

reflective of the projects key principles.  

4.1.2. Key Findings of the Live 5-2-1-0 Playboxes  

It is essential to acknowledge that the Live 5-2-1-0 Playboxes are only a subset of a 

larger multi-sectoral community initiative. These subsets all have related and mutually 

reinforcing actions that local governments can take to promote health (S. Pinkney, personal 

communication, July 17, 2017).  According to Susan Pinkney, Project Coordinator at 

SCOPE, the Playboxes are a “great tangible example of a health promoting environmental 

change to make physical activity more accessible for families” (S. Pinkney, personal 

communication, July 17, 2017). One of the primary outcomes of SCOPE is to promote 

multi-sectoral engagement and collaboration in communities to work towards a common 

goal of healthier communities (S. Pinkney, personal communication, July 17, 2017). The 
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underlying principle of the Live 5-2-1-0 Playboxes are to promote activities aligned with a 

healthy communities approach.   

4.1.3. Stakeholder Interviews 

The stakeholder interviews provided data answering the following research 

questions: 

 What are the logistics around coordinating the project? 

 What are the potential limitations or constraints to the Live 5-2-1-0 Playboxes?  

Logistics. 

The Live 5-2-1-0 Playboxes were introduced to Nanaimo in the summer of 2016. 

Nanaimo’s Division of Family Practice initiated the process after becoming aware of the 

initiative through Dr. Derek Poteryko (B. Marcy, personal communication, July 24, 2017). 

The Division connected with SCOPE, who coordinates all the Live 5-2-1-0 Playboxes. They 

then reached out to Nanaimo’s Parks and Recreation department to form a partnership in 

overseeing the project. A collaboration was subsequently formed between SCOPE, 

Nanaimo’s Division of Family Practice and Nanaimo’s Parks and Recreation department. It 

was decided that three initial Playboxes would be introduced into the community as a pilot 

project, with the intention of expanding the project progressively with time (B. Marcy, 

personal communication, July 24, 2017).  
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The planning process was initiated in October 2015, and the Playboxes were 

implemented in the summer of 2016. It was an efficient process as there was not a lot of 

time between planning and implementation. Implementing the boxes was initially delayed 

due to weather restrictions (B. Marcy, personal communication, July 24, 2017). The 

Playboxes themselves have associated financial costs and there are various responsibilities 

around overseeing and coordinating the initiative (See Table 2 & 3).  

Table 2 Breakdown of Playbox Costs 

Nanaimo’s Breakdown of Associated Costs (Per 1 Playbox) 

Item Cost ($) 

Steel Box 500 

Installation 600 (300 for labour, 300 for material) 

Lock 50 

Wrapping Paper 400 

Equipment (Stock) 40 

Total: 990 

 

Table 3 Breakdown of Responsibilities 

Breakdown of Responsibilities  

Organization Responsibilities 

SCOPE   Provides resources: 

o Best practices 

o How-to-guide 

o Wrapping design 

o Oversight of project 
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 Provided funding for wrapping 

 

Division of Family Practice  Coordinating the initiative  

 Ordering the steel boxes 

 Providing equipment for the box 

and maintaining stock 

 

Nanaimo’s Park and Recreation 

Department 

 Financial cost of the steel boxes 

 Installation of the steel boxes 

 Location selection  

 Registration system 

 Advertising the registration process 

o Getting the code out to 

residents  

 

 

Site Selection. 

The Parks and Recreation department selected the locations for the three Playboxes. 

Site selection attempted to spread the Playboxes geographically across Nanaimo. This 

method of site selection was used because the long-term plan for the Playboxes is to have 

them introduced into all neighborhoods. It was agreed that all neighborhoods could benefit 

from the Playboxes (D. Beck, personal communication, July 3, 2017). Deborah Beck, from 

the Parks and Recreation department, expressed that neighborhoods with both lower and 

higher socioeconomic characteristics need to have access to the Playboxes (D. Beck, 

personal communication, July 3, 2017). She explained that lower socioeconomic 

neighborhoods presumably have more parents at home compared to neighborhoods of 

higher socioeconomic status, as a higher number of wealthier families have double incomes 

(D. Beck, personal communication, July 3, 2017). With the double income families it is 
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likely to see children spending more time on their electronics because both the parents are at 

work, making these neighborhoods a good target area (D. Beck personal communication, 

July 3, 2017). However, there are limitations to this approach that have been identified from 

past experience. 

The Parks and Recreation department runs free playground programs throughout the 

summer months for children. They followed a similar approach for selecting the parks for 

their programs and chose a mix of higher and lower income neighborhoods. In the higher 

income neighborhoods, they found that most of the families had hired nannies for the 

younger children, while the older children were going to day camps (as families could 

afford this), resulting in an unsuccessful turnout rate (D. Beck, personal communication, 

July 3, 2017).  

There are a variety of factors that need to be considered with site selection. The ideal 

location would be in neighborhoods that have mixed incomes, where the Playboxes can be 

accessed by all income levels (D. Beck, personal communication, July 3, 2017). However, 

the majority of neighborhoods are economically segregated throughout Nanaimo, which 

makes this a challenge. Site selection for the Playboxes is a complex process as expressed 

by Deborah Beck, “I was trying to figure that formula out and I am still working on the 

formula” (D. Beck, personal communication, July 3, 2017).  

Registered Users. 
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The boxes were initially located in Daynes Park, Mansfield Park, and Janes Park. 

However, due to repeating vandalism the Playbox in Mansfield Park was moved to Country 

Hills Park. As the boxes are locked, users must call or email Nanaimo’s Parks and 

Recreation Department. The Parks and Recreation Department take responsibility for 

registering users by emailing them a code that opens the lock. The registration process 

allows the department to obtain contact information and monitor the number of families 

accessing the Playboxes (D. Beck, personal communication, July 3, 2017). Once families 

have received the code they can continue accessing the boxes using that code until the code 

is changed. This results in a high initial number registering that decreases over time (See 

Table 4).  

Table 4 Registered Playbox Users 

Breakdown of Registered Users 

Summer 2016 

Park Number of Registered Users 

Daynes Park 26 

Mansfield Park 49 

Janes Park 23 

Fall 2016 

Daynes Park 2 

Country Hills Park 8 

Janes Park 6 
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Summer 2017 

Daynes Park 5 

Country Hills Park 8 

Janes Park 10  

 

Challenges.  

There were a number of early challenges encountered after the implementation of 

the boxes that hindered the progression and positive impact of the project (See Table 5). 

Table 5 Playbox Challenges 

Challenges Encountered: 

 Lack of community uptake 

o Lack of ownership 

o No formal monitoring system 

 Vandalism and theft 

 Dangerous box design 

 Socioeconomic inequities  

o Site selection 

 Lock system 

 
 

Lack of Community Uptake. 

Prior to implementation of the Playboxes, additional community partners were 

sought out to provide support in stocking and monitoring the boxes. The Division of Family 

Practice initially reached out to community partners including Canadian Tire, Walmart, 
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Alberni Outpost and PacificSport. In return for support in stocking the boxes, the Division 

offered to place their logos as community sponsors on the boxes for advertising (B. Marcy, 

personal communication, July 24, 2017). However, there was no uptake by any of the 

companies contacted because they were largely unfamiliar with the concept of the 

Playboxes. They did not fully grasp the idea, as it is a brand new concept to Nanaimo (B. 

Marcy, personal communication, July 24, 2017).  

After the site selection was completed for the three Playboxes, a letter was sent to 

the identified neighborhood associations. The letter explained the concept, benefits, 

sustainability goals, and locations (D. Beck, personal communication, July 3, 2017). The 

purpose of the letter was to ask the neighborhood associations to take over ownership of the 

boxes and become responsible for restocking the equipment and respond to any vandalism 

(D. Beck, personal communication, July 3, 2017). The neighborhood associations did not 

respond to the letter, “I didn’t get any response from the neighborhood associations… I’ve 

sent them out twice now and no responses” (D. Beck, personal communication, July 3, 

2017). Even with offering $500 a year in support of monitoring and stocking the boxes there 

was no buy-in (B. Marcy, personal communication, July 24, 2017).  

The lack of formal ownership for the Playboxes has resulted in the Division of 

Family Practice taking responsibility for the monitoring (D. Beck, personal communication, 

July 3, 2017). “It is difficult for us as a non-profit to fully monitor the boxes, it is something 

I am having to do off the side of my desk and you have to physically go out and do it” (B. 

Marcy, personal communication, July 24, 2017). The required time and resources of 

monitoring, has led to an informal monitoring system where Bobbi Marcy is checking the 
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boxes and restocking them on a monthly basis, or in response to reports made by the public. 

Although there was no formal transfer of ownership from the Playbox coordinators to the 

neighborhood associations, the nature in how communities engage and interact with the 

Playboxes indicates the level of ownership they have for the project. 

Vandalism and Theft. 

Vandalism and theft has been one of the greatest obstacles to the Live 5-2-1-0 

Playboxes (D. Beck, personal communication, July 3, 2017; B. Marcy, personal 

communication, July 24, 2017). As mentioned previously, a Playbox was originally 

introduced to Mansfield Park in the summer of 2016. Mansfield Park is in close proximity 

to Woodlands high school and is a common hangout area for the students. This location 

proved to be problematic as the Playbox was repeatedly getting damaged: 

 Unfortunately when you put a box like that in front of a group of teenagers they 

want to know what is inside. We had everything from hockey sticks to hammers to base ball 

bats to golf clubs used to pry open the lids (B. Marcy, personal communication, July 24, 

2017).  

The coordinators tried for a number of months to keep the Playbox in Mansfield 

Park. The boxes would get repaired and signs were put up to both communicate that nothing 

valuable was inside the box and to recommend people call the Parks and Recreation 

department to register for the code (B. Marcy, personal communication, July 24, 2017). 

However, vandalism kept occurring and equipment kept getting stolen. Eventually the 
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coordinators decided to change the location of the box to Country Hills Park. “It got to the 

point where every time I went there it would be left open, and half the stuff would be gone. 

It reached the point where we had to move it” (B. Marcy, personal communication, July 24, 

2017). 

The Country Hills Playbox has experienced low rates of theft and vandalism. It is a 

family-oriented neighborhood and often there are parents around to supervise the park and 

the Playbox use. The natural supervision has led to lower rates of vandalism in comparison 

to the other locations (D. Beck, personal communication, July 3, 2017). The Playboxes at 

Daynes Park and Janes Park often get left open and equipment was getting left out, 

damaged, or going missing (D. Beck, personal communication, July 3, 2017). Although 

there have been accounts of theft and vandalisms at these locations they were quite minor in 

comparison to the Country Hills location (B. Marcy, personal communication, July 24, 

2017). The wrapping on the boxes has been consistently getting damaged. Children like to 

peel it off not realizing how expensive it is or that the instructions are on the wrapping to 

access the box (B. Marcy, personal communication, 2017). When the wrapping gets 

removed from the boxes, there is no information instructing users how to access the code to 

enter the boxes. Without the instructions the Playboxes are inaccessible to new users. 

Besides these minor occurrences, there have been a few significant cases that highlight how 

not all user groups interact with the boxes appropriately. 

The coordinator from the Division of Family Practice had observed the Playbox at 

Daynes Park being used for a birthday party, which is what the boxes are intended for. 

However, when the box was checked the next day everything from the party including dirty 
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dishes, decorations, even the cake was thrown into the box (B. Marcy, personal 

communication, July 24, 2017). These cases are discouraging as the majority of users are 

respectful and conscious of how they use the boxes. Unfortunately, there are always going 

to be individuals that disregard these values and engage with it inappropriately (B. Marcy, 

personal communication, July 24, 2017).  

Lock System. 

The lock system for the Playboxes has been another component proving difficult to 

navigate. After an occurrence of vandalism, it was often necessary to change the code to 

open the lock (D. Beck, personal communication, July 3, 2017). The boxes are designed so 

the lock is situated underneath the lid to provide protection from the natural elements. This 

design makes it quite difficult to access the lock to change the code (D. Beck, personal 

communication, July 3, 2017). Although the design provides some protection from the 

elements the locks still began to rust and the numbers began wearing off (D. Beck, personal 

communication, July 3, 2017). The Parks and Recreation Department received calls 

throughout the winter reporting that the locks were not working and that the elements were 

getting to them (D. Beck, personal communication, July 3, 2017). The locks have been 

replaced, however it is an ongoing financial cost that has been a barrier (D. Beck, personal 

communication, July 3, 2017).  
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4.1.4. Survey Results 

The online survey collected information relating to user perspectives and user 

demographics. The survey methodology collected data pertaining to the following research 

questions: 

 Do they increase park user rates? Or influence which parks residents access? 

 What are the potential limitations or constraints to the Live 5-2-1-0 Playboxes? 

 Do they minimize socio-economic barriers to children’s physical activity? 

It is first critical to explore the primary user groups that are accessing the Playboxes. 

Identifying who is frequently accessing the Playboxes can provide important insight into 

who is actually utilizing the boxes and the implications this has to the initiative. The 

following information was gathered through the survey completed by registered users, as 

shown in table 6.  

Table 6 Key Playbox User Characteristics 

Breakdown of Some Key User Characteristics: 

 Nearly half of families accessing the boxes have two children utilizing the provided 

equipment 

 The majority of children using the provided equipment in the boxes are 0-3 years old 

 The primary mode of transportation users take to access the boxes is walking 

 The average income of families accessing the boxes is between $90-139,000 annually 

 The majority of users live 1-2 blocks from the Playboxes 
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Park User Rates and Access Rates. 

When survey participants were asked if they were more likely to visit a park more 

frequently because it has a Playbox, 76% of participants responded yes (See Table 7).  

Table 7 Playbox Influence on User Park Access Rates 

 

This finding highlights that the Playboxes do encourage families to visit parks more 

frequently than they would otherwise, increasing park user rates. These findings are 

significant as it indicates that the Playboxes act as a pull factor. The Playboxes do 

encourage families and parents to take their children outside and engage in play, thereby 

leading to healthier activity levels.  

When survey respondents were asked if the Playboxes influenced park choice, the 

responses were more evenly distributed. 58.82% of survey participants responded that they 

are more likely to visit a park that has a Playbox than one without, suggesting that the 
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Playboxes do influence park choice. The remaining 41.18% of participants responded that 

they were not more likely to visit a park because it has a Playbox, suggesting that while the 

Playboxes do influence park choice, they are not a critical factor (See Table 8). 

Table 8 Playbox Influence on Park Choice 

 

As majority of users live 1-2 blocks from the Playbox and the main form of 

transportation used to access the boxes is walking, it can be inferred that proximity to the 

park is a key influencer in users park choice.  

Socioeconomic Implications. 

A fundamental component of the Playboxes is to promote equitable access to sports 

equipment, allowing all kids and families the ability to play outside regardless of their 
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financial environment (SCOPE, 2016). Survey participants were asked to provide their 

annual household income (See Table 9). 

Table 9 Playbox Users Annual Income 

 

50% of survey participant’s annual household income falls in the range of $90,000-

$139,000. 44% of survey participants annual household income falls in the range of 

$45,000-$89,000. None of the survey participant’s annual income fell under the lowest 

provided bracket of less than $44,000.  

The median total income of households in Canada for 2016 was $70,336 (Statistics 

Canada, 2017). These results indicate the majority of the Playbox users annual income is 

higher overall than the national average. These results also indicate that the primary target 
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user group for the initiative, being lower income families, are not accessing the Playboxes 

as much as hoped.  

Deborah Beck, from Nanaimo’s Parks and Recreation Department, brought up the 

question, “How do we reach the unreachable” (D. Beck, personal communication, July 3, 

2017)? She indicated that: 

 The people that don’t have access to sports equipment or sports teams, they are not 

the ones picking up the city’s sports guide to try and find free options. My goal is to reach 

those that are not our frequent user groups. Regular user groups are the ones signing up for 

tennis lessons, swimming lessons, and so forth. The whole idea is we provide free play 

opportunities (D. Beck, personal communication, July 3, 2017).  

These findings highlight that the Playboxes are not successful in reaching those 

beyond the regular user groups, who are already accessing paid play opportunities. The data 

indicates that the Playboxes are not successful in minimizing the socioeconomic barriers to 

children’s physical activity, as these demographics are not the primary users.  

User Limitations. 

Half of the survey participants had experienced problems when accessing the 

Playbox. There were two main challenges that survey respondents identified, oriented 

around damaged equipment and the lock system. The problem most frequently encountered, 

provided by respondents, was damaged equipment. The respondents indicated that when 

accessing the box they often found completely broken or damaged sports equipment not 
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suitable to play with. One respondent indicated that the Playbox is “often empty or the 

equipment is damaged”.  

The second challenge frequently encountered is in relation to the locking system. 

Playbox users indicate that often they attempt to access the box and the code has been 

changed without their knowledge, or that the lock was entirely missing. In addition to the 

challenges encountered, the survey respondents were asked to provide recommendations 

they saw fit to improve the initiative.   

User Recommendations.  

The overarching recommendation across almost all user respondents was to provide 

better quality equipment. Users recommended that more investment was required in the 

equipment provided. One respondent indicated that the Playboxes have the potential to 

influence their park choice; however, the equipment needs to warrant the effort. Additional 

responses were oriented around more frequent checks to ensure the equipment isn’t 

damaged and to provide new equipment to access. Respondents also suggested that the 

codes should not be changed as it leads to challenges when accessing the boxes. A 

respondent suggested that texting a number to retrieve the access code would be easier to 

manage, particularly while supervising small children (See Table 10).  

Table 10 User Recommendations 

Summary of User Recommendations: 

 Provide higher quality items 
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 Refresh the equipment on a regular basis  

o More frequent checks on equipment  

 Don’t change the codes 

 Text a number to receive the code 

Respondents were also asked what equipment they used most in the Playbox. This 

feedback provides insight on stocking or restocking the equipment provided in the boxes 

(See Table 11). 

Table 11 Equipment Used Most by user 

Summary of Equipment Used Most by User (Listed by Highest Frequency): 

 Balls (ball games) 

 Frisbees 

 Badminton 

 Jump rope 

 Catching games 

 Hoola hoops 

 Sidewalk chalk 

4.1.5. Site Visits 

A total of 35 hours was spent at the three Playbox locations in Nanaimo: Daynes 

Park, Janes Park, and Country Hills Park (See Figure 3, 4 and 5). 
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Playbox Locations. 

 

Figure 3 Daynes Park Playbox Location  
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Figure 4 Janes Park Playbox Location  
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Figure 5 Country Hills Park Playbox Location  
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Activity Level Observations. 

The site visits were intended to record observations on children’s activity levels and 

collect data on the following research question: 

 Do they encourage children to meet their daily-recommended duration of physical 

activity? 

Throughout the duration of the 35 hours spent at the parks, only one family was 

observed accessing the Playbox at Janes Park. The observed users accessing the Playbox 

included an adult male and female and a young female child, approximately four to five 

years old. They used the equipment provided in the box for 17 minutes and the activity level 

was observed to be moderately active. An observation recorded outside of the SOPARC 

methodology was recorded. It was in relation to the discussion that was taking place 

between the adults and the child. The young girl was asking the adults questions about the 

various pieces of equipment provided in the box. She was asking what the equipment was 

called and what it was used for. The adults were teaching her how to use some of the 

equipment and going over the proper names for the sports equipment. This highlighted that 

an educational component was taking place through their interaction with the Playbox. As 

mentioned, this was the only Playbox user observed due to the low access rates. The low 

access rates can be explained by further observations conducted.  
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Infrastructure Observations. 

Initial observations were conducted upon arrival at the parks where the Playboxes 

were located. It became evident that vandalism had occurred at two of the locations: Daynes 

Park and Country Hills Park. Both the Playboxes found at these locations had the wrapping 

torn off the box (See Figure 6 & 7). This detracts from the overall messaging, aesthetics and 

function of the boxes, as the instructions are displayed on the wrapping. At the Country 

Hills Playbox location, where the wrapping was torn off, there was profanity carved across 

the top of the box, further detracting from the look and purpose of the boxes (See Figure 6). 

As the wrapping displays the instructions to access the box, its absence makes it impossible 

for new users to understand how to access to them. Additionally, it makes it challenging for 

repeat users to access the boxes if the codes have been changed. The vandalism and 

profanity can also defer new users and repeat users to access the boxes, if they feel they are 

not being properly maintained. Vandalism is making it challenging for users to access the 

box, creating a negative public perception of the boxes, while detracting from the intended 

purpose of the boxes. These findings highlight that vandalism is a significant challenge, 

thereby impacting the success of the Live 5-2-1-0 Playbox initiative. 
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Figure 6 Country Hills Playbox with the wrapping torn off and vandalized 
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Figure 7 Playbox at Daynes Park with the wrapping torn off 

The Playbox implemented at Janes Park did not have a lock (See figure 8). It was 

either stolen or not put back on the box by previous users. Without a lock the box has been 

accessible to anyone passing through the park, holding no accountability on users. The 

equipment provided in the box was significantly damaged, most to the point where it was 

unusable. (See figure 9). Additionally, the books provided in the box were torn and molded. 

There were limited items that could be properly utilized as intended.   
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Figure 8 Playbox at Janes Park missing a lock 
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Figure 9 Equipment provided at Janes Park Playbox showing signs of damage 

The site visits did not obtain data related to children’s activity levels as intended. 

However, they highlighted challenges that need to be addressed to improve the initiative 

going forward.  
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Chapter 5.  

 Discussion 

5.1.1. Healthy Communities Framework Recommendations  

Since the 1920s, with the advancements in the biomedical industry, a divorce 

emerged between the planning and public health fields (Hancock, 2013). However, recently 

they have been converging again. The Healthy Community movement was initiated in 

response to the lack of multi-sectoral collaboration, to advance preventative disease 

programs. This study explored how the healthy communities movement is beginning to be 

applied in Nanaimo, BC.  My findings highlight that there is a growing awareness around 

the importance of promoting health and collaborative practices in providing community 

health. However, there are additional measures that need to be considered to advance this 

framework and improve the initiatives that stem from it. 

Formal Structure. 

The primary limitation compromising Nanaimo’s effectiveness in applying the 

healthy communities framework is the lack of funding and a lack of a formal organizational 

structure. With the recent folding of the Healthy Cities working group, there is not an 

effective platform that ensures ongoing communication can occur around the topic of 
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healthy planning between key stakeholders and partners. Dr. Hasselback indicated that 

Nanaimo does not have the organizational structure in place that allows for this framework, 

as there are no municipal standing committees (P. Hasselback, personal communication, 

September 29, 2017). Dr. Hancock, one of the primary proponents of the Healthy 

Cities/Communities approach, stresses the importance of not only a structure but also 

municipal buy in. “I think that one of the things that has to happen for this to be effective is 

municipal government has to come on board and assume some role and responsibility, 

which would mean funding” (T. Hancock, personal communication, October 10, 2017). 

Nanaimo needs to have a formal structure with significant municipal support that can ensure 

that a health focus is being considered throughout municipal and community initiatives of 

many kinds.  

Additionally, a formal structure can provide the opportunity for training and 

education of municipal staff and community partners around the healthy cities framework 

and healthy planning practices. This is a vital component, as North America’s historic land 

use planning practices have demonstrated the negative impacts that planning without health 

in mind can have. Dr. Hancock highlighted the importance of urban planners being trained 

in public health practices. This is a tool that can reintegrate public health objectives back 

into municipal functions; it is a key component to effectively apply a healthy cities 

framework at community level (T. Hancock, personal communication, October 10, 2017).  

Heightened municipal focus in addressing the social determinants of health at the 

planning level could provide significant benefits. It would help offset some of the 

responsibility for this function, which is primarily carried out by the Vancouver Island 
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Health Authority. Dr. Hancock emphasized two key issues constraining a healthy 

communities approach in Nanaimo. “It is under funded, that being one of the biggest 

problems. Being in a health authority is another one of the problems as it becomes 

biomedicalized and undo resourced” (T. Hancock, personal communication, October 10, 

2017). Dr. Hancock suggests an independent agency take over the public health function, or 

it become reattached to regional districts (T. Hancock, personal communication, October 

10, 2017). This is a long-term consideration for municipalities and districts to consider.  

Innovative Quality of Life Indicators. 

There is also an opportunity to introduce additional measures to monitor progress. 

With the increasing knowledge around the importance of the social determinants of health 

there is growing sophistication around measuring quality of life. Nanaimo has a number of 

ways to measure social determinants of health including The Vital Signs Report, The State 

of the Child Report and Local Area Health Profiles. However, Nanaimo should consider 

additional indicators that are more directly related to personal utility that can be correlated 

as quality of life measures. This can measure the collective well-being of the community. 

Dr. Hancock suggests that municipalities should measure progress using a set of metrics 

that are all about quality of life and analyze these findings in relation to how planning 

practices are contributing to them (T. Hancock, personal communication, October 10, 

2017). Introducing additional indicators oriented around quality of life and well-being can 

provide statistical support that can lead to evidence-based decisions at the municipal level. 

Community quality of life indicators measuring systems are strengthened by community 

involvement in the identity, calibration, and use of indicators (Sirgy et al. 2011). Promoting 
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community participation in community indicator projects increases the probability of 

implementation and positively impacts policy development (Sirgy et al. 2011).  

There are two key immediate considerations for Nanaimo to enhance a healthy 

communities approach. This first recommendation would be to create and allocate resources 

for a committee with representation from diverse sectors including: municipal, health, 

education, and non-profit organizations. Creating an ongoing committee would bring 

diverse perspectives together to focus on health-related community issues. A multi-sectoral 

committee could play a role in combating professional silos and allow health topics to be 

addressed using a comprehensive approach. An ongoing committee would ensure that there 

is a structure in place that allows for a collaborative process to occur.  

The second recommendation would be to introduce additional indicators to measure 

the collective quality of life. Introducing additional quality of life indicators would allow for 

more data to be collected around community health. These indicators would help adequately 

track progress, mark milestones, and set pragmatic health goals. Additional quality of life 

indicators would collect data that could provide evidence to influence health-oriented 

planning policy. These indicators would allow evidence-based decisions that are focused on 

community health, as they would contribute to a data collection that would provide a 

comprehensive overview of the collective health.  

A long-term provincial consideration, suggested by Dr.Hanock, would be to attach 

the health authority to the regional districts (T. Hancock, personal communication, October 

10, 2017). Attaching the health function to Nanaimo’s local government would allow them 
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to be responsible for the delivery of health services, creating a localized public health 

department. Ontario is one of the only provinces in Canada that has a municipally-based 

public health service. Although Ontario does not have their health department attached to 

the regional district, they have a different model that still allows the provision of health 

services to be a municipal function. Ontario’s public health services are delivered through 

health units, which are governed by a board of health made up of municipal members, 

elected officials or community representatives and provincial appointees when requested 

(Association of Local Public Health Agencies, 2018). These long-term recommendations 

would lead to local governments having more control and responsibility over health 

services, which would lead to an efficient community health program. Considering alternate 

models to deliver health services would formally merge the health function back into local 

government; however, this recommendation is restricted by provincial regulations.   

5.1.2. Live 5-2-1-0 Playboxes Discussion 

The Live 5-2-1-0 Playboxes provide an example of an incremental planning 

initiative that can have an impact, raise community awareness, and support a shift in public 

perception to understand the importance of health promoting programs. It is an initiative 

aimed at promoting healthy activity levels in children to address the epidemic of childhood 

obesity, by reducing socioeconomic barriers to public health in promoting equitable access 

to sports equipment (SCOPE, 2016). However, the findings highlight that there are some 

fundamental issues that limited the initiative from achieving these outcomes. There are 

three fundamental components that need to be addressed, which will result in an effective 
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and successful Playbox initiative. The first recommendation is that low-income 

neighborhoods should be prioritized. The second recommendation is there needs to be 

greater ownership of the boxes by community groups to create a sustainable monitoring 

system. The third recommendation is there needs to be a focus on incorporating CPTED 

(Crime Prevention Through Environmental Design) principles to reduce vandalism and 

theft. 

 Social Equity – Reaching the Unreachable.  

Social determinants of health indicate that socioeconomic status influences one’s 

health (WHO, 2017). Additionally, research has found that children living in low-income 

neighborhoods are at an increased risk for childhood obesity (Burniat, 2002). These findings 

suggest that it is imperative to link public health initiatives to socioeconomic indicators. 

Although the Playboxes were implemented geographically spread out across Nanaimo, the 

findings indicate that the targeted user groups were not accessing the boxes to the extent 

desired. These findings suggest that socioeconomic parameters should be considered as a 

top priority, when developing a childhood obesity prevention program. If socioeconomic 

parameters are successfully integrated into the program development, it would ensure all 

demographics, including vulnerable groups, have access to play equipment. 

Deborah Beck, the coordinator responsible for location selection, brought up the 

question, “How do you reach the unreachable” (D. Beck, personal communication, July 3, 

2017)? This was in response to the observation that lower income groups were not being 
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adequately informed of the Playboxes, or additional free programming that the city offers 

(D. Beck, personal communication, July 3, 2017).  

John Horn, Social Planner at Nanaimo, shared a framework that he applies when 

attempting to reach vulnerable groups. John suggests to first analyze the 2016 statistical 

data set that provides information regarding the income levels in neighborhoods (J. Horn, 

personal communication, September 18, 2017). The assessment of the data set should pay 

careful attention to identifying clusters of low-income households (J. Horn, personal 

communication, September 18, 2017). He suggests that the Early Developmental Instrument 

(EDI) scores can highlight key vulnerabilities (J. Horn, personal communication, September 

18, 2017). Additionally, the teachers at schools can provide valuable information on clusters 

of vulnerable kids that can highlight vulnerable neighborhoods (J. Horn, personal 

communication, September 18, 2017). Once these areas are identified, the parks in these 

neighborhoods can be prioritized for Playboxes, thereby increasing the probability that 

children who need access to equipment will have adequate access to them (J. Horn, personal 

communication, September 18, 2017). If resources are localized to vulnerable 

neighborhoods, then those kids do not have to travel far to be part of a program or to access 

free services. (J. Horn, personal communication, September 18, 2017). It is important to 

focus initiatives, such as this one, geographically on lower income areas. This provides 

families with the opportunity to access services without having to drive or use transit, which 

have associated financial costs (J. Horn, personal communication, September 18, 2017).   

There is an opportunity for Nanaimo’s Parks and Recreation department and the 

social planning department to collaborate in creating a targeted strategy. This partnership 
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would allow vulnerable groups the ability to access city initiatives, including the Playboxes 

and other free programs the city provides, more conveniently. Achieving this collaboration 

will require strengthening interdepartmental communication throughout the municipality. 

When asked in the interviews if they had reached out to social planning in Nanaimo, the 

Parks and Recreation coordinator, responded, “I should send something to John Horn. That 

is a good idea because as a city we are not always good at communicating with each other” 

(D. Beck, personal communication, July 3, 2017).  

To receive the code to access the Playboxes it requires registering online or by 

phoning the Nanaimo Parks and Recreation Department. Both these methods of registration 

require access to a computer or phone. A study conducted in 2006, examined low-income 

Canadians’ experience with health-related services (Williamson et al. 2006). The findings 

found that lower income groups were not likely to use any additional recreational programs 

that posed a financial cost. “Few low-income participants reported that they used recreation 

programs and health care services not covered by provincial health care plans” (Williamson 

et al. 2006). As lower-income Canadians are relying on free recreational programs, it is 

important that these programs are developed with their characteristics in mind. The current 

registration process to access the Playboxes is exclusionary for individuals that do not have 

access to a computer or phone. These exclusionary elements should be considered during 

the program development to ensure equitable access.  

Social equity is an important element in the healthy communities approach and the 

Live 5-2-1-0 Playboxes. It is important to target lower-income and vulnerable areas when 

implementing free resources to promote equitable access to need resources. As the findings 
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indicate, the primary user groups accessing the boxes are not the most vulnerable 

populations in Nanaimo. Studies indicate that children of lower economic status are at 

increased risk of obesity and are generally not obtaining the recommended daily activity 

levels (De Spiegelaere et al, 1998; Janssen et al. 2006; Navalpotro et al, 2012; Oliver and 

Hayes, 2005; Stone et al, 2012). The Playboxes were introduced through SCOPE, 

(Sustainable Childhood Obesity Prevention Through Community Engagement) a program 

with a goal of increasing awareness of childhood obesity and introducing preventative 

measures. To achieve this goal and to address the social determinants of health, vulnerable 

groups need to be targeted. These groups’ unique characteristics should be considered 

during program development and implementation of the Playboxes.  

Ownership (Monitoring). 

The second factor that needs to be addressed with the Live 5-2-1-0 Playboxes is the 

lack of community ownership. This has resulted in an inadequate monitoring system. As 

none of the neighborhood associations responded to take responsibility over the Playboxes, 

it has left the coordinators with the task of monitoring, stocking, and the administration of 

the box program. Due to the fact that the time required to do this exceeds resources, the 

boxes are experiencing high accounts of vandalism and theft. Many involved believed the 

vandalism could be mitigated with a formal ongoing monitoring system associated with 

community ownership. Community ownership would provide a monitoring system for 

boxes, and it would result in increased community empowerment.   
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The Live 5-2-1-0 Playboxes is a top-down health promotion activity. The initiative 

follows a predetermined cycle consisting of an overall design, objective setting, strategy 

selection, strategy implementation, and a program evaluation (Laverack & Labonte, 2000). 

In bottom-up programming, outside agents or non-community members, act to support the 

community to identify important issues that are relative to their needs, allowing 

communities to develop strategies in response to these needs (Laverack & Labonte, 2000). 

Laverack and Labonte express, “The dichotomy between top-down disease 

prevention/lifestyle change and bottom-up community empowerment approaches is not as 

fixed as it is sometimes portrayed” (2000). Laverack and Labonte suggest that 

empowerment goals should be integrated in top-down programs by paying specific attention 

to marginalized groups, and by providing the community with a level of control over the 

program management (2000). A key component in integrating community empowerment is 

involving stakeholders in the program development phase (Laverack & Labonte, 2000).  

If the neighborhood associations were involved in the development of the Live 5-2-

1-0 Playboxes program they could have felt more ownership over the initiative. (Laverack 

& Labonte, 2000). Laverack suggests that an empowered community is: 

 One that is democratically managed, its members share information and control 

over decisions and are involved in the design, implementation and control of efforts towards 

goals defined by group consensus. It is an essential link between empowered individuals 

and effective political change (Laverack, 2009).  
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Ensuring there is a community group involved in the development of the program, 

and that they are willing to take ownership over the Playboxes, is something that needs to 

be addressed in the early stages of program development, prior to implementation. 

Currently, the Division of Family Practice is taking responsibility over the monitoring of the 

boxes and they do not have the necessary resources for a successful program. The 

coordinator from the Division of Family Practice suggests, “I wouldn’t implement until you 

have somebody, some community organization willing to partner with and take 

responsibility for it. If that organization is willing to do it great, but if you are a non-profit-

no” because non-profits often do not have the capacity to take on full ownership (B. Marcy, 

personal communication, July 24, 2017). Although no community groups have taken 

ownership of the Playboxes yet, there is a growing potential for ownership as awareness for 

the initiative grows (B. Marcy, personal communication, July 24, 2017).  

The coordinator from the Division of Family Practice suggests that there has not 

been community ownership due to the lack of understanding around the program (B. Marcy, 

personal communication, July 24, 2017). If the neighborhood associations take ownership 

of the Playboxes, it would alleviate responsibility from the Division of Family Practice. 

This would result in a more structured monitoring system, reducing the lock system 

challenges and vandalism. Additionally, the community group can ensure that the box is 

properly stocked with equipment desired by residents of the neighborhood, as the quality of 

equipment was another concern raised in the findings. If neighborhood associations were 

initially involved in the program design, they would be invested in the program, which 
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would lead to a sense of responsibility over the Playboxes, encouraging them to take on 

ownership. 

The coordinator from SCOPE, indicated that the Playbox initiative is intended to be 

based on community participation. The participation is flexible and evolving based on what 

the communities’ priorities, capacity, and barriers are (S. Pinkney, personal communication, 

July 17, 2017). The Playboxes are intended to be community-driven, allowing the 

community to shape and evolve the initiative to reflect their needs. The Playboxes have the 

potential to improve with ongoing community ownership and support.   

Engaging the community early in the program development stage can also play a 

role in minimizing the “elitist bias” that can unconsciously occur through a bureaucratic 

process (Searle & Byrne, 2002; Young, 2008). The elitist bias in bureaucracy occurs when 

decision-makers only consider social factors relative to their class (Engelstad, 2009). 

Gathering representative community input during the program development can ensure that 

it is designed accordingly to their needs and desires. Representative input from the 

community would highlight any potential concerns in the program design, such as the 

current registration process. It would allow the program to be developed gathering feedback 

from community members of various income levels to ensure the program is being 

developed accordingly.  

Design. 

The findings indicate there are challenges associated with vandalism and theft when 

introducing structures into the public realm, particularly in public parks. Vandalism has 
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become a perennial drain on the budgets of park and recreation agencies (Christiansen, 

1983). Measures to discourage criminal behaviour can be incorporated using crime 

prevention through environmental design (CPTED) principles. CPTED involves “designing 

the built environment to reduce the opportunity for, and fear of, crime and disorder” (Atlas, 

2008). CPTED is based on the premise in environmental psychology, which suggests that 

human behavior is influenced by one’s surroundings (Lee & Jung 2016). The CPTED 

construct is defined by the following concepts: natural surveillance, territoriality, access 

control, activity support, and image/maintenance (Moffatt, 1983). These concepts support 

the notion that the safest places are ones that are continually watched by humans, which 

have been commonly referred to as “eyes on the street” or “defensible space” (Lee & Jung, 

2016; Jacobs, 1961; Newman, 1972). These elements should be considered when 

implementing the Playboxes to discourage criminal behavior. For example, at the Daynes 

Park location, the Playbox is situated behind the playground hidden from street view. 

Playboxes should be located so they can be easily observed from surrounding areas, as a 

crime prevention mechanism.  

A local initiative that has incorporated CPTED principles are the tree libraries that 

can be found throughout Nanaimo neighborhoods. The tree libraries are mini bookshelf 

structures (book boxes) that are filled with free books for people to access. Residents or 

visitors are free to take or leave a book. The libraries have been in the public realm for over 

four years and have encountered few challenges, due to individual ownership and CPTED 

considerations (J. Horn, personal communication, September 18, 2017). Individual 

homeowners take responsibility over the bookshelves. The structures are placed on the edge 
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of their property, so people accessing the libraries are on public property. This reduces 

liability issues and ensures the book box owner has responsibility over the structure (J. 

Horn, personal communication, September 18, 2017). The structures are visible by the 

homeowners from their homes. “We put them in places that homeowners can see them 

twenty-four hours seven days a week” (J. Horn, personal communication, September 18, 

2017). The libraries are highly visible from the street (in terms of street observations), 

allowing neighbours and pedestrians to also observe the structures (J. Horn, personal 

communication, September 18, 2017). These measures were taken for crime prevention and 

to enhance a sense of ownership around the structures. The design suggests that if someone 

attempts to vandalize it, there will be someone going to intervene (J. Horn, personal 

communication, September 18, 2017).  

There are additional CPTED measures that can be considered relative to placing the 

boxes in public parks. There should be consideration to lighting, maintenance and signage 

as these all play a significant role in reducing crime (Thani et al. 2016).  There is not a 

singular solution to eliminating all vandalism. However, an effective management system 

and preventative measures incorporated in design can significantly reduce damages and 

costs (Christiansen, 1983). Figure 10 shows the three pillars that can contribute to a 

successful Playbox program. 
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Figure 10 The Three Pillars of a Successful Playbox Initiative 

5.1.3. Contribution to Knowledge 

The Live 5-2-1-0 Playboxes provide a case study of an initiative that can stem from 

applying a healthy communities approach. As statistics demonstrate, chronic diseases are an 

ongoing concern that can be reduced through preventative measures incorporated in 

community design (Stone et al. 2012). Although the study did not validate if the Playboxes 

encourage children to obtain healthy activity levels, the fundamental messaging behind the 

initiative is important for obesity prevention. As previously noted, there is a gap in the 

current literature providing research on community-based children’s obesity prevention 

initiatives (Burniat, 2002; Golley et al. 2011). The findings of this study can act as a 

resource for communities considering implementing community-based childhood obesity 

initiatives. Additionally, it can provide a resource to address the challenges encountered. 
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After the current challenges have been addressed it can potentially lead to higher park 

access rates and facilitate healthier activity levels for children, as predicted.  

The historic planning and policy environment has led to a significantly sprawled and 

suburbanized landscape resulting in detrimental health impacts (Gordon & Shirokoff, 2014). 

The health concerns associated with these practices cannot be addressed using singular 

approaches and a more comprehensive approach is required (Esbjörn-Hargens, 2010; 

Morçöl, 2012). The Healthy Communities approach is a solution that is better equipped to 

address challenging urban problems. Incorporating the Healthy Community approach 

allows for interdisciplinary input and collaborative efforts focused around health promotion. 

This will reduce the “applicability gap” (Lawrence, 2010) and lead to decisions and policy 

development that are comprehensive and could be more effective.  

The Live 5-2-1-0 Playboxes offer an example of an incremental planning initiative 

within a Healthy Communities program. As the North American landscape is predominately 

characterized by suburban neighborhoods, incremental interventions should be explored to 

improve these environments. Incremental interventions can improve environments while 

playing an integral role in contributing to the larger principle. “So much of success is based 

on incremental initiatives, there aren’t very many large-scale initiatives that change people’s 

daily lives. It’s in the accumulation of these individual specific interventions that affect 

people. The accumulative effect generates a much healthier city population” (D. Witty, 

personal communication, September 22, 2017). Incremental interventions, like the Live 5-2-

1-0 Playbox contribute to awareness, education, and provide a pragmatic approach to 

environmental change (Mitchell, 2002). The Live 5-2-1-0 Playboxes provide a case-study of 
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a pragmatic incremental approach that has the potential to increase awareness and promote 

positive change. Once some of the preliminary challenges associated with the pilot boxes 

are addressed, the Playboxes can be re-examined to provide a more accurate impact 

assessment. These findings can act as an important resource to amend the current Live 5-2-

1-0 Playbox program in Nanaimo. These findings are also for the consideration of future 

communities considering implementing the Playboxes, or similar initiatives.  

5.1.4. Limitations and Delimitations  

There are limitations to consider with regard to the results of the study. This study 

faced time constraints, which limited the site visits. This limitation impacted the 

researcher’s ability to observe a high number of people accessing the Playboxes. One of the 

intentions of the study was to observe if Playbox users were achieving the activity levels 

recommended by the World Health Organization, which is 60 minutes of physical activity 

daily (WHO, 2017). Observing the activity levels was intended to assess the effectiveness 

of the Playboxes function as an obesity prevention initiative. As the boxes had been 

vandalized prior to arrival, and with a limited timeframe to conduct the observations, a large 

sample was not recorded and an assessment of the children’s activity levels could not be 

accurately conducted.  

The lack of resources in support of this study could have potentially limited the data 

collected. There was only one primary researcher who conducted this study, which does not 

allow for an extensive methodological procedure that could be possible with multiple 
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researchers. Additionally, there is always the potential that the interviewees provided 

inaccurate information during the interviews, which could influence the results of this study. 

The data collected for the overview of the Healthy Communities Framework in 

Nanaimo was intended to provide an introduction to the concept, while looking into how it 

is being applied locally at a high level. The framework assessment was intended to 

introduce the concept and structure required to implement collaborative initiatives, such as 

the Live 5-2-1-0 Playboxes. It is intended to highlight significant challenges that can be 

considered to strengthen the approach. It was not intended to be an in-depth analysis 

looking into smaller details.  

The analysis of the Live 5-2-1-0 initiative only assessed the Playboxes. The 

Playboxes are one subset of the overall Live 5-2-1-0 initiative. The Playboxes are associated 

with the (1) one hour of physical activity a day in the overall program messaging. It did not 

consider the other factors in the messaging that are: (5) Enjoy five or more vegetables and 

fruits every day, (2) Power down - no more than two hours of screen time a day and (0) 

Choose healthy - zero sugary drinks. This study only considered the physical activity level 

component to assess if the initiative is an adequate intervention for childhood obesity 

prevention that can be used to mitigate the impacts associated with sedentary lifestyles. 

However, as noted the activity levels could not be assessed at this time. It is recommended 

that when the suggested refinements are incorporated to the program a second study should 

be conducted to analyze the activity levels of users.  
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5.1.5. Conclusion 

Historically, planning and public health became integrated fields following the 

cholera epidemic in London (Corbett, 2007; Fee & Brown, 2005). With advancements in 

biomedical practices there was a divorce from planning and public health functions 

(Hancock, 2013). This resulted in regulatory and planning practices that promoted 

suburbanization. Suburbanization has resulted in a variety of unforeseen negative health 

outcomes (Gordon & Shirokoff, 2014). In response to these outcomes the Healthy 

Communities approach emerged, aimed at providing a municipal framework to design 

communities considering public health (Hancock, 2013). Unfortunately, research indicates 

that there are still public health concerns, specifically chronic diseases in children, that 

continue to prevail in our current environment (Johnson & Marko, 2008).  

There is growing provincial and national awareness around the Healthy 

Communities approach (BCHC, 2017). Municipalities across BC are beginning to integrate 

health into planning and policy development (BCHC, 2017). There are stakeholders in 

Nanaimo who are contributing to the movement’s advancement locally and have increased 

the awareness around healthy planning practices. However, to continue advancing this 

approach, there are key recommendations to consider. The first recommendation for the 

City of Nanaimo to consider is to create an inter-disciplinary workgroup or committee that 

would be focused on community health issues. A committee would provide an ongoing 

structure for collaboration and would provide a multidisciplinary perspective to address 

complex health challenges. The second recommendation for the City of Nanaimo is to 

introduce additional quality of life indicators. Introducing additional indicators would 
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collect data for the collective quality of life for the community. These indicators would 

allow for metrics to be introduced that can monitor and track city progress in reaching 

pragmatic health goals. An overarching recommendation is that there should be a 

heightened municipal focus around health. A heightened focus would involve training and 

education around integrating health into the municipal function. Planners should be 

equipped to conduct their work considering the health implications. A long-term, potentially 

provincial, consideration is to attach the health function to regional districts. This would 

formally merge the health function into local government. These recommendations are all 

reliant on funding and resources. However, these are actions that can continue progressing 

the health-oriented planning, improving health conditions for the community. 

This study included an impact assessment of the Live 5-2-1-0 Playboxes. 

Assessments of community-based childhood obesity prevention have been identified as a 

gap in the current body of knowledge (Golley et al. 2011; Richards et al. 2014) 

(ParticipACTION, 2016). The findings of the assessment indicate that the Playboxes are 

increasing park access rates. However, the program requires further refinement to achieve 

the desired outcomes. The first recommendation would be to prioritize lower income 

neighborhoods. Targeting lower socioeconomic groups can minimize current health 

inequities (Stone et al, 2012) (Jansen et al. 2006; Navalpatro et al. 2012; Oliver & Hayes, 

2005). The second recommendation is to ensure there is a community group willing to take 

ownership prior to implementation. Engaging neighborhood associations or community 

groups during the program development can lead to a sense of ownership, increasing the 

probability of them later taking ownership of the program. Having a community group 
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managing the program will provide the community with a sense of empowerment to adapt 

the Playbox to their desires, while providing an ongoing monitoring system. The third 

recommendation is to consider CPTED principles in the program development. CPTED 

principles would reduce the theft and vandalism that is currently compromising the boxes 

function. These recommendations are to improve the overall functionality of the Playboxes, 

and for communities to consider when implementing similar initiatives. The benefits of 

targeting physical activity have been identified as a key element in childhood obesity 

initiatives (Bascetta, 2005). When revised, the Playboxes can play an important role in 

promoting equitable physical activity.  

Recent community interventions and healthy community policy, as explored in this 

study, indicate that cities are beginning to focus on health promotion. The information 

provided in this study is important for policy-makers to consider as they explore new 

strategies to administer health care. The recommendations provided are intended to 

strengthen Nanaimo’s ability to apply a multi-disciplinary comprehensive approach to 

addressing community health, and to strengthen the function of the Live 5-2-1-0 Playboxes.  

Additionally, the recommendations are provided for Nanaimo to consider as they work 

towards meeting their community health goals, while contributing to the larger body of 

research associated with childhood obesity prevention initiatives.  
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Appendix A.  

 

Consent Form  

Consent Form  
 

 

 

An Impact-Assessment of Playboxes, A Community-based Intervention for Childhood Obesity 

 

Principle Investigator 
Janae Enns 
Master of Community Planning 
Vancouver Island University  
janae-enns@hotmail.com    

Student Supervisor 
Mark Holland 
Master of Community Planning, Department 
Vancouver Island University  
Mark@hollandplan.com   

 

Purpose 

I am a student in the Masters of Community Planning program at Vancouver Island University 

(VIU). My research, entitled “An Impact-Assessment of Playboxes, A Community-based Intervention 

for Childhood Obesity,” aims to assess the effectiveness of Live 5-2-1-0 Playbox program. My hope 

is that my research will provide recommendations to guide the implementation of similar projects 

in the future. 

Description  
Research participants are asked to complete a face-to-face research interview. If you agree, you 
would be asked questions concerning the implementation process of the Live 5-2-1-0 Playboxes, 
the outcomes of the project, any challenges you may have encountered and potential 
improvements that could be made to the program. Your participation would require approximately 
45 minutes of your time. You have the option of participating anonymously.    
 
Risk of harm to participants  
The information collected during the interview will likely be uncontroversial, and thus the research 
poses only a very small risk of harm to participants. Depending on the information you provide, 
and whether you choose to participate anonymously, there is a possibility that the information you 
provide might cause loss of social status and/or reputation.   
 
Management of Research Information/Data  
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If you choose to participate anonymously, all records or your participation would be confidential. 
Only my supervisor and I will have access to information in which you are identified.  With your 
permission, the interview would be audio recorded and later transcribed into electronic format. 
You will be provided a copy of the transcript and invited to make changes to the transcript as you 
wish (e.g. if you would like withdraw a particular statement you made during an interview). 
Electronic data will be stored on a password-protected computer in a password-protected file. 
Signed consent forms and paper copies of interview transcripts will be stored in a locked file 
cabinet in my home. Data will be deleted and shredded at the end of the project, approximately 
April 31st, 2019.  
 
Use of Research Information  
The results of this study will be published in my Masters thesis. It will be defended in front of a 
committee. Additionally, it could potentially be published in Planning or Public Health journals.  
 
Participation and withdrawal  
Your participation is completely voluntary. You may withdraw from the study at any time where 
practicable, for any reason, and without explanation. If you would like to review and potentially 
make changes to the transcript of the interview, you may withdraw up to two weeks from the time 
of being provided a copy of the transcript. If you decline to review the transcript, you may 
withdraw up to two weeks from the date of our interview. If you choose to withdraw from the 
study, all information you provided during the interview would be withdrawn from the study and 
destroyed.   
 
I have read and understand the information provided above, and hereby consent to participate in this 

research under the following conditions:  

I consent to the interview being audio recorded. 
 

Yes                                     No               

I consent to being identified by name in the products of the research. 
 

Yes                                     No               

I consent to being quoted in the products of the research. 
 

Yes                                     No               

 
 
Participant Name ________________________ Participant Signature 
____________________________    
 
I, Janae Enns, promise to adhere to the procedures described in this consent form.  
 
Principle Investigator Signature __________________________ Date _______________  
 
 
If you have any concerns about your treatment as a research participant in this study, please 
contact the VIU Research Ethics Board by telephone at 250-740-6631 or by email at reb@viu.ca.  
 
 

  

  

  

mailto:reb@viu.ca
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Appendix B.  

Permission Form to Conduct Observations in Identified Parks 

 

The Healthy Community Approach: 

A Case Study of the Live 5-2-1-0 Playboxes 

Principle Investigator 
Janae Enns 
Master of Community Planning, Student 
Vancouver Island University  
janae-enns@hotmail.com    

Student Supervisor 
Mark Holland 
Master of Community Planning, Department 
Vancouver Island University  
Mark@hollandplan.com   

Purpose 

I am a student in the Masters of Community Planning program at Vancouver Island University (VIU). 

My research, entitled “An Impact-Assessment of Playboxes, A Community-based Intervention for 

Childhood Obesity,” aims to assess the effectiveness of Live 5-2-1-0 Playbox program. My hope is 

that my research will provide recommendations to guide the implementation of similar projects in 

the future. 

Study Description 

I will be collecting systematic observations at three parks in Nanaimo: Janes Park, Country Hill Park 

and Haynes Park. These observations will collect data on: Area User Characteristics, User Physical 

Activity Levels, Primary Activity Modes and Area Contexts. The information recorded will be kept 

anonymous, no identifiable data will be recorded. Additionally, a survey will be distributed to the 

database of registered Playbox users by the coordinator from Nanaimo’s Park and Recreation 

Department on my behalf. These users are aware that their personal contact information may be 

used by department staff. Participation in the survey is voluntary and consent must be given prior to 

beginning the survey. I will be conducting three semi-structured interviews with the program 

coordinators from: SCOPE BC, Nanaimo’s Division of Family Practice and Nanaimo’s Park and 

Recreation Department. These different techniques will provide reliable evidence assessing the level 

of impact the Live 5-2-1-0 Playboxes have had on the community, providing research to ascertain 

what childhood obesity prevention programs are most effective, which is currently a significant 

research gap. 

Nanaimo Parks and Recreation Coordinator Name ________________________  
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Coordinator Signature ________________________ 
 
I, Janae Enns, promise to adhere to the procedures described in this document.  
 
Principle Investigator Signature __________________________ Date _______________  
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Appendix C.  

 

Live 5-2-1-0 Playbox Coordinator Interview Questions 

Semi-Structured Stakeholder Interviews – SCOPE, Nanaimo Parks and Recreation, Nanaimo 

Division of Family Practice 

1. What influenced your decision to implement the Live 5-2-1-0 Playboxes? 

2. What constraints or limitations (if any) have you experienced with the Live 5-2-1-0 

Playboxes? 

3. What success (if any) have you observed since implementing the Live 5-2-1-0 initiative? 

4. What was the communities’ response to the initiative? 

5. How has funding played a role in the initiative? 

a. Where does majority of the funding come from for the program? 

b. Has provincial or federal funding been looked into, or provided in any cases? 

c. What are the grounds for allocating government funds for this initiative? 

d. How could funding be improved for future replications? 

6. What suggestions would you give to other organizations or municipalities that are looking to 

adopt a similar initiative? 

7. Are there any amendments you are considering implementing to the program? 
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Appendix D.  

 

Live 5-2-1-0 Playbox Survey for Registered Users  

 

Survey Questions were digitized using Survey Monkey  

Demographic Information   

1. How many children do you have that access the Playbox? 

a) 0 

b) 1 

c) 2 

d) 3 

e) 4+ 

*Depending on answer, the following questions will stem for child 1, 2, 3, 4+) 

2. Age Range: How old is child (1, 2, 3, etc) that is utilizing the equipment in the 

 Playbox? 

a) 0-3 years 

b) 4-6 years 

c) 7-10 years 

d) 11-13 years 

e) 14+ years 

Activity Levels   
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3. How frequently does your child engage in at least one hour of physical activity? 

a) 0 times a week 

b) 1-2 times a week 

c) 3-4 times a week 

d) 5-6 times a week 

e) Everyday 

f) Prefer not to say 

4. Is your child on a sports team? 

a) Yes 

b) No 

c) I prefer not to say 

5. Does your child have any physical disabilities? 

a) Yes, if yes please specify    

b) No 

c) I prefer not to say 

6. Would you consider your child to be in good physical health? 

a) Yes, my child is in great physical health 

b) Somewhat, my child is in adequate physical health 

c) No, my child is not in good physical health 

d) I prefer not to say 
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7. Do you think the Playbox encourages your child to be more physically active? 

a) Yes 

b) No 

c) Don’t know 

8. What would you consider your child’s activity level is when playing with the 

 Playbox equipment? 

a) Not active 

b) Moderate activity 

c) Vigorous activity 

d) I prefer not to say 

9. What equipment does your child enjoy playing with the most in the Playbox? 

*End of questions that stem from question 1 response 

Additional Demographics 

10. Job Status: Please select one or more of the following 

a) Student 

b) Part-time Employment (1-3 days per week) 

c) Full-time Employment (4+ days per week) 

d) Retired 

e)    Other: __________________________________ 

11. Annual household income: Please select one of the following 
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a) Less than $44,000  

b)    $45,000-$89,000  

c) $90,000-$139,000 

d)   $140,000-$199,000 

e) $200,000 or above 

f) I would prefer not to say 

12. Approximately how far is your residence from the park? 

a) 1-2 blocks 

b) 3-4 blocks 

c) 5-6 blocks 

d) 7-10 blocks 

e) 11+ blocks 

Access Levels 

13. How frequently do you visit parks in Nanaimo? 

a) Less than once a month 

b) Once a month 

c) Two-three times a month 

d) Once a week 

e) Two-three times a week 

f) Daily 



 

146 

14. What form of transportation do you normally take to access parks? 

a) Walk 

b) Cycle 

c) Bus 

d) Drive 

e)    Other: __________________________ 

15. How frequently do you access the Playbox? 

a) This is my first time accessing the Playbox 

b) Once a month 

c) Two-three times a month 

d) Once a week 

e) Two-three times a week 

f) Daily 

16. Are you more likely to visit a park with a Playbox than one without? 

a) Yes 

b) No 

c) Don’t know 

17. Are you more likely to visit a park with a Playbox more frequently than one 

 without? 

a) Yes 
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b) No 

c) Don’t know 

18. How did you hear about the Playbox? 

a) Word of mouth 

b) Media/advertisement 

c) Came across it in the park 

d)    Other: _______________________ 

Playbox Opinion 

19. What is your overall opinion on the Playboxes? 

a) Great 

b) Good 

c) Satisfied 

d) Poor 

e) I prefer not to say 

19. Would you like to see additional Playboxes introduced to other parks in Nanaimo? 

a) Yes, If yes please specify what parks:    

b) No 

c) Don’t know 

20. Do you think the Playbox is a necessary city initiative? 

a) Yes 
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b) Somewhat 

c) Neutral 

d) No 

e) Don’t know 

21. Do you think the Playboxes facilitate healthy activity levels in children? 

a) Yes 

b) Somewhat 

c) No 

d) Don’t know 

22. Have you experienced any problems with accessing the Playbox or the equipment 

 provided in the Playbox? 

a) Yes, if yes please specify    

b) No 

c) Don’t know 

23. What recommendations or improvements would you suggest for the Playboxes? 

24. Any additional comments regarding the Playboxes in Nanaimo? 
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Appendix E.  

 

Interview Questions and Agenda for Social Planning Nanaimo 

 Introduction to Playboxes and study 

 Semi-structured interview, discussion-based 

 Purpose is to gain a social planners perspective on community-based initiatives  

 Discussing John’s personal experience with similar initiatives  

 And explore ideas how to improve such initiatives and reach a broader audience 

 

1. You mentioned you were interested in that area of work, can you expand on this? 

2. Can you tell me a bit about you’re past initiatives that were community-based or 

oriented towards promoting health? 

3. Would you consider these past initiatives successful? 

4. What is your perspective on the Live 5-2-1-0 Playboxes? 

5. Do you think historically planners have created neighborhoods that do not 

encourage healthy lifestyles? 

6. Do you think this initiative, or something of similar nature, is something that social 

planners or planners need look into implementing? Considering obesity and diabetic 

rates dramatically increasing…  

7. Do you think small-scale interventions; such as the Live 5-2-1-0 Playboxes have the 

ability to induce a great impact? Or is there an alternative approach you would take? 

8. Are you currently working on any projects related to improving community health?  

9. Have you ever collaborated with Island Health on community-based projects? 



 

150 

10. Do you think an increase of collaboration between the fields, planning and health, 

would lead to a healthier built environment and more successful healthy initiatives? 

11. Do you see this as something Nanaimo needs to work on? 

12. Any closing comments? 
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Appendix F.  

 

Interview Questions for Dr. Dave Witty  

Founding Chair of the National Steering Committee for the Canadian Healthy 

Communities Project  

1. The Healthy Communities Project came to the forefront in planning in the 1980’s, 

what do you think were the primary reasons the concept of planning for health was 

introduced?  

2. As you are the founding chair, of Canada’s Healthy Communities Project, what led 

you to take such a leadership role in this initiative?  

a. What are some of the actions that stemmed from the project?  

b. Are you still actively involved? 

3. Do you think historically planners have constructed neighborhoods that are 

detrimental to public health? 

4. Do you think progress has been made in creating healthy environments? 

5. What are some of the steps planners can make to promote health in the planned 

environment? 

6. Do you see small-scale interventions, such as the live 5-2-1-0 as a potential 

mitigation tool? Or what would be your approach to promoting healthy lifestyles in 

suburban neighborhoods? 

7. Do you think planners today incorporate a public health perspective to their 

practice? Or is this something that can be strengthened? 
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8.  We are living in a time where public health is being brought to the forefront 

communities, what do you think a planners role in public health, or such initiatives, 

should be? 

9. How can we advance the healthy communities movement?  
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Appendix G.  

 

Interview Questions for Dr. Paul Hasselback 

Vancouver Island Health Authority, Medical Health Officer 

1. Through my research I have become aware that VIHA is quite progressive with 

adopting PlanH and Healthy Community principles of collaboration, partnerships 

and healthy community planning.  

 Would you agree with this statement? And if so- can you speak to the evolution 

of how VIHA came to adopt these principles? 

2. Your Healthy Built Environment Program works to create neighborhoods that 

promote health in the surroundings by collaboration with municipal staff and 

community organizations. Can you speak a bit more to this- how it was initiated and 

the successes you’ve seen? 

o Why do you think historically our environments were not constructed with 

public health in mind? 

3. Who are the primary contacts and from what organizations do you work with on 

collaborative public health projects? 

 Is anyone missing from the table? 

 How did these relationships come to form?  

 What actors do you think are essential to be involved at the municipal level to 

advance community-based health? 
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 On the PlanH website- Under the VIHA section it states that you have developed 

a number of multi-stakeholder Community health networks. Is this alluding to 

Oceanside, or can you expand on this? 

 Analisa Blake’s name has come up quite a bit through my research and I 

actually did send her an email as well- and was curious as to what her role was? 

4. Can you speak to some of the actions or initiatives that have stemmed from these 

partnerships? 

5. From your perspective, do you think Nanaimo is taking the right approach to 

improving public health, or what would you like to see happen? 

6. What are some of the barriers to applying a community-based preventative approach 

to public health rather than the traditional reactive one?  

7. How do you compare Nanaimo’s approach to public health services and initiatives 

to other municipalities throughout BC? 

o How can we continue to improve public health in Nanaimo? 

8. How do you see public health and public health practices in Nanaimo developing in 

years to come? 

9. What are the greatest threats to public health in Nanaimo?  

10. From a planning perspective how can we continue to advance this movement and 

bring health to the front of agendas- so it doesn’t get pushed to the background when 

the next big movement comes to play? 

11. Any closing comments? 
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Appendix H.  

 

Interview Questions for Dr. Derek Poteryko 

Medical Director for Community Health for Nanaimo 

1. Through my interviews you have been mentioned as a key player in bringing the live 

5-2-1-0 initiatives to Nanaimo, can you tell me how you became involved? 

2. Have you been happy with how the program has continued to develop in Nanaimo? 

3. Do you see a correlation between the built environment and public health? 

a. Do you think historically we created environments that promote health? 

4. From a public health perspective what is the biggest concern to human health in our 

built environment? 

5. What do you think we need to focus on to continue to improve our environment to 

promote health? 

6. John Thorn spoke a bit about the healthy communities network, which has different 

representatives across professions in Nanaimo, can you speak a bit about this? 

7. Do you think more collaboration is needed between different sectors to improve 

public health? 

8. Deborah from Nanaimo Parks and Rec, mentioned you do free events like Walk 

with your Doc, do you see these as being solutions to minimizing the socio-

economic barriers to health? 

9. How can you reach a greater audience with these initiatives? A lot of times there is 

education barriers and social barriers limiting who is informed of these programs 

and initiatives 
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10. Since you began your practice have you seen progress in creating healthy 

environments for humans?  

a. Has there been more of a focus moving from primarily a reactive-response to 

focusing on preventative measures in the medical field?  
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Appendix I.  

 

Interview Questions for Angela Wheeler 

Healthy Built Environment Consultant for the Vancouver Island Health Authority 

1. The only information I have on the Healthy Built Environment program is the 

description off the VIHA website… I was hoping you could provide me with a bit 

more details on the program and the history of how it came to be implemented.  

a. When did it initially start?  

b. Who were the key players? 

c. How has it progressed? 

d. When did you get involved?  

e. What is your role in the project? 

f. How many people are on the Healthy Built Environment program team? 

2. On the Program description it talks about how you work towards collaborating with 

planners, community organizations and other stakeholders 

a. Can you expand on this? Who have you collaborated with in the past and to 

what extent?  

3. Have you done any specific projects in Nanaimo under this program? 

4. Is it unusual for a Health Authority to focus on design elements in relation to public 

health? As historically they have primarily been focused on biomedical components 

of health 

 

5.  Can you go over some of the actions that have been a result of the program? 
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6. Do you think Nanaimo or the broader Vancouver Island is encompassing a Healthy 

Communities approach to public health?  

7. How can Nanaimo strengthen its ability to incorporate a Healthy Communities 

approach with an emphasis on community-based health  

8. Is there any long-term plans for this project? Or how do you see this project 

progressing? 

9. Is there any additional projects in the works at VIHA that are targeted towards the 

social or environmental aspects of health? 

10. How can local governments, and health authorities or organizations strengthen their 

relationships?  
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Appendix J.  

 

Interview Questions for Dr. Trevor Hancock 

Founder of the Healthy Communities Movement 

1. Can you explain how you came to develop the Healthy Community concept? 

2. What are your thoughts towards the traditional public health care system? 

3. Since the Healthy Cities concept was introduced how have you seen it progressed? 

4. Do you think the necessary changes have been made to the perception of public 

health? 

5. How do you see this movement continuing to progress? 

6. What recommendations would you give to a community that is looking to adopt this 

framework or strengthen it?  

7. What do you think the biggest constraints are for communities who are working 

towards a healthy communities framework? 

8. What role do you think planners have in promoting healthy communities? 

9. How do you think Vancouver Island is doing in promoting health at the community 

level and considering the social detriments to health? 

10. How can Vancouver Island/Nanaimo strengthen their public health approach?  

11. As cities and communities are ever-evolving and the Healthy Cities Framework was 

developed a number of years ago, is there a healthy communities approach 2.0 per 

say? That can accommodate these changes or look towards developing a more 

advanced framework to promote public health? 

 


