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ABSTRACT 

 

 Recent research on local sustainability investigates the challenges to public health 

triggered by health disparities and inequalities. Modern public health sectors recognize that 

health behavioral changes among small groups and populations are not enough to promote health 

equality and healthy communities. Many health professions stress that the physical environment 

has become a key feature for reducing health disparities and accomplishing community wealth 

by which the environment must be managed by social, economic, and demographic 

circumstances.  

 To deal with modern public health concerns and the interests of physical environment, 

many local governments devise a comprehensive plan to address public health improvement. The 

purposes of the comprehensive plan are to integrate public health interests with local policy 

sectors as well as to seek developmental growth and environmental protection. While many local 

governments attempt to reconnect between the comprehensive plan and the goals of public 

health, not all local governments do provide a comprehensive plan for public health 

improvement. 

 The variation among local governments can be explained by the concept of healthy urban 

governance which includes the nature of urban politics, collaborative actions, and existing 

population health status. Since healthy urban governance retains interactive processes to produce 

a comprehensive set of urban plans, the political market framework and urban governance are 

applied to help understand interactive processes in terms of inter-sectoral and inter-

organizational collaboration; consensus building; and advancement of political bargaining and 

negotiating instead of one-single way of urban plan.  

 This dissertation investigates four questions to explore the policy choice of 

comprehensive planning to explicitly address public health: 1) which local contextual factors 

affect the adoption of the comprehensive plan, 2) to the extent of the first question, which factors 

including urban politics and collaborative planning governance create the integrative set in order 

to incorporate public health in local policy sectors , 3) which health outcomes and factors 

associated with the existing population health status influence the adoption of the plan, and 
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finally 4) to the extent of third question, what are the direct and indirect causalities among health 

factors, urban politics, and the adoption of the plan. 

 In terms of the above research questions, this dissertation highlights three theoretical 

perspectives. The first perspective is urban politics by which a political institution takes into 

account the mediating effect of institutions as a product of interactive processes among elected 

politicians, the community, and interest groups. It is more likely for the politics in healthy urban 

governance to be highlighted in terms of collective will and whether or not a political institution 

can pursue a majority rule. Second is the multidisciplinary policy action which encompasses the 

joint actions among inter-sectoral and inter-organizational collaboration. This perspective 

suggests that, rather than bureaucratic fragmentation, health policy oriented specialization and 

professionalization, the multilateral policy actions should be operated in light of collective will, 

shared norms, and agreements. Third is a place-based population health which views population 

health as differently shaped by existing physical, social, and environmental conditions. 

Moreover, this view concentrates on the presumption that the creation of efficient and effective 

interaction among people, environment, and economy comes first so as to increase high 

accessibility toward physical activities; so as to promote social inclusion; and so as to enhance 

social connectivity. 

 In five published data sources (i.e, 2011 survey of ‘Comprehensive Planning For Public 

Health’, U.S Census Bureau, National Population Health in Wisconsin Health Institute, 

Municipal Year Book), Heckman Selection Model and Path analysis are utilized as analytical 

methods. The empirical results explore whether urban politics, collaborative planning 

governance, and place-based population health influence the adoption of the comprehensive plan 

and the integrative sets of the plan.  

 The empirical evidence shows that the adoption and integrative set of the comprehensive 

plan for public health improvement are a product of the willingness of local politics which 

represent governmental responsibility and accountability; a product of inter-sectoral policy 

collaboration; a product of collective action between local planning agencies and health 

departments; a product of poorly-shaped community health status; and a result of the mediating 

role of political institutions with community health status. 
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 This dissertation suggests that the combination of entire urban plan and the goals of 

public health is an aggregated preference of citizen, local politics, governing bodies, interest 

groups, and existing population health status, and physical environment. To achieve the 

comprehensive set of the urban plan, the local politics should have not only a strong willingness 

to commit but also a mediating role reflecting community-wide needs of population health. On 

the other hand, the administrative function of both planning and health agencies should create a 

collective will to reduce organizational and policy sectoral goal conflicts, resulting in 

multidisciplinary policy commitments and formulation of an integrative set of urban plan.  

 Lastly, this dissertation provides an agenda for future research. First, the effects of 

regional organizations and state governments can be expanded by the assumption that the 

benefits of physical environment cannot be isolated. Regional-wide organizations, as much as the 

unit of local government, can have a critical role in attracting the collective actions of local 

governments which attain the summative benefits of improved public health. Second, while this 

dissertation tests the policy output of local government, the policy outcome of the comprehensive 

plan for public health must be investigated in the future. Since the data for the adoption and 

integrative set of comprehensive plan are restricted in 2011, testing health outcomes cannot be 

attributed to the effect of the plan. To establish a synthesis of theoretical and analytical models, 

this dissertation will be expanded from analysis of policy output of local government to analysis 

of policy outcomes as improved public health.  
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CHAPTER I 

INTRODUCTION 

 

I-1. Current Insights in Public Health 

 

 Recent attention to local sustainability efforts investigates the challenges to public 

health triggered by health disparities and inequality. In the modern public health sector, it is 

recognized that health behavioral changes among small groups and populations are not 

enough to promote health equality and a healthy community (Marmot & Wilkinson, 1999). 

Many health professions insist that the environment has become a key feature for reducing 

health disparities and accomplishing community wealth while the environment has to be 

managed for social, economic, and demographic circumstances (McCarthy, 1999). 

 The emphasis on environment has been focused using the principles of the Rio 

Declaration and Agenda 21. Beyond that, the principles are based on the balance and 

integration of environmental protection, economic development, and social values. The 

central argument of this integration is to promote high quality of life and human well-being 

and a healthy community (Price & Dube, 1997). That is, the eventual goal of public health 

improvement is a prerequisite for achieving sustainable community and development. 

 Regarding the insights of principles of the Rio Declaration and Agenda 21, there are 

two important features. The first is the emphasis of a precautionary and preventive approach 

to improve public health. Contrary to historical perspective, the current public health 

perspective focuses on ex ante public health solutions. That is, rather than formulating health 

policy and health care systems after public health problems take place, it is important to 

prevent public health problems beforehand as well as to interpret the problems through 

diverse social angles and policy sectors. According to Corvalan et al. (1997), modern public 

health agendas emphasize how we create the built environment and what governmental 

actions produce. 

 The second is the ways the built environment is regarded as a method for the 

precautionary and preventive approach. The concept of the built environment is a recent 
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lexicon to investigate the impact of physical, ecological, and social environment on public 

health. Achieving the built environment is “the way of solving health disparities through 

environmentally friendly developments -coined smart growth and sustainable development- 

that emphasize housing and transportation choices, as well as public and private investment 

that promote physical activities, cleaner, safe community, access to health care and healthy 

foods” (Hutch et al., 2011. 587). That is, building the physical environment helps local 

communities eliminate “the factors disproportionately contributing to poor health outcomes 

for disadvantaged and vulnerable communities” (Hutch et al., 2011. 587).  

 To achieve the built environment, Lee and Rubin (2007) argue that various policy 

sectors such as land use, transportation, housing, economic development, environmental 

planning, public health, conservation of natural resources and open spaces, among others, are 

involved in the creation of the physical environment. That is, the scope of the built 

environment is expanded from a micro-perspective of landscape to a macro-perspective of 

multi-disciplinary policy fields. According to Lee et al. (2008), the physical environment 

should be operated through maximizing organizational and cross-policies’ collaboration. This 

collaborative action depends on governmental strategies and political willingness, resulting in 

allowing the citizen to access an improved physical environment.  

 To deal with modern public health concerns and the interests of the built environment, 

many local governments devise a comprehensive plan to address public health. The purposes 

of this comprehensive plan are to integrate local policy sectors with public health objectives 

and to carry out public health improvement as well as developmental growth and 

environmental protection. This local governmental effort reflects the important insight that 

“the failure to adapt the well-organized urban plans has resulted in the promulgation of health 

adverse environment as a norm and not the exception” (Frank & Kavage, 2008. 214). In 

short, local governments need to devise the governmental strategies for public health 

improvement incorporating various policy sectors.  

 The collaborative practices of the built environment and public health can be 

incorporated into smart growth practices. In general, smart growth cannot be defined easily, 

but its objectives are quite clear in the context of the growth management movement. The 

first generation of growth management was related to growth control and likely to be an 

exclusionary approach to deal with urban sprawl. However, the first growth management 

generation is criticized for failing to resolve suburban sprawl issues such as requiring lower 
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density, urban boundaries expansion, loss of farmland and green space, and so on, resulting in 

increased Vehicle Miles of Travel (VMT), physical inactivity, and land use segregation, 

among others (Burchell et al., 2000; Downs, 2001; Downs, 2005).  

 On the other hand, the smart growth movement redirects the approaches regarding 

undesirable growth and sprawl. According to Feiock (1994. p. 211), “smart growth 

management seeks to redirect rather than reduce growth in order to protect the environment, 

preserve desirable community attributes, and ensure orderly and responsible development” 

(Seidel, 1980; Park, Park & Lee, 2010). Downs (2004) defines the movement of smart growth 

management as governmental regulatory policies and processes for resolving sprawl and 

adjusting future growth. Furthermore, the urban development patterns in smart growth 

management are highly correlated with preserving the physical environment and improving 

public health (Kelly, 1995; Knaap, 1985; Nelson & Duncan, 1995; Anthony, 2004; Howell-

Moroney, 2007; Park, Park & Lee, 2010).  

 Regarding governmental efforts to achieve smart growth, there are several types of 

smart growth practices – inner-community development (i.e., infill or brownfield 

development, mixed use development), and sprawl control (i.e., a program for the transfer of 

development rights, community designs with smaller lot size as a density development, 

design near transit to increase connectivity and infrastructure development, walkable streets). 

These types of land use plans have similar objectives such as reduction of negative effects of 

sprawl and undesirable growth, the promotion of positive effects of environmental protection, 

green space conservation, density development, farmland protection, and production of 

affordable housing, efficiency of transportation and mobility, as well as satisfying public 

health improvement.  

 Along with the smart growth movement, the formulation of the comprehensive plan is 

re-highlighted in terms of the connection of urban plan and public health. In general, the 

comprehensive plan has been characterized by “1) the inclusion of all of the land subject to 

the planning or regulatory jurisdiction of the local government preparing the plan, 2) the 

inclusion of all subject matters related to the physical development of the community, and 3) 

a relatively long time horizon” (Kelly & Becker, 2000. 2). In addition to these general 

characteristics, current comprehensive plans shape the integration of urban plans and public 

health objectives which helps facilitate linking traditional community plans (i.e., 

transportation, land use, economic development, open space conservation, recreation facility, 
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and housing) with public health features (i.e., physical activities, obesity, mental health, 

healthy food, health care, and safe community) (Schively, 2007). 

 While many local governments attempt to connect between comprehensive plans and 

the goals of public health, not all local governments do provide a comprehensive plan for 

public health improvement. This deviation among local governments can be explained by the 

mechanism of healthy urban governance which includes the features of urban politics and 

governance, collaborative planning, and placed-based population health. Healthy urban 

governance provides the political framework of urban plan and design in considering the 

interactive processes among elected politicians, administrative bodies, and various 

stakeholders. The aims of the interactive processes are more likely to increase the ability of 

departmental or policy sectoral collaboration; to achieve consensus building; and to advance 

political bargaining and negotiating instead of one-single type of urban plan (Dooris, 1999). 

 Corburn (2009) stresses that new urban politics for healthy urban governance is 

determined by the willingness of elected or appointed officials who respond to the needs of 

the public as much as the needs of specified interest groups. Within the urban governance 

perspective, the political institution takes into account the mediating effect of institutions as a 

product of interactive processes among politics, community, and interest groups (Lubell, 

Feiock, & Ramirez, 2005; Gerber & Phillips, 2003). That is, the politics of healthy urban 

governance can establish the collective will based on whether or not the political institution 

can pursue a major rule. 

 On the other hand, since an urban plan must combine various aspects of public health, 

the comprehensiveness of the plan has to be a premise to link a designed set of urban plan 

with actual implementations. This means that, when producing a well-designed plan for a 

healthy city, urban politics and the governing body should combine multiple policy sectors 

and pursue cross-disciplinary collaboration instead of bureaucratic fragmentation, health 

policy-oriented specialization and professionalization. According to this, collaborative 

planning governance conceptualizes the methods for coordinated and cooperative planning. 

Collaborative planning governance highlights joint actions of multi-sectoral and cross-

boundaries of the policy arena (Reilly, 1998; Emerson et al., 2011; Kettle, 2006; Bryson et 

al., 2006; Ansell & Gash, 2007). From this perspective, to produce a comprehensive plan to 

explicitly address public health, multilateral policy actions should be operated in terms of 

collaborative efforts, shared norms and agreements. 



5 

 Lastly, urban politics must admit the context of place-based population health. Place-

based population health views that population health is differently shaped by the existing 

physical environment, and it provides the conditions or criteria to decide the specific health 

policy and urban development plan. This place-based population health is based on the 

presumption that the creation of efficient and effective interaction among people, 

environment and economic place comes first so as to increase high accessibility toward 

physical activities areas; so as to promote social inclusion; so as to enhance social 

connectivity (Dreier el al., 2004; Gieryn, 2000; Graham and Healey, 1999; Hyden, 1997). 

That is, the composition of social, economic, and environmental condition is one of the 

influential determinants of population health which affects health behavior. Thus, to reduce 

health disparities and inequalities, the investigation of social structure, community social 

network, physical environment, distribution of material resources, and so on, should be 

predicted to produce the urban policies and plans for public health improvement. 

 In sum, this dissertation primarily explores the factors affecting the adoption of 

comprehensive plan to address public health. Contrary to traditional approaches, the current 

perspective concentrates on the creation of the built environment which is a crucial method to 

improve public health. Since the sustainable environment is achieved by multifunctional 

policy actions and cross-disciplinary collaboration, a comprehensive plan for public health 

improvement is highlighted by the perspectives of coordination and collaborative 

governance. To that extent, this dissertation focuses on urban politics and governance, 

geographical, and population health status to investigate the variation of whether or not local 

governments adopt a comprehensive plan to address public health. 

 

I-2. Dissertation Objectives and Significances 

 

 This dissertation analyzes three perspectives to explore the adoption of 

comprehensive plans to address public health: 1) urban governance and urban politics, 2) 

collaborative planning governance, and 3) place-based population health status. Using these 

three perspectives, this dissertation investigates four questions; 1) which local contextual 

factors affect the adoption of a comprehensive plan explicitly for public health, 2) which 

factors create the comprehensiveness of the plan, 3) which health factors associated with 
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place-based population health status influence the adoption of a comprehensive plan to 

explicitly address public health, and 4) what are the direct and indirect causal relations among 

health factors, urban politics, and the adoption of comprehensive plan. 

 Regarding the four questions, this dissertation investigates the factors affecting the 

output of local governmental policy actions for improving public health. Furthermore, 

through theoretical and analytical findings, this dissertation argues that comprehensive plan 

for improving public health must be reached as; 

 

1) A result of the willingness of local politics 

2) A result of multi-disciplinary policy functions 

3) A result of collective action between local planning and health departments 

4) A result of population health factors and outcomes existing in the community 

5) A result of the mediating effect of political institutions with population health status 

 

 To investigate the above questions, this dissertation emphasizes four dimensions that 

represent unique contributions to providing advanced literature and building a theoretical and 

analytical framework. First, this dissertation focuses on both city and county level 

government since city and county governments are the major players in the field of 

comprehensive plan for designing entire community development patterns and future 

direction. The recent approach to comprehensive plan for public health has been viewed as 

indicators of distributional preferences of communities and regions, especially with respect to 

equitable allocation of resources and public facilities (Aytur et al., 2008. 368). Furthermore, 

the inter-jurisdictional (i.e., the context of city – and county wide) policy commitments are 

emphasized by the benefits of a comprehensive plan which coordinates diffuse multi-

disciplinary policy actions toward overall public health. Thus, focusing on both city and 

county government is reasonable to address the creation of comprehensive plan which 

explicitly presents ways to improve public health.  

 Second, this dissertation expands the general perspective of the public health sector to 

a combination of various local policies and comprehensive plan for public health 

improvement. Previous smart growth and community sustainability literature provides 

various insights into the adoption of specified policies which are related to land use 

regulation and environmental conservation. However, few studies provide a comprehensive 
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set of smart growth programs and policies (Ramirez, 2009; Glickfeld & Levine, 1992). That 

is, many studies concentrate on accounting for the adoption of isolated instruments such as 

growth control and securing environmental space, not including the sphere of public health. 

Likewise, whereas public health studies deal with public health disparities and health care 

systems in a locality, focus on the mechanism for the adoption of comprehensive plan 

incorporating public health is rare. Thus, this dissertation attempts to integrate the 

comprehensive plan within the movement of smart growth, community sustainability, and 

public health, while local contextual factors account for the inclusion of public health criteria 

in the comprehensive plan of local governments. 

 Third, this dissertation elaborates on urban governance and urban politics. Recent 

community design and planning for managing physical environment emphasizes the 

professional urban plans and strategies of healthy cities (Corburn, 2009). Urban governance 

in healthy cities proclaims that collaborative actions include local stakeholders and governing 

bodies such as urban politics, citizen, interest groups, planning, and health department 

(Portney, 2003). That is, the urban planning boundaries of public and private actors in urban 

governance have been blurred since the reciprocal political actions and participation of 

stakeholders are the usual process for local policy decision making (Graham & Marive, 2001; 

Fishman, 2000). To the extent of urban governance, urban politics and planning processes 

must counterbalance the conflicts to achieve collective policy actions and benefits since 

various conflicts over the narrowly-concentrated interests of land development, 

environmental preservation, and public health exist in a locality (Majone, 1989). On the other 

hand, public health studies measuring the determinants of public health outcomes and health 

plans in local governments are less likely to focus on the effects of institutionalized 

comprehensive plan to promote public health (Costich & Patton, 2011). Even though many 

studies expect plausible causalities between existing population health outcomes and 

institutionalized public health plans and policies, the investigation of this causality is rare. 

That is, institutionalized comprehensive plan for public health is importantly addressed by the 

reflection of the aggregated preferences about community-wide population health  

 Fourth, this dissertation investigates the factors affecting the adoption of 

comprehensive plan to explicitly address public health. Contrary to the traditional approach 

of health care systems and isolated policy tools in local health policies (Aytur et al., 2008), 

this dissertation scrutinizes factors influencing the adoption of comprehensive plan for public 
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health which promote long-term public health improvement under urban politics, economic, 

social, and environmental conditions (APA, 2011). Moreover, this dissertation tests the 

effects of place-based population health status in a community with a comprehensive plan to 

address public health. Previous studies of public health policy choice in environmental health 

and public health management literature have narrowly developed the factors of socio-

demographic status without broad sets of public health indicators. This dissertation utilizes 

population health status which is changed by the expanded scope from an isolated socio-

demographic status to synthetically constructed indicators including health behaviors, clinical 

care, socio-economic factors, and physical characteristics. By using the sophisticated 

population health status, this dissertation tests the policy endogenity of comprehensive plans 

for public health regarding population health status. That is, in terms of local governmental 

actions about population health, whether or not an expansion of comprehensive plan for 

public health might depend on entire community needs, by either communities which already 

have high level of population health status or low level of health status. Thus, through testing 

the relationship between population health indicators and policy endogenity, this dissertation 

attempts to provide implications regarding the mechanism of the adoption of comprehensive 

plans for public health. 

 

I-3. Overview of the Dissertation 

 

 (Chapter 2) This chapter provides recent focuses of public health in coordination with 

the physical environment. In particular, chapter 2 offers overviews of the three realms of 

public health and current urban studies (i.e., healthy city, new urbanism, and healthy urban 

governance). The three realms concentrate on the role of local government, specific policy 

methods, and interactive processes of urban politics in order to establish the combination of 

social, economic, and physical environment which result in public health improvement. 

 (Chapter 3) With regard to the three perspectives of urban studies, chapter 3 points 

out the importance of comprehensive plan for public health improvement. This chapter 

indicates that a comprehensive plan is considered as a method to correspond with the goals of 

local policies and planning practices adjusting the future community development. Likewise, 

the comprehensive plan is emphasized by its accordance with the best promotion of 

efficiency and effectiveness of social, economic, and physical conditions. Along with the 
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features of comprehensive plan, this chapter expands the scope of classical growth machine 

politics to interactive politics for integrative decisions. 

 (Chapter 4) This chapter primarily provides the theoretical framework. The 

mechanism of healthy urban governance described in chapters 2 and 3 leads the theoretical 

perspectives of institutional analysis, collaborative planning governance, and place-based 

population health. These theoretical arguments develop the hypothetical expectations and 

analytical framework for the adoption of comprehensive plan.  

 (Chapter 5) Regarding the theoretical framework in chapter 4, this chapter consists of 

empirical designs including unit of analysis, data sources and measurement, data evaluation, 

descriptive statistics, and analytical model specification. Through this chapter, overall data 

structure and measurements are examined to test empirical models. 

 (Chapter 6) This chapter tests the empirical model developed by chapters 3, 4 and 5. 

This chapter employs the selection model and path analysis which investigate the effects of 

urban politics, and the mediating role of political institution, collaborative planning 

governance and place-based population health on the adoption of comprehensive plan for 

address public health. 

 (Chapter 7) This chapter summarizes the statistical results and academic implications. 

Moreover, this chapter adduces the practical implications. Finally, this chapter suggests 

future study which strives to overcome the limitations of this dissertation. 
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CHAPTER II 

PUBLIC HEALTH AND HEALTHY CITY 

 

      Healthy city is an insightful concept which addresses how the role of local 

government is emphasized in establishing the social and physical environment, resulting in 

public health improvement. In 1986, the concept of health city was first instituted by a 

meeting of health professionals at the meeting of the World Health Organization (WHO) in 

Copenhagen, and the healthy city project was proliferated by the formal enactment of the 

WHO Regional Office in 1996. Regarding the new paradigmatic approach, the WHO (1994) 

operationalizes the definition of ‘health’ as: 

 

“Health is a state of complete physical, mental and social well-being and not 

merely the absence of disease or infirmity. The enjoyment of the highest attainable 

standard of health is one of the fundamental rights of every human being without 

distinction of race, religion, political belief or economic and social condition” 

(Price & Dube, 1997. 10-11).  

 

 After the initiation of healthy city project, the urban design and plan became essential 

to promote public health. Instead of the historical perspective of public health such as 

sanitation, immunization, personal diseases, the new paradigm of the healthy city project 

stresses that preventive and precautionary strategies emphasizing the creation of physical 

environment are as important as the social, economic, and environmental determinants of 

public health interpreted by multilateral efforts. Hancock and Duhl (1986. 24) define a 

healthy city as: 

 

“A healthy city is one that is continually creating and improving those physical and 

social environments and strengthening those community resources which enable 

people to mutually support each other in performing all the functions of life and 

achieving their maximum potential.” 

 

      Above the definition provides the insights that, rather than passive action of public 

policy providing public health strategies, enthusiastic personal and community actions are 

necessary; the efforts of local governments continuously take all public health account in all 

policy and institutional design (Hancock, 1993). To this account, Leeuw (2009) ascertains 

that, traditional public health policy and health care systems are almost the same across 
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municipalities and states due to the lack of competencies in the production of health care 

(Green, 1998). However, the conceptualization of healthy city focuses on a unique 

combination of institutional, social, and political intervention under a unique urban context 

for public health (Tsouros, 1994). Table 1 demonstrates the integrated health promotion 

strategies for current and future challenges (Jackson et al., 2007. 77). 
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Table 1. Health Promotion Strategies, Levels and Cross-Cutting Actions 

 

Levels Structural Social/Group Personal Behavior 

Health Promotion 

Strategies 

Building healthy 

public policies 

Creating structural 

environments to 

support health 

Strengthening 

community action 

Creating social 

environments to 

support health 

Developing 

personal skills 

Creating 

environments to 

support healthy 

personal decisions 

Key Action 

- Inter-sectoral collaboration and inter-organizational partnerships 

- Participation and engagement in planning and decision-making 

- Healthy settings (e.g., healthy schools, healthy workplaces, healthy municipalities) 

- Political commitment, funding and infrastructure for social policies 

- Multiple strategies at multiple levels across multiple sectors 

- Awareness of socio-environmental context 

 

(Source: Jackson et al., 2007. 77) 
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    Within the context of healthy city, three types of formal approaches are demonstrated 

to connect between public health and urban plan- social justice, political economic theory, 

and environmental theory. First, social justice acknowledges the differences of social 

composition and position (Duhl & Sanchez, 1999. 7-8). In terms of the reality of unequal 

social positions and conditions, society should have the responsibility and accountability to 

solve social segregation regarding health disparities. This perspective concentrates on the 

community endogenous factors that determine social health characteristics which must be 

controlled by different institutionalization across the locations. Second, political economic 

theory explains an unequal allocation of any resources in terms of narrowly-focused interests 

toward public health. Rather, a macro perspective of the broad set of a public health plan, the 

power relationships, and the preference of political alliances structuralize the allocation 

methods of public health strategies (Minkler et al., 1995). Third, environmental theory 

focuses on the physical environment. Rather than emphasizing personal medical treatment, 

neighborhood environment, physical environment, and ecological environment determine 

public health status which is a cornerstone of the built environment (Tesh, 1990).  

      In sum, the paradigm of the healthy city is characterized by transforming strategies for 

public health from medical treatment and personal disease to the creation of physical 

environment corresponding with the social, economic and environmental determinants; 

emphasis on the role of local governments which requires “the commitment of local 

governments has to be a central role, not running the project” (Hancock, 1993. 8). Also, to 

build a healthy city, responses to health inequality and disparities must be included in the 

institutional arrangements of local governments, and then it must be developed by multi-

disciplinary policy sectors in order to reduce and deal with the risks of public health 

problems. Along with this perspective, re-connection of urban plan and public health shapes 

better places and builds communities’ assets for public health improvement (Minkler, 1994). 

And, the term of urban governance, characterized by the interaction among politics, political 

alliances, citizen, governing bodies, local stakeholders, and locational differences, accounts 

for the current public health objectives which are diluted by all boundaries across urban 

policies. Figure 1 below presents the framework of urban governance incorporated with the 

healthy city perspective (De Leeuw, 2001. 36). 
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(Source: De Leeuw, 2001. 36) 

 

Figure 1. Framework of Urban Governance incorporating with Healthy City 

 

II-1. Public Health and New Urbanism 

 

 In recent years, new urbanism is one of the perspectives underpinning the solution of 

urban sprawl related to public health problems, and it helps us to understand the creation of 

the physical environment in local governments. The expansion of urban boundaries and 

population growth leads ‘urban sprawl’ which is a problem of disordered urban structure, a 

problem of growth-oriented development, and a problem of urban expansion into suburbs. 

According to Frumkin (2003. 4), urban sprawl involves not a single social problem but 

multiple problems which include “low residential and employment density; separation of 

distinct land uses such as housing, work places, commercial area; low connectivity among 

destinations; weak and dispersed activity centers and downtown; and heavy reliance on 

automobiles with few available transportation alternatives.”  

 Recent studies suggest urban sprawl causes public health problems such as obesity, 

mental health problems, car accidents, high rates of asthma and other respiratory illnesses, 

and more (Rutt et al., 2008; Frank & Kavage, 2008). This trend connecting urban sprawl and 

public health provokes a major shift from growth-oriented development to the environmental 

preservation. (Frumkin, 2002).  

The social movement of smart growth and sustainability development reflects this 

trend by suggesting new growth and development must preserve natural and green space and 

satisfy desirable community development in terms of orderly and responsible development 

rather than reducing urban growth and development (Feiock, 1994. 211; Park, Park & Lee, 

2010).  
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 Following this social movement, regulatory policies and processes in local 

governments aim to develop in a way that resolves urban sprawl and adjusts future growth. 

That is, the patterns of urban construction and design are more strongly advocated. Table 2 

below shows the solution of urban sprawl in terms of smart growth practices (VTPI, 2012). 

New urbanism shares the objectives and policy tools of smart growth management.  
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Table 2. The Solution of Urban Sprawl by Smart Growth Practices 

 

 Urban Sprawl Smart Growth Practice 

Density Lower density, dispersed activities. Higher-density, cluster activities. 

Growth Pattern Urban fringe (green-field) development. Infill (brown-field) development. 

Land Use Mix Homogenous (single-use, segregated). Mixed land uses. 

Scale Large scale. Larger blocks and wider roads. Less detail 

since people experience the landscape at a distance, as 

motorists. 

Human scale. Smaller blocks and roads. Careful detail, 

since people experience the landscape up close, as 

pedestrians. 

Public Services (Schools, Parks, 

Recreational Facilities) 

Regional, consolidated, larger. Requires automobile 

access. 

Local, distributed, smaller. Accommodates walking 

access. 

Transport Automobile-oriented. Poorly suited for walking, cycling 

and transit. 

Multi-modal. Supports walking, cycling and public 

transit. 

Connectivity Hierarchical roads network with numerous dead end 

streets, and limited, unconnected walking and cycling 

facilities. 

Highly connected (grid or modified grid) streets and 

non-motorized network (sidewalks, paths, crosswalks, 

and shortcuts). 

Street Design Streets designed to maximize motor vehicle traffic 

volume and speed. 

Streets designed to accommodate a variety of 

activities. Traffic calming. 

Public Space Emphasizes private realm (yards, shopping malls, gated 

communities, and private clubs). 

Emphasizes public realm (streets, walking 

environments, public parks, and more). 

 

(Source: VTPI, 2005) 
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Since the Rio Declaration and Agenda 21, new urbanism has been re-emphasized as an 

important social movement to create sustainable communities and to satisfy smart growth 

streams. New urbanism stresses the transformation from conventional development patterns 

to environment-friendly development. That is, new urbanism is the regeneration of 

community design so as to create better places and produce a high quality of life (New 

Urbanism, 2012). Regarding the movement of new urbanism, the connection of physical 

environment and human health is a key objective.  

 The connection of physical environment and human health aims to produce the built 

environment. The built environment regenerates the community landscape through 

environmentally-balanced community design and development which enhance quality of life 

as much as efficient and effective inner-city development. Srinivasan et al. (2003. 1446) 

modify the framework of the built environment, in terms of the combination of physical 

environment and public health improvement, as follows: 

 

“The built environment includes our homes, schools, workplaces, parks/recreation 

areas, business areas and roads. The built environment encompasses all buildings 

spaces and products that are created or modified by people. It impacts indoor and 

outdoor physical environments (e.g., climatic conditions and indoor/outdoor air 

quality), as well as social environment (e.g, civic participation, community capacity 

and investment) and subsequently our health and quality of life)” (Srinivasan et al., 

2003. 1446). 

 

 This framework of the built environment shares the principles of new urbanism in 

terms of mixed, compact, and density development, open space conservation, securing park 

and recreation facilities, walkability, and connectivity (New Urbanism, 2012). These 

principles point out the rearrangement of better community planning incorporating public 

health. Barton (2009. 116) specifies the positive aspects of community design and land use 

plan toward public health as: 

 

“Good community and land use plans 1) reduce the inequalities that exist in access 

to housing, facilities and transport for different socioeconomic groups and 

vulnerable groups in the population, such as the elderly or children, 2) increase the 

amount of incidental physical activity necessary to reduce the burden of disease, 

disability and mortality due to sedentary life styles, by improving access and 

providing walkable, mixed use community, 3) contribute to improve the health of the 

population by the reduction of air and water pollution and greenhouse emissions, 
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combating the threat of climate change, and 4) contribute to a changed social 

environment by improving the liveability of streets, making them safer, improving 

communication between people and therefore improving community cohesion 

(Whitehead & Dahlgren, 1991; Butterworth, 2000)” (Barton, 2009, 116). 
 

      That is, the professions in urban planning, design, and physical changes are merged so 

as to promote the built environment. Corburn (2009) suggests, to an important extent, that the 

perspective of healthy urban governance appears as an essential approach for the built 

environment which is established by political awareness and institutional design and change 

in order to connect the professional urban plan and public health. Within this view, healthy 

urban governance underlines “where both the substantive content of what contributes to 

public health-the physical and social qualities that promote urban health- and institutional 

changes and designs that shape the distributions of these qualities across places and total 

populations are improved” (Corburn, 2009. 2).  

 

II-2. Public Health and Healthy Urban Governance 

 

 The central theme of urban design and planning responding to public health is healthy 

urban governance. One of the challenges to create healthy urban governance is the reflection 

of urban governance in considering the role of local government and coordination with 

various sectors. The processes of decision making regarding urban plans and designs go 

through interactions among governing, planners, interests groups, citizens, environmental 

groups, among others so as to achieve community consensus, departmental collaboration and 

coordination, political bargaining, and negotiation instead of a hierarchical governmental 

relationship (Dooris, 1999).  

 Dooris (1999. 371) also provides insights on Local Agenda 21 which emphasizes the 

“security of local authorities and facilitate meaningful bottom-up approach in terms of the 

participation of by all stakeholders.” Furthermore, he argues that healthy cities based on 

healthy governance are achieved by “a sense of shared ownership across departments and 

agencies, and recognition of interdependency among diverse policy arenas” (Dooris, 1999. 

371). This healthy urban governance is related to the statement of effective governance which 

argues  
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“no single actor, public or private, has all of the knowledge and information required to 

solve complex dynamic and diversified problems; no actor has sufficient overview to 

make the application of needed instruments effective, (or) the potential to dominate 

unilaterally in a particular governing model” (Ranade. 1995. 4). 

 Three models by Goumans (1998) cited in De Leeuw’s statements (2001) elaborate 

healthy urban governance. First, the health model focuses on the mechanism of healthy city 

which operationalizes the objectives of the WHO and produces the governmental intervention 

for public health improvement. Second, the city model portrays the dimension of public 

health policy fields which should be coordinated by intersectoral urban policies and actors. 

Third, the vision model, which is a method for improving public health, emphasizes the 

future benefits from healthy cities. On the other hand, this healthy urban governance 

corresponds to a holistic theory in urban design. The holistic approach in urban planning is 

related to an open-system which explains all features and elements, including humans, as a 

part of an organic system. That is, under an open-system, the urban structure and plan must 

consider the dynamic and integrated world rather than the fragmented structure (Jacob, 1961). 

Thus, the open-system encourages community or government to involve all participants who 

are positively or negatively affected by land use patterns and design.  

 In sum, the perspective of the healthy city mechanism is a core unit of urban 

governance and highlights the participatory process by all stakeholders (Pettigrew et al., 

1992). To achieve healthy urban governance those involved must achieve intersectoral 

collaboration and commitment to convince others to encourage participating in- and building 

consensus for the actions of public health improvement. This intersectoral collaboration and 

commitment evolve from strong political support and leadership, broad community 

willingness and awareness, cross-organizational strategies, administrative accountability, and 

consultation of interest groups (Hancock, 1993; Corburn, 2009).  
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CHAPTER III 

 

PUBLIIC HEALTH AND COMPREHENSIVE PLAN 

       

 From the perspective of healthy city and urban governance, comprehensive plans, 

such as master plans and general plans, shape urban environments and urban development 

patterns. Generally, the adoption of a comprehensive plan to address public health facilitates 

the integration of urban development patterns and public health improvement. In particular, 

through a comprehensive plan, local governments and communities set up their strategies for 

public health by incorporating it with their urban planning and development.  

 The core perspective of integration between health and urban planning is the creation 

of the built environment beyond the collaborative action of stakeholders, sectors, and 

organizations involved. When building a comprehensive plan, integration cannot be achieved 

using one-single way of urban planning practices. Rather, multiple and multiplex decision 

making processes are gone through and incorporated using various strategies of urban 

policies and the commitment of planning and health professionals. That is, since the 

comprehensive plan provides visions for long-term community development, the adoption or 

updating of a comprehensive plan goes through not only policy goal setting processes but 

also policy implementation.  

 According to Kelly and Becker (2000), the comprehensive plan indicates the purposes 

for local policies and planning practices to adjust future community development in 

accordance with best promotion of efficiency and effectiveness of social, physical, and 

economic conditions. That is, the comprehensive plan must be developed within the context 

of unique urban circumstances in terms of land use, transportation, housing, economic 

development, public safety, and parks and open space conservation. 

      In light of the general notion of comprehensive plans, current public health concerns 

are more likely to link urban plans with public health. This linkage corresponds to the current 

emphasis on the built environment which is a principle of a healthy city increasing public 

health improvement. Along with this principle, many local governments develop various 

strategies and plans for public health improvement. Some local governments voluntarily 
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enact health plans in a comprehensive set of local policies, while others incorporate health-

related goals and policies into existing public health policies. The generation of such plans 

not only encompasses the environmental components but also expands newly emergent 

public health issues such as long-term health care, health equity, climate change, clean water 

and air, and physical activities, and more (APA, 2011. 4). Schively (2007. 3) provides key 

points for comprehensive plans for public health as follows: 

 

“Commonly we use the definitions of health tend to ignore the built environment; 

however, there is growing interest in the link between the built environment and 

health. Comprehensive planning is one approach to linking the traditional notions of 

planning (i.e., land use, transportation, community facilities, housing, and parks and 

open space) with health themes (i.e., physical activity, the natural environment, 

public safety, healthy eating, mental health, social capital, pollutants, and 

epidemiological issues). Thus, the comprehensive plan is important to integrate the 

built environment with public health in terms of consistent sets of elements where 

health topics can be interwoven.” (Schively, 2007. 3). 

 

      Whereas the comprehensive plan encompasses the elements of urban plan and public 

health, the decision making process for the plan relies on a dynamic interaction by governing 

bodies, politics and stakeholders. Sometimes, planning processes face challenges to balance 

the competing interests of narrowly organized groups rather than bettering the health of the 

entire population (Kelly and Beck, 2000). Corburn (2009) argues that the healthy city is an 

applicable unit of explaining the planning processes which result from local political 

framework. According to him, the establishment of healthy city planning is up to social and 

political commitment in order to enhance population health status.  

  Likewise, in the literature regarding land use and urban studies, the comprehensive 

plan is defined as a product of an interactive process among local politics, interest groups, 

and other stakeholders, and it presents a contemporary planning practice. According to 

Schively (2007), since local communities have a different context of urban environment and 

policy priorities, the selective choice among the focused criteria of public health is shaped by 

local governments. Furthermore, to an extent, the integration of the built environment and 

public health restricts the land development interests in order to preserve community 

environment.  

 In this sense, in connection with smart growth practices, Downs (2005) defines this 

selective choice as the consequence of conflicts between the various interests of local 
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stakeholders, and these conflicts inherently exist since smart growth practices must be 

balanced by the goals of economic development, social inclusion (i.e., explicitly related to 

public health), and environmental protection. Also, the selective choice can be depicted by 

the aggregation of competing land development, conservation interests, and the improvement 

of public health. Thus, the mechanism of the adoption and implementation of a 

comprehensive plan must be investigated by local contextual factors. Along with this, the 

politics of the urban planning processes can explain a multidisciplinary cooperation; an 

administrative integration; and a consensus building of professionals and community, while 

the traditional politics of planning processes are criticized by the fragmentation of 

professional, administration, and community.  

 

III-1. The Urban Politics and Comprehensive Plan 

 

 The comprehensive plan encompassing various policy sectors is a sum of the local 

preferences of local elected and appointed officials who reflect the various interests of 

citizens and interest groups and mediate the conflicts over the negotiations to achieve an 

agreement.  

 From the classical perspective, land use plans for economic development is explained 

by the rules of growth machine politics arguing that pro-development interest groups as 

business elites are a strong political alliance and voice their preferences to local politicians 

(Molotch, 1976; Park, Park, and Lee, 2012). That is, under growth machine politics, the 

planning decision is isolated by dominant local political decisions since the local 

representatives are interested in short-term policies such as economic development to the 

extent of which citizens feel the benefits from those policies. Furthermore, the limited budget 

and resources in local governments reduce the capacity to build comprehensive sets of urban 

plans which satisfy all citizens and other stakeholders.  

 However, modern urban politics of land use or urban planning expand the scope of 

classical growth machine politics to interactive politics for integrative decisions. While 

traditional planning processes acknowledge the limitation to produce collective benefits and 

have complementary decisions, recent planning processes emphasize the role of local elected 

representatives in achieving sustainable communities (Kelly and Beck, 2000). The attention 

to the role of local politics focuses on how to achieve collective will and action. In the 

literature of land use and growth management, governing bodies, especially urban politics, 
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play an important role in mediating various conflicts and interests to unite agreements among 

policy stakeholders.  

 The extent of this view is constructed as the nature of comprehensive plan (Neuman, 

1998). The comprehensive plan designates the urban structure, function, and patterns; the 

priorities of citizen, and planners; local interest groups involving pro-development and 

environmental groups; policy sectors and disciplines; and regional preferences to institutional 

setting. That is, a comprehensive plan can be either the product of consensus or the resolution 

of conflicts and discord (Forester, 1989; Moore, 1986). Thus, local politics acknowledge a 

pluralist and participatory process to build a comprehensive plan rather than acknowledging a 

single-ideal actor (Gruber, 1994; Putnam, 1993).  

 Along with above statements, the comprehensive plan determines the winners and 

losers from land use development patterns. Aggregated land use decisions, especially land 

zoning, regulate the boundaries of whether or not developers can utilize the land. The land 

development based on a comprehensive plan can lead local growth which is pursued by 

economic development per se and the exclusion of entire community objectives. That is, the 

comprehensive plan determines certain groups/people that get benefits or lose benefits 

(Feiock et al. 2005). Thus, due to the nature of land use and urban planning causing conflicts, 

the comprehensive plan within the movement of smart growth and sustainable development is 

more likely to moderate a one-sided policy arena and be a policy tool for promoting 

distributive consequences. 

 On the other hand, Corburn (2009) stresses that the politics of a healthy city plan are 

related to the perspectives of place difference and total population health status. Traditional 

urban and regional plans concentrate on the production of environmental space, while new 

urbanism accentuates functional design which encompasses physical environment, inner-city 

development, and socio-economic status. That is, the politics of the planning process consider 

the creation of efficient and effective interaction between people, environment, and economy 

come first so as to increase accessibility toward physical activities area; so as to promote 

social inclusion; so as to enhance social connectivity.  

 However, the view of ‘place difference’ cannot be simplified since geographical and 

cultural differences of citizens exist. Even though interactive connectivity in a locality 

reduces the risk of health disparities and inequalities, the meaning of places, cultural life 

styles of citizens in the place, social, and economic compositions in the place are considered 
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important (Dreier el al., 2004; Gieryn, 1999; Graham and Healey, 1999; Hyden, 1997). Thus, 

the creation of a broader set of community plans by politics is definitely crucial to satisfy 

place differences under existing community conditions (i.e., social, environment, and 

economic conditions) and the awareness of citizens and governmental officials. 

 Moreover, the existing total population health status is an influential dimension to 

explain the politics of the planning process. In general, population health is related to the 

research of which social determinants influence health inequalities across social groups 

(Evans and Stoddart, 1990). According to Krieger (2008), when the forces of health 

disparities and inequalities take place in a community, the health and urban policies are 

complementary to solve them. However, a much more important thing is that social structures 

and conditions, physical environment, distribution of power and benefits, and target groups 

are more deterministic elements to explain the policy choice of urban planning (Yen and 

Syme, 1999). In other words, before blaming social inequalities for increasing health 

inequalities, existing total population health inequalities and disparities in a community can 

be not only evidence of the production of urban politics and plans but also a guideline for 

long-term public health plans. 
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CHAPTER IV 

 

THEORETICAL PERSPECTIVE 

 

      The mechanism of healthy urban governance within the healthy city paradigm 

encompasses institutional analysis, collaborative planning governance, and place-based 

population health. In general, for the comprehensive plan to explicitly address public health 

reflects the objectives of local governmental policies which determine local development 

patterns and urban design. Moreover, the comprehensive plan is characterized as a product of 

interactive political processes which mediate the various interests of governing bodies, 

interest groups, and other stakeholders. That is, the comprehensive plan expresses the 

aggregated preferences of the community.  

 Along with this, an institutional view of the urban planning process emphasizes the 

governance mechanism as interactive processes. The concept of urban governance focuses on 

overlapping realms of political, community, physical, and economic characteristics. The 

summated preferences and interactions among these realms are recognized by the processes 

of collective action (Car et al., 2002). However, the collective action and decision making 

processes inherently contain conflicts between governing bodies, stakeholders, and other 

institutions interested in individually-shaped benefits and incentives. Thus, to explore the 

adoption of the comprehensive plan, Institutional views of comprehensive plan emphasize the 

interactive and participatory processes resulting in counterbalancing of the conflicts.  

 On the other hand, the perspective of collaborative planning governance emphasizes 

an inter-sectroal commitment and inter-organizational consensus-building (Healey, 1996). 

Likewise, the creation of healthy city or healthy urban governance is based on collaborative 

policy actions. This may correspond with recent solutions for public health improvement 

which require inter-organizational collaborations to take charge of land use, economic 

development, transportation, housing, health care, climate change, sustainability, and more. 

To achieve multi-disciplinary policy action, it is important to build consensus and increase 

the commitment of diverse organizations. Once the various organizations and policy sectors 

include public health objectives, the comprehensive plan is able to shape the broad sets of 

public health features. In terms of collaborative planning governance, multi-disciplinary 
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policy action is influential to achieve a comprehensiveness of urban plan for public health 

improvement.  

 Lastly, the view of place differences and population health is a core explanatory 

dimension to attract healthy city governance. Contrary to the traditional perspective of local 

city or community as “laboratory site”, recent public health solutions highlight “the relational 

views of place and population health” which argues that the political frame for urban 

planning allows us to decide the direction of future and current urban structure based on the 

existing evidences of health disparities and inequalities (Corburn, 2009. 85). Thus, local 

politics coping with the deterministic approach of the existing health inequality and health 

disparities in community is considered important.  

 

IV-1. Institutional Analysis 

 

 Institutional analysis provides the theoretical and analytical framework to scrutinize 

patterns of policy adoption. Within institutional analysis, the perspective of institutional 

arrangement has been widely applied to public policy choice (Feiock, 2007). Furthermore, 

institutional arrangement influences policy outcome and performance since policy-

stakeholders arrange institutions to govern socially problematic situations. The institutional 

arrangement highlights the importance of contextual factors for framing and constraining 

action. Based on Ostrom’s (2005) framework, these include rule-in-use defined by formal and 

political institutions, community characteristics, and physical characteristics. Given a set of 

contextual conditions, the policy actors calculate costs and benefits of various behaviors and 

decision situations in response to each individual or group interest and act accordingly.   

      Regarding the institutional analysis perspective, explanation of the adoption of the 

comprehensive plan for public health is well addressed by the political market approach. 

Within the literature of planning and land use policy, the policy choices of local 

comprehensive plan are arranged by conflicts over the varied interests of land development, 

environmental protection, and public health improvement. Since the generation of 

comprehensive plan promoting public health improvement brings distributive consequences 

for benefits, and urban structural change determining winners and losers by narrowly 

concentrating on benefits, political institutions are considered as important mediators for the 

resolution of conflicts. 
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IV-1-1. Political Market Framework 

 

      The political market perspective provides insight regarding public policy choice. In 

general, this perspective expands the property rights model and interest groups model. In 

most cases, the property right model takes into account the mechanism for the adoption of 

land use regulations which responds to urban sprawl. This model focuses on the provisions of 

land use policies in terms of regulation of the overconsumption of public goods and negative 

effects of undesirable growth (Glickfeld & Levine, 1992). In this model, the need-based 

policy instrument is a core dimension and results from the residents’ willingness to mitigate 

environmental pollution and degradation of land use values and quality of life in smart 

growth land use practices (Chapin & Connerly, 2004; Wassmer & Lascher, 2006).  

 On the other hand, the interest groups model explains political alliances and 

competition among different groups. This model emphasizes the influence of the various 

organized groups, participating in political decision making and securing the preferred 

outcome in policy choices (Eggertsson, 1990). Lubell, Feiock, and Ramirez (2009) argue that 

various organized groups compete with each other to influence their preference more 

effectively in political arena (Park, Feiock & Kwon, 2012). Explicitly, this model posits the 

‘growth machines’ presumption that local politics is affected by political alliances between 

elected officials and development interests. That is, the development interest groups tend to 

occupy the dominant position of local politics because they attain concentrated benefits from 

political decisions. In sum, in the political decision process, interest groups are able to build 

coalitions to overcome opposition to profitable development (Logan & Molotch, 1987; 

Ramirez, 2009). 

      Regarding the property rights and interest groups model, the political market 

perspective underscores the role of political institution which emphasizes the mediating 

effects of institutions in shaping interactions among various stakeholders. Furthermore, the 

political institution takes into account market equilibrium to provide land use regulations in 

which politicians interact with local constituencies and calculate political exchange (Lubell, 

Feiock & Ramirez, 2009). This perspective is cited by many studies which examine whether 

or not political institutions have a significant role in pursuing majority rule and exchange 

their willingness and a cost of public service production regarding land use policy decisions 

and political incentives such as reelection and political careers.  
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 In addition to the study of land use regulations, political institutions in local 

governments are regarded as core decision makers and behave collectively in terms of 

preferences aggregated by political affiliation, ideology, median voter’s preferences, and 

executive structures (Clingermayer & Feiock, 2001). Hence, the influence of the political 

institution is determined by the recognition of politicians regarding the extent of their 

compensation and incentives; the extent of reflection of the community’s; and various 

organized groups’ interests (Gerber & Phillips, 2003). 

      Based on the political market perspective, transaction cost politics provide more 

concrete literature. Contrary to transaction cost economics which encompasses profit 

maximization on such private transactions, transaction cost politics emphasize a transaction 

between political gains and the cost of service production (Kwon, Lee & Feiock, 2010). That 

is, to secure political incentives and achieve a good career, elected officials have a strong 

willingness to exchange their policy power and community priorities.  

 On the other hand, the electorate comprises an important role in transaction cost 

politics. Based on the arguments of transaction cost politics, various interest groups seek their 

benefits when such transactions take place, and encourage elected officials to reflect what 

they need in the policy decision making process. In sum, elected officials inevitably interact 

with their constituencies and then rationally calculate political efficiency and loss of political 

legitimacy (Yoo & Park, 2010). Within the above perspectives, the political institution is a 

core element to create a political market perspective which encompasses property rights, the 

interest groups model, and transaction cost politics.  

 

IV-1-1-1. Local Executive Structure 

 

      Beyond transaction cost politics, ‘political efficiency’, and ‘political exchange’ offer 

the theoretical frameworks to explore political behavior and governmental policy choices. 

Local politics in local government structures are associated with political complexity which 

underscores the mechanisms of both political gains and risks behind constitutional contracts. 

Thus, elected politicians respond to community preferences and needs and interact with 

various interest groups to achieve not only political incentives (i.e., reelection, political 

career, political credit, and so on) but also governmental accountability (Park, Lee & Kim, 
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2011. 130). Based on the above presumption of executive branch institutions, the forms of 

executive structures in city are necessarily explored. 

 

IV-1-1-1-1. Municipal Government 

 

      In general, the structures of municipal governments are characterized by mayor-

council form of government and council-manager form of government. These types of 

government structures elaborate the features of local institutions in terms of balance of 

elected versus and administrative/managerial power in the executive branch of government 

(Lubell, Feiock & Ramirez, 2009. 653). In terms of the progressive reform movement in local 

political systems, the council-manager form of government appears to reduce the negative 

aspects of a strong mayor system which allows mayors to control many executive functions 

and administrative decisions. That is, by separating politics and administration, the council-

manager form of government creates policy efficiency and technical administration and 

management (Knott & Miller, 1987, p. 3). 

      The two types of government structures are salient to comprehensive plan since they 

are determined by forms of government. In terms of the mayor-council form of government, 

mayors are more responsive to broader community interests and may favor the production of 

pro-environmental policies and public health provisions. Institutional strength of the mayor’s 

office predicts the adoption of progressive development policies that impose constraints on 

new development (Lubell, Feiock & Ramirez, 2009. 653). According to Feiock (2004, p. 

368), strong elected executive structures are considered to be more responsive ways to 

produce growth management policies and have greater opportunities to represent anti-growth 

and pro-environmental development.  

 The strong mayoral system is criticized in terms of “lack of political insulation” 

(Ramirez, 2009, p. 229). This perspective suggests that mayors are more likely to be 

concerned with political incentives and less likely to have professional values. Since mayors 

are influenced by policy entrepreneurs who can be winners from certain policies and 

regulations, mayors may have a greater willingness to exchange political actions for political 

incentives and the interests of policy entrepreneurs. Thus it is possible to predict that mayors 

are more likely to interact with various stakeholders such as developers, homeowners, 

environmental groups, and civic groups. Therefore, the policy choice for environmentally-
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oriented policies and planning that encompass smart growth practices may be determined by 

which policy entrepreneurs’ groups apply greater political pressure for their preferences. 

      Regarding the perspective of “lack of political insulation,” the role of chief 

administrative official (CAO) is emphasized. Many cities with mayor-council form of 

government employ CAOs to increase policy efficiency and minimize political conflicts. 

Generally, the CAO performs administrative tasks and coordinates the city’s public services 

and policies, and even prepares budgets (Morgan, England & Pelissero, 2007, p. 70). Even 

though CAOs are prone to produce certain types of policy initiatives, the perspective of 

administrative profession and policy efficiency in consultation with elected officials may 

promote comprehensive local policies, not concentrated on certain interest groups. In sum, 

since comprehensive plan that responds to environmentally-oriented policies and public 

health provide distributive and redistributive benefits to the general public or organized 

interests groups, the structure of mayor – council form of government and CAO is more 

likely to generate a comprehensive plan to address public health and the environment. 

 

IV-1-1-1-2. County Government 

 

      Political incentives are embedded differently in the types of county government 

structure – commission form, commission-administrative/manager form, and commission-

elected executive. In general, the types of county government structure have different 

characteristics. The commission form consists of elected officials who are in charge of both 

administrative and legislative functions. This government form is criticized for having 

political corruption. A recent reform structure, commission-manager form and commission-

elected executive form, is a salient structure to prevent political corruption and weaken 

negative connection with interests groups. 

 In the form of commission-manager form, which separates executive and 

administrative functions, the elected executive is responsible for managing and controlling 

the administrative duties of the county (Renner, 2001; Svara, 1990). Although this form has 

less political corruption than the commission form, there remains a potential connection with 

various interest groups due to political incentives such as reelection. This form emphasizes 

professionalism at the administrative and executive function which results to increasing long 

term policy agendas and stepping away from political influences. Within the perspective of 
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transaction cost politics, the manager is usually less likely to face high power incentives from 

politics and more likely to have as an incentive an administrative career and lower power 

incentives operating within the public hierarchy (Frant, 1996; Farmer, 2011, p. 65-66). That 

is, the legislative and administrative/executive structure can provide theoretical arguments to 

address the variations of county government policy choices (Lubell, Feiock & Ramirez, 2005, 

p. 714). 

 Along with form of county government, the commission-elected executive form of 

government can have a positive relationship with comprehensive plan to generate the 

elements of public health improvement. Many researchers argue that the mayor-council form 

of government is somewhat more likely to produce more responsible and accountable land 

use and growth management policies than other forms of government in municipalities 

(Fleschmann, Green, and Kwong, 1992). At the county level, the growth management 

literature argues that, in spite of high orientation toward efficiency and economic 

development, the professional and administrative manager may have a as high a priority 

regarding land use and economic development as environmental preservation. However, 

since county governments are more likely to prefer community development policies in terms 

of financial advantages for local governmental budgets, the administrative manager can 

provide community redevelopment to generate tax revenue and spur investment, but not 

reduce green spaces (Downs, 2005; Orfield, 1998).  

According to Steel and Lovrich (2000), the council-elected executive form of county 

government is more actively involved in the growth management policy arena which includes 

environmental impact assessment and growth moratoria, etc. Likewise, the growth 

management policies are more likely to be characterized by the politicized policies. The 

collective will and policy decision making processes of growth management policies contain 

conflicts between many stakeholders and interest groups. Thus, Steel and Lovrich (2000) 

indicate that the commission-manager form directed county has difficulty in changing 

economic development policies in terms of budget security, and it has a strong willingness to 

stay out of the politicized policy arena.  

 Within the literature regarding the relationship between state and county government, 

the Dillon’s Rule perspective provides insight into the importance of state government 

intervention. Since Dillon’s Rule emphasizes state government authority in facilitating policy 

consistency and fair governance in terms of balanced development across jurisdictions, 
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Dillon’s Rule provides certainty for local government to produce such policies related to state 

constitutional goals and legislative interests. According to Richardson et al. (2003), the 

influence of Dillon’s Rule on growth management promotes not only the uniformity of local 

governmental action towards public service, policy decision and implementation but also 

equal opportunity for diverse social groups to receive growth management benefits.  

 However, with regard to the public health literature, the efforts of public health 

improvement cannot be isolated by upper level of governments (i.e., state and federal 

government), and local governments should cooperate. Furthermore, studies of public health 

law and regulations argue that state statutes and regulations alone cannot take into account 

the full effects of state regulations on population health (Tremper, 2010; Burris, 2010; 

Costich & Patton, 2011). Thus, the county is necessarily granted authority by state 

government, elaborating the effects of discretional authority in county government on public 

health regulations and plans.  

 

IV-1-1-2. Community Characteristics and Interest Groups 

 

      Demands for environment-oriented policies and public health are determined by 

community characteristics and interest groups since they are regarded as political lobbyists in 

the decision-making process. In general, the literature provides significant predictors 

regarding demanders for environment-oriented policies such as population size and growth, 

the percentage of white population, the percentage of highly educated population, 

homeowners, and environmental groups, among others. According to Benton (2003), Choi et 

al. (2010), and Farmer (2011), these groups have a significant impact on the selection of 

public service provisions in local government and strive to make their voices heard. 

 Local governments with large population size, growth, and high density are more 

likely to prioritize production of welfare, health policy, and environmental policies. Socio-

economic predictors such as white population, highly educated population, and median 

income are positively associated with the adoption of pro-environmental policy and land 

preservation which are positively associated with public health improvement (Park, Lee & 

Kim, 2011; Lee & Feiock, 2011). 
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 Furthermore, Aytur et al. (2008) measured socio-demographic status when 

determining land use planning. In this study, they found that, depending on race (white 

people), population growth, median income, and employment, local governments provide 

land use planning and patterns differently. The effects of socio-demographic status influence 

mixed use development and transit oriented development which increased the rate of physical 

activity and accessibility of places where citizens can exercise such as parks, street design, 

and recreational facilities. Thus, a comprehensive plan can be determined by the level of 

community awareness (APA, 2010), and socio-demographic factors can represent community 

awareness, interest in quality of life, and their health status. 

 Regarding the interest group perspective, environmental groups and homeowners 

have much interest in anti-growth coalitions and land preservation (Jeong, 2006; Clark & 

Goetz, 1994). Most urban plans with smart growth and sustainable development goals aim to 

protect the environment, preserve farmland and open space, reduce energy consumption, and 

create parks and recreation areas (Ramirez, 2009). Thus, the circumstances advance the 

interests of environmental groups (Ramirez, 2009. p. 220). Furthermore, in terms of quality 

of life and property value, homeowners positively influence environmental policy and play a 

role in Not-In-My-Back-Yard politics. Since sprawl, environmental pollution, and 

degradation negatively affect property values and public health, homeowners want to protect 

their environment and obtain land use patterns integrated with public health issues. In terms 

of the perspective of community and interest groups, the literature of public health and 

environmental health indicates the importance of community awareness for initiating public 

health plans. 

 However, the concentration of comprehensive plan for public health and 

environmental protection causes conflicts with pro-development groups’ demands. Pro-

development groups such as real estate developers, construction, and manufacturing 

industries have strong interests concerning profit maximization through land development 

rather than land preservation (Yoo & Park, 2010; Lee & Feiock 2011). O’Connell (2009) 

argues that developers and real estate interests are more likely to oppose smart growth 

policies such as infill redevelopment, rehabilitation of older buildings, and land preservation. 

Along with developmental interests, many studies argue that real estate developers and 

construction/manufacturing industries have substantial influence in land use decision making 

processes in terms of strong alliances with local politics. The growth machine perspective 
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portrays the local land use policy regime as a political alliance between those interest groups 

and local politics (Stone, 1989).  

 

IV-2. Collaborative Planning Governance 

 

 The basic notion of collaborative governance helps us to understand the collaborative 

urban plan. In terms of current comprehensive plan aiming at the integration of physical 

environment and public health, the collaborative planning governance is essential to create a 

sustainable community within the healthy city paradigm. Contrary to traditional remarks 

which separate the public health sector from urban design and planning, current professional 

efforts by both public health and urban planning claim the two sectors must have a 

complementary relationship to enhance the population’s health status (Hebbert, 1999).  

 According to public health professionals and practitioners, the provisions of public 

health are limited not only to prevent all kinds of human disease but also to bear the costs and 

expenses of health care. The movement of “New Public Health” recognizes that public health 

inequalities and disparities are not merely based on personal hereditary diseases and an 

inadequate health care system (Ashton & Seymour, 1988). That is, health professional groups 

acknowledge that public health problems come from the poorly structuralized physical 

environment as well as genetic inheritance and lack of health care provision (Harrington & 

Ritsatakis, 1995). Thus, since the physical environment determines the quality of citizen 

lifestyle, the extent of environmental pollution and health behavior, health professionals and 

practitioners recognize that urban planning acknowledges an essential method to reduce 

health risks and to become preventive strategies.  

 In addition to the movement of “New Public Health”, the movement of “New 

Urbanism” similarly points out that multidisciplinary collaboration between spatial planning 

and health sector improves public health (Barton & Tsourou, 2000; Corburn, 2005). The 

planning professionals within the movement of “New Urbanism” focus on land development 

patterns and instruments such as compact, mixed and density development, high connectivity, 

housing affordability, infill development, open and green space conservation and so forth, 

which is positively related to public health improvement (Barton, 2000; Hebbert, 1999). This 

effort of integration between urban plan and public health is grounded by not only joint 



35 

action between health and planning departments but also cooperative policy actions (Kidd, 

2007).  

 Regarding the movement of “New Public Health” and “New Urbanism”, the 

promotion of urban health does not only rely on health care reform in governmental 

institutions and policies, but it must be incorporated with collaborative governance. Basically, 

collaborative governance recognizes that multiple stakeholders govern and manage social 

concerns. This implies that collaborative governance is a term of “collaborative efforts for 

problem solving” (Reilly, 1998. 115). The extant collaborative efforts are based on mutually-

shared understandings which determine the joint action of multi-sectoral and crossed-

boundaries of the policy arena (Emerson et al., 2011; Kettl, 2006). Thus, collaborative 

governance provides the means to govern the public policy process which affects policy 

implementation and emphasizes coordination and partnership to revitalize collaborative 

governance (Bryson et al., 2006). Ansell and Gash (2007. 544) define collaborative 

governance as follows: 

 

“A governing arrangement where one or more public agencies directly engage non-

state stakeholders in a collective decision making process that is formal, consensus-

oriented and deliberative and that aims to make or implement public policy or 

manage public programs or assets.” 

 

      Collaborative governance is utilized by much of the research on collaborative 

planning which emphasizes inter-organizational cooperation and multisectoral integration 

(Healey, 1996; Innes & Booher, 1999a, 1999b; Freeman, 1997; Wondolleck & Yaffee, 2000). 

In particular, Healey (2003. 103) indicates that “comprehensive spatial vision” is a principle 

to establish a comprehensive set of urban plans in terms of rational policy process which is a 

rational decision considering different features of spaces and places. That is, to accomplish a 

comprehensive urban plan, collaborative planning governance becomes a core perspective. 

As mentioned above, collaborative planning governance is symbolized by the cross-sectoral 

integration and co-operated spatial plans in terms of the context of physical, community, 

society and economic conditions. 

      Kidd (2007) suggests that spatial planning is a fundamental perception for integrating 

sectoral collaboration. There are two central features of spatial planning: “1) static element 
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such as the location of physical structures, protection of special places, and design of urban 

form, and 2) a concern for movement and flows between different activities and territories” 

(Kidd, 2007. 162). Likewise, because spatial planning is determined by territorial 

characteristics, existing environments, and future urban reforms, the governing bodies related 

to these spatial plans must participate in the spatial planning decision making process to 

produce multilateral means of a comprehensive urban plan. Within this growing sense of 

multilateral means of urban plan, the spatial planning must concentrate on cooperation and 

coordination among sectors and organizations. When coordination is achieved, potential 

policy benefits are maximized and the resulting sustainable development and smart growth 

(Schon, 2005) reduce urban sprawl and improve environmental conditions and public health. 

     Along with expected potential benefits from coordinated and cooperative spatial 

planning, collaborative planning borrows insights from collaborative governance, indicating 

that various public policies have inter-connectivity and inter-dependency and the potential 

benefits are maximized by the jointly perceived actions (Knox, 2003; Rhodes, 2000; 

Wilkinson & Applebee, 1999). The collaborative planning perspective conceptualizes the 

dimensions explaining the ways of integrated planning efforts.  

 There are three efforts needed to create a comprehensive urban plan (Kidd, 2007. 164-

167): 1) sectoral integration, 2) territorial integration, and 3) organizational integration. 

Sectoral integration is more likely to highlight the joint activities among different policy 

domains, and this integration is represented as the one best way of collaborative planning 

governance. Opponents criticize this integration as less efficient and less effective because it 

ignores the difficulty of combining competing policy areas. However, proponents of sectoral 

integration argue that this integration promotes policy efficiency and reduces dispensable 

administrative duties and processes and enhances policy effectiveness from united efforts and 

synergy effects. Extant sectroal integration involves the integration of inter-organizations or 

inter-agencies among governing bodies or private and voluntary groups. This may expand the 

scope of urban planning to collaborative planning governance (Cowell & Martin, 2003). 

      On the other hand, territorial integration is more likely to take into account the 

different paradigmatic policies such as sustainable development, smart growth management, 

and urban governance. This integration may supplement sectoral integration by way of cross-

boundaries interaction. That is, comprehensive urban plan is not constrained by only smart 

growth or economic development. It is necessary to combine other disciplines in terms of 
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other policy objectives and goals. Thus, if we define sectoral integration as micro-perspective 

integration, territorial integration can be macro-perspective integration (Shaw &Sykes, 2005). 

Regarding sectoral and territorial integration for comprehensive spatial planning, 

organizational integration is related to service delivery or policy implementation responding 

to sectoral and territorial integration. That is, the cooperation between inter-agencies and 

organizations is highly important to maximize policy commitments.  

 In terms of spatial planning within collaborative planning governance, Kidd (2007. 

167) argues that “To be effective, a multiplicity of bilateral and multilateral interactions and 

reciprocal activity is required.” In sum, inter-sectoral and inter-organizational integration are 

represented by the notion that joint action across various policy arenas and organizations, and 

cooperative action through integration provides a way to promote the efficiency and 

effectiveness needed to create comprehensive sets of urban plans leading to public health 

improvement (Manadhar et al., 2008). 

 

IV-3. Place-Based Population Health 

 

      Place-based population health richens the perspectives of new urbanism, smart growth 

and sustainable communities in which the interaction between physical environment and 

social condition (e.g., economic, community, and environmental characteristics) is 

emphasized (Cummins et al., 2007). By the twentieth century, urban planning viewed the 

geographical boundary of urban and community as a laboratory site which applies not only 

coherent and similar urban land use policies and plans to all cities and communities but also 

political legitimacy of urban design to all population groups (Corburn, 2009. 94). With regard 

to the view of laboratory site reflecting political legitimacy, urban plans recognize consistent 

and formal intervention of government to adapt the tools of population health improvement, 

resulting in shaping urban plans. 

      However, health and planning professionals point out that the view of relational site 

can be one of reasons to cause health inequalities and disparities (Rosen, 1993). Even though 

the laboratory site view applies its methods for medical and genetic health problems well, it 

may not be a preventive and precautionary approach. Since population groups and health 

outcomes (mortality and morbidity) and health factors (health behavior and socio-economic 

conditions) are varied and embodied across places (i.e., jurisdictions), the places are thought 
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of as relational sites. The view of relational sites allows the urban plan to generate population 

health improvement in terms of community and urban context. That is, this view emphasizes 

that existing economic, social, and environmental conditions affect the extent of health 

equality and health factors, and the interaction among them, at least, betters the total 

population’s health (Corburn, 2009; Hayden, 1997). Table 3 below presents the comparison 

between the conventional view as laboratory view and the relational view (Cummins et al., 

2007. 1827-1828). 

 

Table 3. Comparison between Conventional and Relational View of Place 

Plan Section Conventional View Relational View 

Geographic 

Boundary 

Spaces with geographical boundaries 

drawn at a specific scale 
Nodes in networks, multi-scale 

Distance Separated by physical distance Separated by socio-relational distance 

Scale Resident local communities 
Populations of individuals who are 

mobile daily and over their life-course 

Service 

Distribution 

Services described in terms of fixed 

locations often providing for territorial 

jurisdictions, distance decay models 

describe varying utility in space 

‘Layers’ of assets available to 

population via varying paths in time 

and space. Euclidian distance may not 

be relevant to utility 

Space 

Description 

Area definitions relatively static and 

fixed 

Area definition relatively dynamic and 

fluid 

Space 

Characteristic  

Characteristic at fixed time point, e.g., 

‘deprived’ versus ‘affluent’ 

Dynamic characteristics e.g., 

‘declining’ versus ‘advancing’ 

Space 

Interpretation 

Culturally neutral territorial divisions, 

infrastructure and services 

Territorial divisions, services and 

infrastructure imbued with social power 

relations and cultural meaning 

Contextual 

Feature 

Contextual features described 

systematically and consistently by 

different individuals and groups 

Contextual features described variably 

by different individuals and groups 

(Source: Cummins et al., 2007. 1827-1828) 

  



39 

Haan et al. (1987) facilitates this argument that socio-physical conditions are strongly 

related, and when failure to build sustainable socio-physical conditions occurs, mortality and 

morbidity increase excessively in terms of the interaction between health behavior and the 

conditions. Along with this relationship, many studies of social environment and population 

health identify that places and human activity are strongly related, and scholars argue that the 

effects of places are not simple but dynamic and complex processes in terms of individual 

health behaviors embedded in the physical and neighborhood environment (Macintyre & 

Ellaway, 2000; Yen & Syme, 1999). Likewise, Macintyre et al. (2002) provide insights 

regarding place-based population health. According to them, previous population health 

research fails to integrate the features of composition- which explain the individual 

characteristics, context- which presents physical structure and collectivity- which implies 

social networking and support and is viewed as a part of context. That is, previously, all three 

dimensions were addressed or investigated as mutually exclusive dimensions which explain 

that population health is determined by the same health risk factors and social conditions. 

However, Macintyre et al. re-arrange the three dimensions as mutually inclusive dimensions 

and interactive relationships. That is, population health is achieved by the functions of 

interaction among compositional, contextual, and collective characteristics and also the 

functions of embedded individual health behaviors by contextual and collective dimensions.  

 The extant population health perspective helps us to understand the perception of the 

relational site view. The basic objectives of the population health perspective are related to 

reducing mortality and the morbidity. In this objective, the population health approach 

emphasizes the function of social circumstances which negatively or positively influence 

population health status (Young, 2006). The population health approach highlights that the 

health inequalities come from distributional differences of material resources and in-equal 

social status (i.e., level of income, education, family size, and social support, etc) in 

population groups as much as the focus of relational site view, (Link & Phalen, 2000; 

Mishler, 1981). Corburn (2009. 97) indicates that the population health approach answers the 

following questions: “what explains the distribution of disease and well-being across 

population, what drives current and changing patterns of inequalities in well-being across 

population groups.” To get answers to these questions, Raphael (2006. 651) emphasizes “the 

connections between politics, social support, economic conditions, health behavior and 

epidemiological approaches to promote population health.” 
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      Regarding the views of laboratory and relational sites, recent urban politics of urban 

planning processes have attempted to structuralize the combination of medical intervention- 

which prevents genetic and personal diseases and the built environment- which expands 

resources in order to allow people to access the physical environment. That is, since current 

social determinants of public health vary by interactive processes of composition, context and 

collectivity, the practices of urban plans must acknowledge the relative differences of 

existing physical environments to establish multiple meanings or methods for public health 

improvement (Graham & Healey, 1999). Thus, the perspective of place-based population 

health is important to create a comprehensive plan. However, to establish more 

comprehensive plan, urban politics should recognize not only the health disparities and 

inequalities of the present time but also understand the collective meaning of social 

determinants in order to build integrated urban plans (Healey, 1997). 
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CHAPTER V 

 

DISSERTATION DESIGN 

 

      This dissertation provides new insights into how local contextual factors influence the 

adoption of comprehensive plan to explicitly address public health as a function of 

community sustainability and smart growth, and to the extent of the influential factors, how 

the comprehensiveness of the plan is determined in terms of collaborative planning 

governance, place-based population health, and urban politics.  

      Regarding these objectives, this dissertation builds two analytical models: First, in 

terms of institutional analysis and collaborative governance, which addresses primarily 

political market framework and collaborative planning, the first analysis finds evidence 

influencing the adoption of comprehensive plan to address public health. And then, within 

municipalities which already adopt comprehensive plan, collaborative planning governance is 

operationalized as a determinant of the comprehensiveness of the plans involving various 

criteria of public health. In light of the analytical model, Heckman selection analysis is 

employed.  Figure 2 below presents the general analytical framework. 

 

 

Figure 2. Analytical Model of Heckman Selection 
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      For the second model, place-based population health emphasizes that policy choices 

related to population health need to meet the context of existing health status and 

geographical conditions. Thus, as does the first analysis, the second model explores the 

factors influencing the adoption of comprehensive plan for public health improvement in 

terms of place-based population health. To find the factors, Heckman section analysis is 

employed. 

 To the extent of evidence from the Heckman selection model, the path analysis is 

designed to determine direct and indirect effects among factors presenting place-based 

population health and the adoption of comprehensive plans. Although previous studies 

partially investigated various approaches among social determinants of population health and 

health policies, they were less likely to underline integrated models in terms of path effects 

among health factors and mediating roles of political institutions. Thus, in the second model, 

to examine path effects, path analysis is used and Figures 3 and 4 below show the expected 

direct and indirect effects among health factors, health outcome, political institution, and the 

adoption of comprehensive plan. 

 

 

Figure 3. Analytical Model of Heckman Selection Analysis 

 

 



43 

 

Figure 4. Analytical Model of Path Analysis 

 

V-1. Unit of Analysis 

 

      Since recent approaches to comprehensive plan for public health has been viewed as 

an indicator of distributional preferences of communities and regions, this dissertation 

focuses on both city and county level of government since city and county government are 

the main actors for comprehensive plan. Furthermore, inter-jurisdictional policy commitment 

is emphasized by the benefits of comprehensive plan coordinating multi-disciplinary policy 

actions diffused to all citizens. Thus, focusing on both city and county government as a unit 

of local government is reasonable to address the creation of comprehensive plan for public 

health improvement. 

      Relating to the first model, the unit of analysis is more likely to concentrate on 

municipalities. Within the main literature considering comprehensive plan in smart growth 

land use and urban planning, most land use and urban plans are constrained or articulated by 

municipal government. Specifically, the municipality level has the focused local autonomy to 

generate land use development patterns and urban designs. According to Chapman (2003. 

16), municipalities, especially cities, are often incorporated in order to manage or control land 

development patterns and the use of the land in accordance with community and 

governmental interests. Logan and Molotch (1987) argue that local land use policies, 

especially land zoning, are more likely to be the exercise of pure authority of city government 

to control local growth, residential development, and environmental preservation.  
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 Likewise, in his study of ‘the adoption of local sustainability initiatives,’ Jepson 

(2004) found that cities are more likely to pursue both developmental and environmental 

policies to take sustainability action. These actions of municipalities toward smart growth and 

sustainable development are specified by the concept of ‘city limits’ where city governments 

prefer to devise development and allocation policies rather than pursuing redistributive 

policies. That is, cities attempt to stimulate urban policies including economic growth and 

development (i.e., building construction, transportation, residential development, 

infrastructure investment) but also environmental protection (i.e., parks, recreation, and street 

maintenance services). In terms of attributes of development and allocation policies, 

municipalities can use their land based on comprehensive plan. In sum, the concept of ‘city 

limits’ and ‘scope of municipalities’ at the public service boundaries and local policies 

provide the unit of analysis in the first model. 

      On the other hand, the second model investigates causalities among factors related to 

place-based population health, political institution, and the adoption of comprehensive plan. 

Previous studies rarely deal not only with inclusive indicators such as health behavior, 

clinical care, socio-economic factors, and physical environment but also syntagmatic analysis 

of direct and indirect effects of the adoption of comprehensive plan. This model argues that 

whether or not comprehensive plan to promote public health might depend on whether or not 

county governments have a willingness to adopt health plan in response to entire population 

needs. 

    To illuminate the analytical framework, this model focuses on county government 

within the theoretical perspectives of nature of county government public service boundary 

and population health measure. Health policy literature suggests that a county government is 

a primary unit for certain policies related to population and public health. In general, the 

nature of services offered by county governments has grown since the early 1980’s from 

traditional services such as public health and pollution control (Percival, Johnson, & Neiman, 

2009. 165). Choi et al. (2009) denote that the level of county government is well suited to 

investigate redistributive policies such as welfare policy, health policy, and hospitals, among 

others, and the counties with a lower level of total population health status tend to have 

expenditures for redistributive policies.  

      Moreover, in terms of population health literature, county government is a focus unit 

to present local autonomy when dealing with total population health status. Chapman (2003) 
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tested the influence of local autonomy of county government on the structure of public health 

revenue and expenditure. Zuniga, Carrillo-Zuniga and Fos (2009) examined public health 

capability and disparities represented within county-geographical regions. Staats (2004) and 

Costich and Patton (2011) provide insights into ‘county limits’ of public health that county 

governments have a huge responsibility for the overall well-being of the county-wide 

population, and depending on the county’s public health legal infrastructure (i.e., home-rule 

reformed county, and type of health care service system) population health status is 

determined. Thus, in terms of legal structure of public health and the autonomy of county 

government, the population health and public health issues must be issued at the county 

government level. 

 

V-2. Data Sources and Measurement 

 

      Regarding the three different analyses, the adoption of comprehensive plan and the 

number of health criteria in the plan (i.e., comprehensiveness of the plan) are collected from 

the 2011 survey of ‘Comprehensive Planning for Public Health’ conducted by the American 

Planning Association (APA).  

      To analyze the first model combining with political market framework and 

collaborative planning governance, measures for most of the independent variables are 

available from U.S Census Bureau products. Specifically, the 2000 and 2010 Population 

Census are used to collect community, physical, and economic conditions. Based on data 

from the Population Census, the measurement of independent variables are constructed as 

follows: 1) percentage of white people, 2) percentage of homeowners between 2006 and 

2010, 3) percentage of people who were below poverty level between 2006 and 2010, and 4) 

per-capita income between 2006 and 2010 (2010 dollars).  

 Regarding on U.S. Census Business Pattern (i..e., Zip Code-Based Business Patterns), 

the economic conditions as interest groups, are measured by the percentage of business 

establishments in the jurisdiction involved in construction, manufacturing, industries relating 

to art, entertainment, recreation, and accommodation and food services, and industries 

relating to educational service, and health care and social assistance. 
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 Physical characteristics are measured by population growth, population density and 

distance between home and workplace. Population growth, population change between 2000 

and 2010 and the 2010 population are used. Population density is measured by the persons 

per square mile in 2010. Traffic use between home and workplace are measured by the rate of 

drove alone by car, truck or van, and the rate of public transportation excluding taxicab. 

These data are employed at the U.S Census Bureau. 

  Data regarding political institution is collected from the ICMA survey of 

‘municipality form of government (2001; 2006)’, ‘county form of government (2002; 2007)’ 

and ‘The Municipal Year Book (2010). Based on these data sources, political institutions as a 

dichotomous variable are represented by whether or not a municipal government is structured 

as a mayor-council form with CAO of municipality. Municipalities which are related to this 

type of form are coded as 1, other forms are coded 0. The political institution of county 

government is a dichotomous variable based on whether or not a county government is 

structured as council-elected executive form. A county with this type of form of government 

is coded as 1, other forms are coded as 0. 

      Data for collaborative planning governance are available from the 2011 survey of 

‘Comprehensive Plan for Public Health’ conducted by American Planning Association 

(APA). The data for collaborative planning governance are represented by the ‘support of 

public health department and planning agency’ and ‘number of policy actions coordinating 

with public health criteria in comprehensive plan’. Each of ‘support of public health 

department and planning agency’ is a dummy variable. If a planning agency supports the 

decision to include public health related goals, objectives, and policies into the 

comprehensive plan, it is coded as 1. If not, it is coded as 0. In the same sense, if a health 

department supports the decision to include public health goals in the comprehensive plan, it 

is coded 1, and if not, it is coded as 0. On the other hand, multidisciplinary planning/policy 

actions are measured by number of policy sectors which address public health related goals 

and objective of policies. The dependent variable (i.e., the adoption of comprehensive plan 

and number of public health criteria in comprehensive plan) and collaborative planning 

governance data are based on the 2011 APA survey. Table 4 below provides the 

questionnaire concerning them. 



47 

Table 4. APA Survey of Comprehensive Plan to Address Public Health 

Indicator Questionnaire Method Coded 

Adoption Does your jurisdiction adopt comprehensive plans containing explicit goals, objectives, or policies that 

address public health? 

Dummy 

(Yes or No) 

Number of Health 

Criteria 

(Comprehensiveness) 

Which of the following public health topics are explicitly addressed in your comprehensive plan? Please 

select all that apply. 

Topics: Active living, active transportation, aging, brownfields, chronic disease prevention, clean air, 

clean water, climate change, clinical services, emergency preparedness, environmental justice, 

environmental health, food access, food safety, food security, health disparities, healthy eating, healthy 

homes, health services, human services, infectious disease prevention, injury prevention, mental health, 

nutrition, obesity prevention, physical activity, public safety, recreation, social capital, social equity, and 

toxic exposures. 

Continuous 

(Summation of 

selected topics) 

Support by Health 

Department 

What reason (support by health department) contributed to your jurisdiction’s decision to include public 

health related goals, objectives, and policies into the comprehensive plan?  

Dummy 

(Yes or No) 

Support by Planning 

Agency 

What reason (support by planning agency) contributed to your jurisdiction’s decision to include public 

health related goals, objectives, and policies into the comprehensive plan? 

Dummy 

(Yes or No) 

Multidisciplinary 

Planning Action 

In your jurisdiction’s comprehensive plan, which of the following plan elements explicitly address public 

health related goals, objectives, and policies? Please select all that apply. 

Plans: Air quality, agriculture, bicycle and pedestrian, capital improvements, climate change, 

community facilities/infrastructure, economic development, environmental quality, food, health, 

housing, human services, land use, natural resources and conservation, parks, recreation and open space, 

public health, solid waste and sanitation, sustainability, transportation, and water quality. 

Continuous 

(Summation of 

selected plans) 
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      Lastly, the population health data are available from the website of Wisconsin Health 

Institute. The institute provides county health ranking and standardized health scores 

identifying health outcomes (i.e., mortality and morbidity) and health factors (i.e., health 

behaviors, clinical care, socioeconomic factors, and physical environment). All data for 

population health are continuous variables. Specifically, the standardized health scores are 

calculated using the following equation:  

State)in  Counties ofDeviation  (Standard

State)in  Counties of (Average-Value)(County 
Z  

      According to the Wisconsin Health Institute, the scores are comparable across states. 

Even though all state governance structures and specified health policies cannot be controlled 

by the equations, the facts consisting of population health are consistently established by the 

same criteria of population health except for seven measures (i.e, low birth weight, adult 

obesity, physical inactivity, sexually transmitted infections, high school graduation, air 

pollution-particulate matter days, and limited access to healthy foods). Thus, the z-scores 

standardized within states are re-standardized among sampled states using the following 

equation: 

States) among Counties Observed ofDeviation  (Standard

States) among Counties Observed of (Average-Value)County  (Observed
Z  

Both z-scores (i.e., standardized within state and standardized among samples states) are 

utilized in the analytical models, and are compared with analytical effects on the adoption of 

comprehensive plan and number of health criteria in comprehensive plan. The z-score implies 

that the highest score means worst health status, and the lowest score indicates best health 

status. Table 5 below shows the comparability of population health across states. Regarding 

the data sources and measurement, Tables 6 and 7 provide the summary of data measurement. 
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Table 5. Comparability of Population Health across States 

 Health Outcome 

Focus Area Measure Comparable Not Comparable Notes 

Mortality 
Premature Death: Years of 

potential life lost before age 75 
V  

 

Morbidity 

Poor or fair health V   

Physically unhealthy days V   

Mentally unhealthy days V   

Low birth weight V  
States do not use the same birth certificate revision, but the 

measure is reported the same on both revisions. 

Health Factors 

Health 

Behavior 

Tobacco use Adult smoking V   

Diet and Exercise Adult obesity  V Models include state-level influences that make 

comparisons inappropriate Physical inactivity  V 

Alcohol use Excessive drinking V   

Motor vehicle crash death rate V   

Sexual activity 
Sexually transmitted infections  V 

Differences in screening rates may make comparisons 

problematic even within some states 

Teen birth rate V   

Clinical Care 

Access to care Uninsured V   

Primary care providers V   

Quality of care Preventable hospital stays V   

Diabetic screening V   

Mammogram V   

Social and 

Economic 

Factors 

Education High school graduation V  Select states have state-based data reported.  

Some college V   

Employment Unemployment V   

Income Children in poverty V   

Family and social 

support 

Inadequate social support V   

Children in single-parent homes V   

Community safety Violent crime V   

Physical 

Environment 

Air quality Air pollution-particulate matter 

days 
V  Comparable where reported 

Air pollution-ozone days V   

Built Environment Limited access to healthy foods V  Alaska and Hawaii have different data sources 

Fast food restaurants V   

Access to recreational facilities V   

(Source: Population Health Institute in University of Wisconsin, http://www.countyhealthrankings.org/our-approach) 

http://www.countyhealthrankings.org/our-approach
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Table 6. Data Measurement of Political Market Framework and Collaborative Planning Governance 

Category Predictors Data Measurement Data Sources 

Comprehensive Plan 
- The Adoption 

- Number of Public Health Criteria 

- Dummy (Adopt 1, not adopt 0) 

- Continuous (Number of criteria) APA Survey 

Political Institution 
- Mayor-Council form with CAO (Municipality) 

- Council-Elected Executive (County) 

- Dummy (Mayor-council with CAO 1, others 0) 

- Dummy (Council-Elected Executive 1, others0) 

The Municipal Year 

Book 2010 

Economic Conditions 

- Construction  

- Manufacturing 

- Art, entertainment, recreation, and 

accommodation and food services 

- Educational service, and health care and social 

assistance 

- Continuous 

 (Percentage of industries relating to construction, manufacturing, 

art, entertainment, recreation, accommodation, food services, 

educational service, health care and social assistance 
U.S. Census Bureau 

Community 

Characteristics 

- White population 

- Poverty 

 

- Homeowner 

- Per-Capita income 

- Continuous (Percentage of white population) 

- Continuous  

 (Percentage of people below poverty level between 2006 to 2010) 

- Continuous (Percentage of homeowners between 2006 to 2010 

- Continuous  

(Per-capita income between 2006 and 2010) (2010 dollars) 

U.S. Census Bureau 

Physical 

Characteristics 

- Population density 

- Population change 

 

- 2010 population 

- Traffic use 

- Continuous (Persons in square mile) 

- Continuous  

(Percentage of population change between 2000 to 2010) 

- Continuous (Total number of 2010 population) 

- Continuous (Percentage of drove alone by car, truck, or van, and 

percentage of public transportation excluding taxicab) 

U.S Census Bureau 

Collaborative Planning 

Governance 

- Support of planning agency 

- Support of public health department 

- Multidisciplinary policy action 

- Dummy (Support 1, not support 0) 

- Dummy (Support 1, not support 0) 

- Continuous (Number of policies related to public health criteria in 

comprehensive plan) 

APA Survey 

Population Health 

- Health Outcome  

 (Mortality and Morbidity) 

- Health Factors 

 (Health behavior, clinical care, socioeconomic 

factors, physical environment) 

- Continuous  

 (National standardized z-score distribution) 

- Continuous 

 (National standardized z-score distribution) 

 

Wisconsin Health 

Institute 
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Table 7. Population Health Measurement 

 Indicators Measurement Year 
Health Outcome (100%)    
Mortality 

Morbidity 

Premature Death 

Poor or Fair Health 

Poor Physical Health Days 

Poor Mental Health Days 

Low Birthweight 

- Years of potential life lost before age 75 per 100,000 population 

- Percent of adults reporting fair or poor health 

- Average number in past 30 days 

- Average number in past 30 days 

- Percent of live births with weight < 2500 grams 

2006-2008 

2004-2010 

2004-2010 

2004-2010 

2002-2008 

Health Factors    

Health Behaviors (30%) 

- Tobacco 

 

- Diet and Exercise 

 

- Alcohol Use 

 

- Sexual Behavior 

 

- Adult Smoking 

- Adult Obesity 

- Physical Inactivity 

- Excessive Drinking 

- Motor vehicle crash deaths per 100,000 population 

- Sexually transmitted infections 

- Teen birth rate 

 

- Percent of adults that smoke 

- Percent of adults that report a BMI>=30 

- Percent of adults that report no leisure time physical activity 

- Percent of adults who report heavy or binge drinking 

- Motor vehicle crash deaths per 100,000 population 

- Chlamydia rate per 100,000 population 

- Per 1,000 females ages 15-19 

 

2004-2010 

2009 

2009 

2004-2010 

2002-2008 

2009 

2002-2008 

Clinical Care 

- Access to Care 

 

 

- Quality of Care 

 

- Uninsured Adults 

- Ratio of population to primary care physicians 

- Preventable Hospital Stays 

- Diabetic screening 

- Mammography screening 

 

- Percent of population < age 65 without health insurance 

- Ratio of population to primary care physicians 

- Rate per 1,000 Medicare enrollees 

- Percent of diabetics that receive HbA1c screening 

- Mammography screening 

 

2009 

2009 

2009 

2009 

2009 

Socio-Economic Factors 

- Education 

 

- Employment 

- Income 

- Family and Social Support 

 

- Community Safety 

 

- High School Graduation 

- College Degrees 

- Unemployment 

- Children in Poverty 

- Inadequate Social Support 

- Single-Parent Households 

- Violent Crime 

 
- High school graduation 

- Percent of adults aged 25-44 years with some post-secondary education 

- Percent of population age 16+ unemployed 

- Percent of children under age 18 in poverty 

- Percent of adults without social/emotional support 

- Percent of children that live in single-parent household 

- Violent crime rate per 100,000 population 

 

Varies by state 

2006-2010 

2010 

2010 

2004-2010 

2006-2010 

2007-2009 

Physical Environment 

- Air Quality 

 

- Built Environment 

 

- Air-Pollution matter days 

- Air-Pollution-Ozone days 

- Limited access to health foods 

 

- Access to Healthy Foods 

- Access to recreational facilities 

- Fast food restaurants 

 

- Air pollution-particulate matter days 

- Air pollution-ozone days: average number of days 

- Percent of population who lives in poverty and more than 1 or 10 miles 

from a grocery store 

- Percent of zip codes with healthy food outlets 

- Access to recreational facilities 

- Percent of all restaurants that are fast food 

 

2007 

2007 

2006 

 

2009 

2009 

2009 

(Source: Population Health Institute in University of Wisconsin, http://www.countyhealthrankings.org/our-approach) 

http://www.countyhealthrankings.org/our-approach
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V-3. Data Evaluation 

 

      The following Figures present a descriptive analysis of the adoption of comprehensive 

plans to address public health and the number of health criteria involved in comprehensive 

plans. This basic analysis demonstrates the variation of the adoption of a plan by local 

governments. Furthermore, this variation expects local contextual factors to account for the 

policy choices or urban planning environment of local government committing to public 

health improvement.  

      Figure 5 below indicates the variation of whether or not municipalities adopt a 

comprehensive plan to explicitly address public health (APA, 2011) using a sample of 539 

municipalities. In 2011, 30% of the surveyed municipalities (161 municipalities) adopted 

comprehensive plans. However, 70% (378 municipalities) of those surveyed did not. Figure 6 

below shows the variation of whether or not county governments adopt the comprehensive 

plan to explicitly address public health (APA, 2011) using a sample of 172 county 

governments. In 2011, while 36% of surveyed county governments (62 county governments) 

adopted comprehensive plan, 64% (110 county governments) of those surveyed did not 

(APA, 2011). 

 

 

Figure 5. Variation of the Adoption of Comprehensive Plan in Municipality 

 

Non-

Adoption 

70% (378) 

Adoption 

30% (161) 

The Adotion of comprehensive Plan 
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Figure 6. Variation of the Adoption of Comprehensive Plan in County Government 

       

      Figures 7, 8, and 8-1 below show the number of cities adopting specified health 

criteria in comprehensive plans for public health improvement. In this descriptive analysis, 

from among the total sampled municipalities (539 municipalities), the data are analyzed using 

the 161 municipalities that adopted comprehensive plans for public health. In general, 

municipalities have a tendency toward negative correlation between the number of cities and 

number of health criteria. Furthermore, municipalities are more likely to adopt public health 

criteria relating to physical environment such as active living (43.48%), transportation 

(65.22%), clean air (52.17%) and clean water (65.22), physical activity (42.24), public safety 

(70.19), and parks and recreation facilities (75.16%). This implies that most municipalities 

utilize policy sectors related to the built environment and smart growth practices (i.e., mixed 

use, compact, and density development) to promote public health improvement.   

 

Non 

Adoption 

64%(110) 

Adoption 

36%(62) 

The Adoption of Comprehensive Plan 
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Figure 7. General Tendency of Number of Municipalities and Public Health Criteria 

 

 

Figure 8. Number of Municipalities adopting Public Health Criteria 
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Figure 8-1. Percent of Municipalities adopting Public Health Criteria 

 

      Figures 9, 10, and 10-1 below provide the number of counties adopting public health 

criteria in comprehensive plans. This descriptive analysis, the tendency for relationships 

between number of counties and number of health criteria is similar to municipalities’ 

pattern. That is, based on 62 counties which already adopted comprehensive plans, counties 

have a negative relationship between number of counties and number of health criteria. 

Likewise, counties seem to adopt public health criteria associated with environmental health 

(51.61%) and emergency preparedness (45.16%) as much as physical environment such as 

active living (32.26), transportation (48.39), parks and recreation facilities (64.52%), and 

clear air (58.06%) and clean water (70.97%). This analysis indicates that, similar to 

municipalities, county governments concentrate on building physical environment to promote 

public health.  
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Figure 9. General Tendency of Number of Counties and Public Health Criteria 

 

 

 

Figure 10. Number of Counties Adopting Public Health Criteria 
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Figure 10-1. Percent of Counties Adopting Public Health Criteria 

      

      Figure 11 below indicates the policy actions of municipalities and counties which 

apply public health elements to diverse policy arenas. Within the data sampled, 20 local 

policies are operationalized by local governments, and those compound their own policy 

objectives with public health criteria. As seen in Figure 10 below, both municipalities and 

counties utilize land use, economic development, and environmental policies as a major 

policy action, whereas pure the health policy sector is less likely to be used to implement a 

comprehensive plan. In sum, collaborative policy actions related to public health are 

concentrated in the nature of the local policy arena.  

    



58 

 

 

Figure 11. Multidisciplinary Policy Actions in Municipalities and Counties 

 

 

V-4. Descriptive Statistics 

 

      Tables of descriptive statistics below are based on the municipalities and counties 

among national states. In terms of descriptive statistics, 539 municipalities and 172 counties 

adopt comprehensive plans to explicitly address public health. According to the descriptive 

statistics of municipalities, about 30% (161 municipalities) of municipalities sampled (539 
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municipalities) adopt comprehensive plans, and about 36% (62 counties) of counties sampled 

(172 counties) adopt the comprehensive plan to address public health improvement.   

      For the unit of municipalities in Table 8, about 16% of municipalities are structured as 

mayor-council form of government with CAO. This means that 86 municipalities have the 

mayor-council form of government which has a CAO. Moreover, about 41% of 

municipalities (66 municipalities) have the support of a planning agency and about 19% of 

municipalities (31 municipalities) have the support of the health department to establish  

comprehensive plans involving public health objectives and goals. About 14% of 

municipalities (22 municipalities) have the support of both planning agency and health 

department. Likewise, the diverse local policy fields utilized to incorporate public health 

criteria in comprehensive plans in which the local policy fields are operationalized range 

from 0 to 17.  

      

Table 8. Descriptive Statistics of Municipalities 

Factors Obs Mean SD Min Max 

Outcome Stage (Number of Health Criteria in Comprehensive Plan) 

Number of Public Health Criteria 161 7.416 5.345 0 27 

Political Institution 

Mayor-Council Form with CAO 

 

525 

 

.156 

 

.363 

 

0 

 

1 

Collaborative Planning Governance 

Support by Planning Agency 

 

161 

 

.409 

 

.493 

 

0 

 

1 

Support by Health Department 161 .192 .395 0 1 

Multidisciplinary Policy Actions 161 6.229 4.555 0 17 

Support by both Planning and Health Department 161 .142 .351 0 1 

Adoption Stage (Adoption of Comprehensive Plan) 

Adoption of Comprehensive Plan 
539 .298 .458 0 1 

Political Institution 

Mayor-Council Form with CAO 

 

525 

 

.156 

 

.363 

 

0 

 

1 

Community Characteristics 

Percent of White People 

 

514 

 

75.344 

 

17.961 

 

0 

 

98.9 



60 

Table 8 - Continued      

Factors Obs Mean SD Min Max 

Percent of Homeowners 513 65.333 13.967 23.1 98.3 

Percent of Poverty 513 12.270 7.826 .9 48.9 

Per-Capita Income 

- LN(Per-Capita Income) 

513 

513 

29766.3 

10.219 

11678.1 

.531 

18834 

1.081 

157538 

11.391 

Economic Conditions (Interest Groups) 

Construction 

 

469 

 

6.389 

 

2.829 

 

.4 

 

25.6 

Manufacturing 469 10.917 5.665 .5 33.5 

Art, Entertainment, Recreation, and 

Accommodation and Food Services 

469 9.708 4.229 2.7 42.2 

Educational Service, and Health Care and Social 

Assistance 

470 22.472 5.805 5.7 51.2 

Physical Characteristics 

Population Change 

 

510 

 

.248 

 

.654 

 

-.885 

 

8.928 

2010 Population 

- LN (2010 Population) 

514 

513 

77016 

10.363 

168153 

1.250 

112 

4.718 

1526006 

14.238 

Population Density 514 2625.95 2352.18 72 18229.5 

Drove Alone 469 77.388 8.085 34.1 91 

Public Transportation 469 3.107 4.612 0 45.9 

 

      Regarding Table 9 below, about 18% of counties are structured as council-elected 

executive form, and this means that 31 counties among the sampled counties have the form of 

council-elected executive structure. About 48% of counties (30 counties) have the support of 

planning agencies and about 34% of counties (21 counties) have the support of the health 

department to generate the decision to adopt comprehensive plans involving public health 

objectives and goals of policies. On the other hand, about 29% of counties (18 counties) have 

the support of both planning agencies and the health department. As with municipalities’ 

policy actions, county governments use various policy fields to compound local policies with 

public health criteria in which incorporated policy fields range from 0 to 19.  

      Finally, to confirm the overall multicollinerity problem, the correlation matrix among 

factors is provided in Tables 10 and 11. Table 12 presents the acronyms for municipality and 

county factors. 
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Table 9. Descriptive Statistics of Counties 

Factors Obs Mean SD Min Max 

Outcome Stage (Number of Health Criteria in Comprehensive Plan) 

Number of Public Health Criteria 62 7.629 6.293 0 27 

Political Institution 

Council-Elected Executive Form 

 

172 

 

.180 

 

.385 

 

0 

 

1 

Collaborative Planning Governance 

Support by Planning Agency 

 

62 

 

.483 

 

.503 

 

0 

 

1 

Support by Health Department 62 .338 .477 0 1 

Multidisciplinary Policy Actions 62 6.08 5.16 0 19 

Support by both Planning and Health Department 62 .29 .457 0 1 

Adoption Stage (Adoption of Comprehensive Plan) 

Adoption of Comprehensive Plan 172 .36 .481 0 1 

Political Institution 

Council-Elected Executive Form 

 

172 

 

.18 

 

.385 

 

0 

 

1 

Health Outcome Standardized within State 

Mortality 

172 

172 

-.348 

-.239 

.678 

.412 

-1.97 

-1.16 

1.32 

.9 

Morbidity 172 -.115 .311 -.98 .69 

Health Outcome Standardized among States  

Mortality 

172 

172 

4.34e-08 

-5.99e-08 

.999 

1 

-2.388 

-2.232 

2.458 

2.763 

Morbidity 172 1.41e-07 1 -2.779 2.589 

Health Factors Standardized within State 

Health Behavior 

172 

172 

-.216 

-.065 

.488 

.197 

-1.51 

-.59 

1.05 

.39 

Clinical Care 172 -.033 .109 -.3 .33 

Socio-Economic Factors 172 -.120 .250 -.74 .5 

Physical Environment 172 .0003 .049 -.11 .19 

Health Factors Standardized among States 

Health Behavior 

172 

172 

6.03e-08 

1.46e-07 

.999 

1 

-2.647 

-2.647 

2.591 

2.303 

Clinical Care 172 8.40e-08 1 -2.438 3.329 

Socio-Economic Factors 172 1.65e-08 1 -2.468 2.473 

Physical Environment 172 7.63e-07 1 -2.228 3.830 
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Table 10. Correlation Matrix among Municipality’s Factors 

 MCFCA WHE PVT ICM HOM CON MAN AER EHS POP PC PD DA PT PA HD MPA 

MCFCA 1.000                 

WHE 0.024 1.000                

PVT 0.033 -0.304 1.000               

ICM 0.008 0.244 -0.626 1.000              

HOM 0.064 0.338 -0.664 0.338 1.000             

CON -0.141 0.020 -0.027 -0.216 0.060 1.000            

MAN 0.146 0.017 -0.138 -0.142 0.267 -0.107 1.000           

AER -0.001 0.033 0.527 -0.267 -0.537 0.270 -0.375 1.000          

EHS 0.024 -0.034 0.3001 -0.062 -0.165 -0.424 -0.120 -0.137 1.000         

POP 0.240 -0.317 0.167 -0.052 -0.145 -0.016 -0.027 -0.005 -0.035 1.000        

PC -0.052 0.125 -0.199 0.031 0.218 0.112 -0.030 -0.147 -0.152 -0.086 1.000       

PD -0.014 -0.431 0.138 0.026 -0.356 -0.171 -0.027 0.032 -0.082 0.212 -0.198 1.000      

DA -0.021 0.330 -0.330 -0.017 0.541 -0.072 0.334 -0.365 -0.233 -0.188 0.124 -0.384 1.000     

PT 0.135 -0.409 0.167 0.153 -0.267 -0.208 -0.130 -0.015 0.176 0.402 -0.199 0.589 -0.610 1.000    

PA -0.032 0.044 0.139 -0.114 -0.112 0.076 -0.131 0.180 0.057 -0.038 -0.150 -0.102 -0.044 -0.030 1.000   

HD 0.092 -0.155 0.170 -0.123 -0.184 0.009 -0.074 0.099 0.007 0.349 -0.128 0.064 -0.163 0.164 0.343 1.000  

MPA -0.013 -0.081 0.048 -0.062 -0.106 0.099 -0.101 0.192 -0.089 0.021 0.031 -0.074 -0.088 -0.062 0.329 0.299 1.000 
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Table 11. Correlation Matrix Among County’s Factors 

 

 CEE PA HD MPA HO MO MB HF HB CC SE PE 

CEE 1.000            

PA 0.055 1.000           

HD 0.073 0.534 1.000          

MPA 0.035 0.382 0.188 1.000         

HO -0.263 0.035 0.027 0.066 1.000        

MO -0.246 0.017 0.004 0.138 0.965 1.000       

MB -0.254 0.055 0.054 -0.043 0.927 0.797 1.000      

HF -0.284 0.009 -0.037 -0.044 0.842 0.814 0.780- 1.000     

HB -0.286 0.119 -0.042 -0.066 0.821 0.786 0.770 0.876 1.000    

CC -0.261 -0.076 -0.015 0.028 0.431 0.434 0.371 0.696 0.486 1.000   

SE -0.253 -0.026 -0.007 -0.021 0.810 0.792 0.738 0.936 0.734 0.528 1.000  

PA 0.059 -0.068 -0.149 -0.168 0.313 0.241 0.378 0.469 0.250 0.281 0.420 1.000 
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Table 12. Acronym about Factors of Municipalities and Counties 

Factors Acronym 

Mayor-Council Form with CAO MCFCA 

Council-Elected Executive CEE 

Percent of White WTE 

Percent of Poverty PVT 

Per-capita Income ICM 

Percent of Homeowner HOM 

Construction CON 

Manufacturing MAN 

Art, Entertainment, Recreation, and 

Accommodation and Food Services 
AER 

Educational Service, and Health Care and Social 

Assistance 
EHS 

2010 Population POP 

Population Change PC 

Population Density PD 

Drive Alone DA 

Public Transportation PT 

Support by Planning Agencies PA 

Support by Health Department HD 

Multidisciplinary Policy Actions MPA 

Health Outcome HO 

Health Factors HF 

Mortality MO 

Morbidity MB 

Health Behavior HB 

Clinical Care CC 

Socio-Economic Factors SE 

Physical Environment PE 
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V-5. Analytical Model Specification 

 

      This dissertation consists of two analytical sections, the Heckman Selection Model 

and Path Analysis. In terms of analytical designs, there are two different empirical tests based 

on units of analysis as municipality and county government. The theoretical perspectives of 

land use and population health lead the unit of analysis in analytical models. The first part of 

the empirical design employs the Heckman selection model since the theoretical questions 

depend on how local contextual factors influence the adoption of comprehensive plan, and to 

the extent of this question, how the comprehensiveness of the plan is determined by 

collaborative planning governance and urban politics among municipalities which have 

already adopted comprehensive plan.  

      In terms of the first analytical model, the Ordinary Least Squares (OLS) regression 

appears to be the correct analytical technique since the final outcome is continuous. The 

Basic equation of OLS is written below: 

ii5i4i3

i2i10i

ε)Conditions (Economicstics)Characteri (Physicalstics)Characteri (Community

)Governance Planning tive(Collaboran)Institutio (PoliticalCriteria)Health  of(Number y




 

      Where i represents a municipality; iy  presents the number of health criteria in a 

comprehensive plan; ion) Instituti(Political is a vector of the form of local government (mayor-

council form of government with CAO); iance)ing Governtive Plann(Collabora is a vector of 

coordination between planning agency and health department and multidisciplinary policy 

actions; iistics) Character(Community is a vector of community characteristics which are percent 

of white, poverty, and homeowner, and per-capita income; istics)Characteri(Physical is a vector 

of physical characteristics which are 2010 population, population change, traffic use, and 

population density; i)Conditions(Economic is a vector of interest groups which are related to 

certain types of industries such as construction, manufacturing, art, entertainment, recreation, 

accommodation and food services, educational service, and health care and social assistance. 

     While OLS regression makes sense for analyzing the first part, the conditions of the 

data structure and theoretical perspective do not respond to OLS regression to measure the 

first part. The theoretical perspective is based on the fact that the number of health criteria in 

a comprehensive plan is determined by the adoption of comprehensive plans which explicitly 
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addresses public health. This means that, under conditions of municipalities deciding to adopt 

comprehensive plan, the municipalities consider how many health criteria are involved in 

their plan. Along with this, the data structure provides evidence that 30% of municipalities 

(161 municipalities) adopt comprehensive plans, and within those municipalities, the number 

of health criteria is counted on explaining comprehensiveness of the plan for public health. 

Hence, for the first empirical analysis, the Heckman selection model is designed. 

      The Heckman selection model mitigates the non-random selection bias (or non-

random selection subsets) for this analysis between adoption stage and outcome stage 

(number of health criteria). This Heckman selection model combines probit regression at the 

adoption stage and OLS regression at the outcome stage (Heckam, 1976; 1979). According to 

the Heckman selection model, the basic notion of the equation is written below: 

}
0Adoption if 0,

0Adoption if 1,
{Adoption when,

uVariables)nt (IndependeAdoption iii0





 

Where, the adoption is the latent of policy choice for measuring the municipalities which 

adopt comprehensive plan and it is dichotomous variable where municipalities do or do not 

adopt a comprehensive plan.  

      In terms of the equation of selection process, the equation of outcome stage (number 

of health criteria in comprehensive plan) is written below: 
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Regarding the above two stage equations of the Heckman selection model, the first part of 

equations is estimated below: 
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      In terms of the theoretical perspective, the selection stage includes the factors related 

to the political market framework (e.g., political institution, community characteristics, 

physical characteristics, and economic conditions), and the outcome stage includes the factors 

related to collaborative planning governance (support of planning agency and health 

department and multidisciplinary policy actions) and urban politics (e.g., political institution). 

      On the other hand, the theoretical perspective of place-based population health 

concentrates on county government. According to Choi et al. (2009), Percival, Johnson, and 

Neiman (2009), Staats (2004) and Costich and Patton (2011), applicable units of population 

health is indicated by the level of county government, and national data of population health, 

especially physical environment, clinical care, and health behavior are more comprehensive 

at the county-wide population. Based on this perspective, the two stages of the Heckman 

selection equation are constructed below: 

(Selection Stage) 
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      Once the evidence of influential factors on the two stage decision making process for 

comprehensive plans is found, the other empirical question is shaped by causal inferences 

among latent factors indicating population health such as health outcome and health factors 

(e.g., health behavior, clinical care, socio-economic factors, and physical environment). Since 

the theoretical perspective of population health expands the health factors from mutually 

exclusive to mutually inclusive indicators determining population health status as well as 

health outcome, the analytical model should integrate all types of health factors. Likewise, 

previous research has limitations to find the mediating role of local politics on the adoption of 

comprehensive plan that address public health. This means that local politics play an 

important role in adopting comprehensive plan based on community-based population health 

status based on whether or not an expansion of a comprehensive plan for public health might 
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depend on an entire community’s needs, by either communities which already have high level 

of population health status or low level of health status. Likewise, the causal inferences 

disclose certain health factors to find different path effects, resulting from mediation with 

local politics and resulting in the adoption of comprehensive plan.  

      To investigate this empirical test, path analysis is utilized. In general, path analysis 

shares common analytical functions with traditional multivariate modeling such as linear 

regression and logistic regression. However, path analysis assumes that actual life is not 

really matched with one-way direct effect between cause and effect. This implies that causal 

inferences should be considered by the direct and indirect path from cause to cause; from 

cause to effect; from cause mediating with other latent factors to effect. To perform the path 

analysis, eight parameters are identified to derive unique estimation in terms of the index of 

health outcome and health factors provided by the Wisconsin Health Institute. The index 

produces the composite of health outcome and factors as seen in Figure 12 below: 

 

 

(Source: Wisconsin Health Institute, http://www.countyhealthrankings.org/our-approach) 

Figure 12. Index of Health Outcome and Factors 

http://www.countyhealthrankings.org/our-approach
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The equation of path analysis is based on the following equation: 
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      Regarding the above equations, the path diagrams expected are formulated in Figure 

13 below: 

 

 

Figure 13. Path Diagram among Parameters 
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CHAPTER VI  

 

EMPIRICAL RESULTS 

      

 The empirical tests produce statistical evidences of factors related to theoretical 

perspectives: political market framework, collaborative planning governance, and place-

based population health. The first empirical result is based on the investigation of factors 

associated with the political market framework and collaborative planning governance. Using 

the Heckman selection model, Table 13 below presents the goodness of fit for the Heckman 

selection model, and Table 14 below provides the statistical result of selection (adoption) 

stage and outcome (number of health criteria) stage at the level of municipalities.  

 

Table 13. Model Goodness Fit of Heckman Selection Model 

Indications Model I Model II Model III Model IV Model V 

N (uncensored) 464(134) 464(134) 464(134) 464(134) 464(134) 

Log Likelihood -675.989 -648.271 -642.803 -638.000 -640.986 

Wald 2x  3.87** 74.10*** 90.99*** 108.57*** 98.25*** 

LR test that 2,0 x  4.64** 4.10** 5.90** 3.90** 3.98** 

Note: *p<.1, **p<.05, ***p<0.01 

 

      Regarding Heckman selection analysis, the analytical results are reported through 

several models. If social science research aims to establish parsimonious analytical models, 

model I though model V are not necessary to achieve huge explanatory power. However, 

since the underpinned theories adduce the exogenous explanatory factors, the factors related 

to the theories need to be included in the models. Likewise, when adding each factor from 

model I to model V, the statistical significance of each factor is consistent as seen in Table 2. 

This may imply that the analytical models developed from model I to model V are reliable to 

interpret analytical results. On the other hand, above Heckman selection models include small 

municipalities which have population below 5000 or 10,000. In general perspective, to 

measure urban politics and collaborative governance, municipalities which have population 
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over 10,000 or 20,000 (ICMA, 2010) are included. Appendix A through C presents Heckman 

selection model of municipalities which have population over 20,000 to control the effects of 

small municipalities. Even though there is no rule for analyzing the relationship between size 

of population and urban politics, tests of municipalities populated over 20,000 can increase a 

statistical reliability in terms of consistent statistical results between municipalities included 

all samples and municipalities populated over 20,000. 

      Based on the results, 464 municipalities are observed by dropping municipalities 

which have missing variables. Among them, 134 municipalities which adopt comprehensive 

plan that addresses public health are selected to scrutinize the factors determining the number 

of health criteria in the comprehensive plan. In terms of Wald chi-square (the whole 

Heckman selection model) and the likelihood ratio test (selection stage; adoption stage) in 

Table 1, the model’s goodness fit is acceptable. Both are statistically significant (p<0.01 and 

p<0.05). At first glance of the Wald chi-square and likelihood ratio test, “the statistical 

significance of Wald chi-square rejects null hypothesis that all coefficients jointly equal zero” 

(Heckman, 1976; Plumper et al. 2005. 27). Moreover, since the likelihood ratio test is 

statistically significant, investigation of factors exists in selection bias (i.e., non-random 

selection bias) and it is reasonable to utilize the Heckman selection model. This means that, 

when  is different from 0, the Heckman selection analysis is more efficient and produces 

unbiased estimation of theoretical bounds of this model.  

      In terms of the results of the selection model at the level of municipality, there are 

statistically significant findings. At the selection stage (adoption stage), the physical 

characteristic is the most important predictor for adopting comprehensive plan. In particular, 

population density (persons in mile) (p<0.1), population (p<0.05), use of own car (p<0.1), 

and public transportation (p<0.1) are influential. More specifically, high population density 

and high number of total population are more likely related to the high probability of 

adoption of comprehensive plan in municipalities. The predictors of use of own car and 

public transportation are less likely to relate to the adoption of comprehensive plan in 

municipalities. In community characteristics, only the percent of homeowners is statistically 

significant (p<0.1), but it is negatively associated with the adoption of comprehensive plan. 

This means that if a community has a high percent of homeowners, the probability of 

adoption of a comprehensive plan by the municipality is low. On the other hand, political 
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institution, community characteristics, and economic conditions are not statistically 

significant. 

      However, at the outcome stage (number of health criteria in comprehensive plan; 

comprehensiveness), the predictors of political institution and collaborative planning 

governance are statistically significant. Mayor-council form of government which has a 

position of chief administrative official is positively associated with establishing 

comprehensiveness of the plan through putting various health criteria into comprehensive 

plan (p<0.05). As well as the effect of political institution, the multidisciplinary policy 

actions (p<0.01) and support of planning agencies and health department (p<0.01) are 

influential to create the comprehensiveness of the plan. 
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Table 14. Heckman Selection Analysis of Comprehensive Plan in Municipalities 

Outcome Stage of Number of Health Criteria in Comprehensive Plan 

 Model I Model II Model III Model IV Model V 

 Coefficient(SE) Coefficient(SE) Coefficient(SE) Coefficient(SE) Coefficient(SE) 

Political Institution 

MCFCAO 2.853(1.451)** 2.771(1.170)** 2.923(1.145)** 2.448(1.087)** 2.786(1.093)** 

Collaborative Planning Governance 

MPA  .647(.078)*** .561(.079)** .510(.077)*** .572(.075)*** 

PA   2.644(.784)*** 1.885(.791)**  

HD    3.127(.987)***  
PA*HD     4.177(1.488)*** 

_Cons 11.267(1.836)*** 6.242(1.542)*** 6.235(1.437)*** 5.451(1.434)*** 5.530(1.488)*** 

Selection Stage of Comprehensive Plan  

Political Institution 
MCFCAO -.110 (.179) -.126(.180) -.136(.180) -.122(.179) -.120(.180) 

Community Characteristics 

WTE -.003 (.004) -.002(.004) -.002(.004) -.003(.004) -.002(.004) 

HOM -.013 (.006)* -.013(.006)* -.012(.006)* -.013(.007)* -.013(.007)* 
PVT -.016 (.013) -.014(.013) -.014(.013) -.016(.013) -.015(.013) 

ICM -.126 (.163) -.136(.160) -.120(.145) -.134(.149) -.141(.157) 

Economic Conditions 

CON -.003 (.026) -.002(.026) -.002(.025) -.005(.026) -.006(.026) 

MAN -.011 (.014) -.010(.014) -.006(.013) -.009(.014) -.011(.014) 

AER -.011 (.027) -.018(.022) -.018(.022) -.016(.022) -.015(.022) 

EHS .006 (.021) .008(.014) .007(.013) .009(.014) .008(.014) 

Physical Characteristics 

PD .156 (.102) .183(.102)* .189(.101)* .199(.104)* .195(.105)* 

PC  .072 (.093) .067(.096) .079(.092) .087(.094) .079(.096) 

POP .134 (.059)** .132(.059)** .138(.057)** .121(.060)** .121(.061)** 
DA -.024 (.012)* -.022(.012)* -.023(.012)* -.023(.012)* -.021(.013)* 

PT -.048 (.023)** -.042(.024)* -.040(.023)* -.046(.024)* -.045(.025)* 

_Cons 1.536 (2.488) 1.189(2.509) 1.012(2.372) 1.299(2.465) 1.273(2.537) 

Rho -.623(.186) -.600(.188) -.677(.156) -5.77(.199) -.539(.210) 

Sigma 6.202(.797) 4.977(.619) 5.033(.653) 4.547(.562) 4.557(.539) 

Lambda -3.866(1.608) -2.990(1.275) -3.412(1.198) -2.626(1.201) -2.460(1.220) 

Note: *p<.1, **p<.05, ***p<0.01
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      The empirical results of the Heckman selection model related to the county level are 

described in Table 15. As the theoretical perspective of place-based population health 

concentrates on the county level, the selection model analyzes the factors related to local 

politics (i.e., council-elected executive form) and place-based population health (i.e., health 

outcome and health factors). Moreover, the selection models are comprised of 5 different 

models which involve the expanded subsets of health outcome and health factors. In terms of 

the index of the Wisconsin Health Institute, health outcome and health factors are 

investigated by the mean of aggregated population health. These aggregated factors of 

population health imply the effect of overall health status on the adoption of comprehensive 

plan for public health. To the extent of aggregated population health, the subsets of health 

outcome (i.e., mortality and morbidity) and health factors (i.e., health behavior, clinical care, 

socio-economic factors, and physical environment) are re-investigated in order to find the 

specified place-based health predictors for the adoption of comprehensive plan.  

      Regarding the statistical results in Table 15, 172 counties are observed, and among 

them 62 counties adopt comprehensive plan. Both the Wald chi-square (p<0.01) and the 

likelihood ratio test (p<0.01) are statistically significant, and this means that all coefficients 

are not equal to zero at the whole selection model; and the selection model is more efficient 

to investigation unbiased estimation.  

      At the results of selection and outcome stage, political institution (council-elected 

executive form) is positively associated with the formulation of comprehensive plan. This 

means that the council-elected executive form of county government (p<0.05) is more likely 

to include various health criteria (i.e., comprehensiveness) in comprehensive plan as well as 

adopt the comprehensive plan. In particular, at the selection stage, overall effects of health 

outcome (p<0.01) and health factors (p<0.01) are statistically significant for the adoption of 

comprehensive plan. However, whereas the health outcome is positively associated with the 

adoption of comprehensive plan, health factors are negatively associated with it. This implies 

that if a community has overall worse health status, it is highly probable the county 

government will adopt the comprehensive plan. On the other hand, if a community has 

overall better health factors, there is a lower probability the county government will adopt it. 

These two results are contrary to each other.  

 However, through the subsets of health outcome and factors, more reasonable 

evidence is found. Based on the subsets, worse morbidity (p<0.01) is more likely to 
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encourage county government to adopt the comprehensive plan. Worse mortality (p<0.01) is 

less likely to encourage a county government to adopt it. Among health factors, worse health 

behavior (p<0.01) and physical environment (p<0.01) are more likely to encourage county 

government to adopt a comprehensive plan, whereas worse clinical care (p<0.01) and socio-

economic status (p<0.01) a county government is less likely to adopt it.  

 The factors of collaborative planning governance are positively associated with 

promoting comprehensive plans. As discussed in municipality’s results, multidisciplinary 

policy action (p<0.01) is influential to include diverse health criteria. Also, the support of 

planning and health department (p<0.01) is still important. This may imply that inter-sectoral 

and inter-organizational action is emphasized by the mean of integrative public health 

establishment 
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Table 15. Heckman Selection Analysis of Comprehensive Plan in Counties 

Outcome Stage of Number of Health Criteria in Comprehensive Plan 

 Model I Model II Model III Model IV Model V 

 Coefficient(SE) Coefficient(SE) Coefficient(SE) Coefficient(SE) Coefficient(SE) 

Political Institution 

CEE 4.197(1.970)** 3.824(1.909)** 4.248(1.975)** 3.829(1.888)** 3.675(1.868)** 

Collaborative Planning Governance 

MPA .356(.00002)*** .349(.00002)*** .354(.00002)*** .398(.00002)*** .399(.00001)*** 

PA*HD 1.889(.001)*** 2.587(.0003)*** 1.053(.0002)*** 1.261(.0003)*** 1.257(.0005)*** 

_Cons -4.666(.916)*** -4.464(1.092)*** -4.439(1.153)*** -4.215(1.016)*** -4.075(.857)*** 

Selection Stage of Comprehensive Plan  

Political Institution 

CEE .473(.224)** .518(.227)** .467(.225)** .560(.234)** .590(.229)** 

Place-Based Population Health 

Health Outcome .040(.005)***     

- MO  -.049(.004)***   -.043(.003)*** 

- MB  .131(.012)***   .013(.001)*** 

Health Factors   -.006(.0006)***   

- HB    .097(.009)*** .126(.011)*** 

- CC    -.021(.002)*** -.039(.011)*** 

- SE    -.068(.006)*** -.052(.004)*** 

- PE    .021(.002)*** .023(.112)*** 

_Cons -.488(.103)*** -.487(.106)*** -.491(.107)*** -.516(.103)*** -.526(.112)*** 

Rho 1(3.70e-13) 1(2.67e-13) 1(3.07e-13) 1(2.542-13) 1(1.54e-13) 

Sigma 8.707(.765) 8.507(.869) 8.742(.906) 8.408(.834) 8.337(.745) 

Lambda 8.707(.765) 8.507(.869) 8,742(.906) 8.408(.834) 8.337(.834) 

Model Goodness Fit      

N(uncensored) 172(62) 172(62) 172(62) 172(62) 172(62) 

Log Likelihood -280.155 -278.211 -280.317 -277.159 -276.389 

Wald 2x  5.76e+08*** 2.39e+08*** 1.81e+08*** 5.20e+08*** 8.81e+08*** 

LR test that
2,0 x  48.92*** 52.26*** 49.34*** 49.53*** 49.27*** 

Note: *p<.1, **p<.05, ***p<0.01 
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      The selection models at the county level serve to find influential factors and 

causalities between health outcome, health factors, local politics, and the adoption of 

comprehensive plan. In terms of emphasizing the mediating role of political institutions, the 

perspective of place-based population health is more likely to open the theoretical 

underpinning of the mediating effect of political institution to explore dynamic political 

decision. To explore the mediating role of political institution, path analysis is employed 

using direct and indirect causalities to build consensus for political decision making 

processes. 

     Table 16 below indicates the model goodness fit for path analysis. As seen in the 

selection model in Table 15, 172 counties are observed. In terms of Comparative Fit Index 

(CFI), Tucker Lewis Index (TLI), Root Mean Square Error of Approximation (RMSEA) and 

Standardized Root Mean Square Residual (SRMR), the path analytic models are satisfied by 

the acceptable statistical standards as TLI and CFI >.9, RMSEA<.08, and SRMR<.05 

(Bentler, 1990; McDonald, 1999; Hoyle & Panter, 1995; McDonald & Ringo Ho, 2002).  

 

Table 16. Model Goodness Fit of Path Analysis 

 Model 1 Model 2 

Number of Observation 172 172 

Chi-Square Test of Model Fit for the Baseline Model 1028.93*** 1028.93*** 

CFI (Comparative Fit Index) 1.000 1.000 

TLI (Tucker0Lewis Index) 1.000 1.000 

RMSEA (Root Mean Square Error of Approximation) .000 .000 

SRMR (Standardized Root Mean Square Residual) .000 .006 

 

      There are two Figures, 14 and 15, which investigate the mediating role of political 

institutions, specifically council-elected executive form of county government. The first path 

analysis includes not only the direct effects (i.e., from health outcome to adoption; from 

health factors to adoption; from council-elected executive form of government to adoption) 

but also indirect effects by the mediating role of political institution.  
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 Of the direct effects, the worse health factors in community aggravate the 

community’s health outcome in terms of place-based population health perspective (P<.01). 

Also, council-elected executive form of county government is more likely to adopt the 

comprehensive plan to address public health (p<.01), and this form of government is 

positively affected by both of existing health outcome (p<.01) and factors (p<.01). However, 

health outcome and factors are not directly associated with the adoption of comprehensive 

plans. On the other hand, there is an indirect effect that council-elected executive form of 

county government influenced by existing health outcome and factors is more likely to adopt 

a comprehensive plan. This implies that, if communities have worse health outcomes and 

factors, the probability a council-elected executive form of county government will adopt a 

comprehensive plan increases.  

 

 

 

 

 

Figure 14. Model 1 of Mediating Role of Political Institution 

 

      Contrary to the path analysis in Figure 1, the path analysis in Figure 2 excludes the 

direct causality between health outcome and adoption; between health factors and adoption. 

Since these direct effects were not statistically significant, two direct effects are removed in 

order to design a parsimonious analytical model. As for excluding the two direct causalities, 

if the statistical results of other causal relationships are inconsistent, the path models designed 

cannot be reliable. However, due to consistent effects and similar model goodness fit, Figure 

2 is a more reliable and parsimonious model. 
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Figure 15. Model 2 of Mediating Role of Political Institution 
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CHPATER VII 

 

IMPLICATIONS AND DISCUSSION 

 

 This dissertation points out that recent attention to local sustainability emphasizes 

sustainable development that is consistent with improving public health. Local efforts for the 

creation of comprehensive plan aim to integrate the interests of inner-city development, 

environmental preservation, and public health improvement. This dissertation highlights that 

comprehensive plan for improving public health must result from the willingness of urban 

politics, collaborative action, and the mediating role of local politicians responding to the 

existing physical and population health status.  

 

VII-1. Synthesized Theoretical Framework 

 In terms of the theoretical and analytical framework, this dissertation contributes to 

providing advanced literature and finding local contextual factors that influence the adoption 

of comprehensive plan for public health. Regarding the theoretical contributions, this 

dissertation integrates the two paradigmatic approaches of ‘New Public Health’ and ’New 

Urbanism’ within the mechanism of ‘Healthy Urban Governance’. While both the public 

health and urban planning (i.e., including local policy) sectors recognize they must cooperate 

each other, few studies investigate their integration from both perspectives. Based on the 

limitations of previous studies, this dissertation argues that healthy urban governance 

encompasses new public health and new urbanism which underline the relationship between 

the physical environment and public health. 

 Likewise, healthy urban governance suggests the interactive processes regarding input 

toward collaborative policy actions from local governments. In addition, this dissertation 

employs institutional framework to explain interactive political decision making processes. 

Additionally, this dissertation combines political market perspective and healthy urban 

governance because the political market framework elaborates the role of local politicians in 

mediating various conflicts and interests for local policy choices.  
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 This dissertation provides the collaborative planning and policy actions needed to 

improve public health. Since public health concerns are not limited to health policy alone, 

when deciding on urban development patterns, multiple policy sectors and organizations must 

be coordinated. Within the smart growth and sustainable development movement,  mixed, 

compact, and density development are utilized as an integrative land use policy orientation to 

increase high accessibility to the natural environment and to balance development of 

residential, commercial, industrial, and agricultural areas. That is, the spheres of public health 

sectors and land use policies are intertwined across various policy arenas and organizations. 

Thus, this dissertation stresses the importance of collective will and collaborative planning 

practices across multiple policy sectors and organizations so as to accomplish high levels of 

commitment and reduce the goal conflicts. 

 Lastly, this dissertation utilizes the relational view of urban planning incorporating the 

view of place-based population health. Since population groups, health outcomes (mortality 

and morbidity), and health factors (health behavior, socio-economic conditions, clinical care, 

and physical environment) vary across jurisdictions and communities, comprehensive plan 

should consider the jurisdictional differences of population health status and physical 

environment. As opposed to the conventional view of laboratory site for urban place, the 

relational view of urban place is mutually inclusive when integrating existing population 

health status and the adoption of comprehensive plan for public health.  

 In sum, with regard to healthy urban governance, this dissertation can be essential in 

terms of building theoretical consensus from urban politics, collaborative governance, and 

population health. Furthermore, this synthesis allows us to interpret the challenges of public 

health problems and helps to expand the theoretical and analytical spheres applied to local 

policy sectors and even to public health policy itself. Figure 16 below presents the 

synthesized theoretical framework.
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Figure 16. Synthesized Theoretical Framework 
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VII-2. Theoretical and Analytical Implications 

 This dissertation uses two different units of analysis (i.e., municipality and county) to 

investigate local contextual factors and population health status. The municipalities have a 

more powerful and discretionary authority to design urban structure and development 

patterns, whereas county governments are more likely to manage and control health policies 

and health care services. As shown by the selection models in Table 14, the unit of 

municipality is utilized to test the political market perspective which takes into account the 

political institution mediating various interests and conflicts regarding local land use planning 

and development interests. Likewise, based on existing physical conditions and establishing 

sustainable environment, the selection models of municipality describe well the interactive 

processes among urban politics and local stakeholders through its focus on community and 

economic characteristics. 

 On the other hand, in Table 15, the selection models are tested by the county 

government which presents a unit for summated county-wide population health status. These 

models reflect an existing population health status including synthetically-constructed 

physical environment, health behavior, clinical care, and socio-economic conditions. In terms 

of the reflection of population health status, the county selection models are advanced by 

using specifically and concretely developed measurement of population health. Since 

previous research is narrowly-focused on population health factor such as obesity rate, 

personal disease rate, physical activity rate, and so on, exploration of the effects of macro 

level of health status on local policy choice is limited. However, through the inclusion of all 

health status factors, this county selection models give a full account for the effects of health 

factors on the adoption of comprehensive plan. In addition, while previous research focuses 

on the effects of health policy and institutions on health outcome, this model expands the 

previous hypothetical approaches to include adverse expectations of existing health factors 

and outcomes of local policy choices. 

 

VII-2-1. Selection of Comprehensive Plan for Public Health Improvement 

 In particular, as demonstrated by the selection analyses of municipality, the physical 

characteristics are more likely to explain the variation of selective choice for comprehensive 

plan adoption. Existing population density and number of population determine whether or 
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not local governments enact comprehensive plan rather than the emphasis of political 

willingness and awareness. This may be likened to the objectives of smart growth land use 

development. Generally, smart growth land use plans promote density and compact 

development in order to prevent urban and suburban sprawl. These land use plans are notable 

based on physical conditions which consist of population density, travel motorcycles miles, 

and connectivity between home and workplaces. Thus, the adoption of comprehensive plan 

for public health improvement can be a product of extended smart growth land use and urban 

planning. 

 On the other hand, this may be linked with the negative externality of smart growth 

land use development. This means that urban design to reduce urban sprawl and high density 

development may be vulnerable to a high risk of infectious disease, a difficulty of securing 

parks, open space, walkable streets, and haphazard land development, because of intensively 

building residential, commercial, economic, and industrial units together. Thus, a physically-

dense area may have as much a probability to institutionalize comprehensive plan to address 

public health as an inner-city and infill development.  

 As presented in the selection analysis of county government, population health factors 

provide significant implications for the study of local government policy choice. As a 

theoretical expectation, health outcome summated by rates of mortality and morbidity is 

positively associated with the adoption of comprehensive planning. That is, when county 

wide health outcome is poor, the county governments are more likely to seek ways to 

improve public health. On the other hand, the individual effect of mortality and morbidity is 

controversial. A high rate of mortality is negatively related, but a high rate of morbidity is 

positively related to the adoption of comprehensive plan. This may be interpreted by the 

definitions of mortality (i.e., premature death rate) and morbidity (i.e., the rates of ‘poor or 

fair health’, ‘poor physical health days’, ‘poor mental health days’, and ‘low birthweight’)  

used in the analysis. That is, the premature death rate is more likely related to long-term 

health care and pure health policies. Life span is possibly based on the extent of physical 

activities, health care received, genetics, health care system (i.e., Medicare, Medicaid and 

SCHIP, TEMP, among others). In this case, county governments may make an effort to 

reduce the high rate of mortality through re-structuralized health care systems and state and 

federal aid. However, the rate of morbidity is more likely caused by the physical and 

neighborhood environment and physical activities. This may imply that there is a high 
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correlation between morbidity and physical environment since the extent of the physical and 

neighborhood environment is considered based on the extent of accessibility to open space, 

park and recreational facilities increasing physical activities; reducing mental health 

problems; reducing the risk of environmental pollution, and so on. Thus, county governments 

that recognize problems of the morbidity rate can enact comprehensive plans for public 

health improvement.  

 Consistent with the results of mortality and morbidity, health factors specified by 

‘health behavior’, clinical care’, ‘socio-economic status’, and ‘physical environment’ provide 

different implications as well. If county governments have a poor clinical care system and 

socio-economic status, they may have a strong willingness to concentrate on specific issues 

relating to health care system arrangements and economic and community development. The 

poor clinical care system makes county government improve technical health care system 

such as the expansion of public health insurance program, the increase of primary care 

physicians, the increase of preventable hospitalization accessibility, and diabetic and genetic 

health care system, the expansion of public health care program (Medicare, Medicaid and so 

on). These health care systems is not isolated by one county but interrelated with other 

counties and even state health care policies. That is, for improve the health care system, 

county governments are more likely to interact with state government and ask subsidies or 

aids to improve community clinical care program than organizing their health care policies 

alone.  

 The poor socio-economic status induces county government implement progressive 

development policies to reduce unemployment, income segregation, and so on. Since the 

comprehensive plan for public health aims to conserve environment and natural green space, 

the extent of environmental regulations conflict over developmental interests. The conflict is 

deepened when community has poor socio-economic status. That is, local governments make 

an effort to attract new businesses and revitalize local economy for improving the socio-

economic conditions, but they are less likely to provide environmental conservation. 

Moreover, in certain points, those plans within the comprehensive plan may be regulated by 

public health standards. Thus, it may be difficult to implement progressive economic 

development and innovative health care system arrangements. On the other hand, if county 

governments have poor physical environment and health behaviors, they may be able to 

design urban structures which orient environmental-friendly development. Similar to the 
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effects of morbidity, county governments design urban structures which increase accessibility 

to the natural environment and connectivity between home, workplace, and environment 

through policy coordination among sectors (i.e., land use, open space conservation, walkable 

streets, public transits, climate change, sustainability, and so on). 

 

VII-2-2. Comprehensiveness for Public Health Improvement in Comprehensive Plan 

 Urban politics influences number of public health criteria (i.e., comprehensiveness) in 

comprehensive plan. Whereas urban politics in a municipality is not effective at the adoption 

stage, it is highly correlated with the production of the comprehensiveness of the plan for 

public health. Specifically, the political institution is a major contributor to producing the 

comprehensiveness of the plan. Once a local government decides to pursue a comprehensive 

plan, local government, which is characterized by governmental accountability and 

responsibility, will attempt to create progressive development by balancing the environment 

and development. Following this perspective, the mayor-council form of government in 

municipalities is more likely to reflect the entire population’s needs and preferences and to 

carry out distributive and welfare politics for the population’s health. However, having a 

chief administrative official alone is not sufficient to create the broad set of plans for public 

health. Even if chief administrative officials can be expected to have a pure willingness to 

combine public health and other policy sectors, this role is enlarged when the mayor-council 

form of government includes the position of chief administrative official. That is, the 

combined roles of the mayor-council form of government and chief administrative official 

allow governmental policy action to not only efficiently satisfy professional values and 

democratic manner of accountability but also to arrange local policies’ objectives consistent 

with public health improvement.  

 Likewise, a council-elected executive structure in county government is more likely to 

enact a comprehensive plan for public health. Since an elected executive responsively 

manages and controls administrative functions, this form of county governments tends to 

pursue certain policies which reflect governmental responsibility and accountability for all 

citizens’ needs. Furthermore, as county government is a principal to deliver health care and 

policy services, elected executives are more likely to have interests in public health 

improvement. Thus, this type of governmental structure includes more comprehensive 

policies promoting public health within the public service boundaries of county government. 
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 Collaborative governance makes it possible for planning practices to build collective 

will on efficient and effective manner in terms of inter-sectoral and inter-organizational 

cooperation. Multidisciplinary policy actions and cooperation between planning and health 

departments is a necessary condition to design comprehensiveness for public health by the 

following reasons: 1) collaborative effort is based on mutually shared norms, values, and 

joint action which increases policy commitment, 2) current public health concerns are not 

isolated by a single policy sector, 3) the urban planning practices for public health 

improvement are approached differently based on geographical, governmental resources, 

territorial, sectoral, and administrative functions, and 4) efficient planning practices must be 

exercised with multilateral interaction and reciprocity. These reasons can be fitting evidence 

of the positive effects of collaborative planning practices on the comprehensiveness of the 

plan for public health.  

 Moreover, this collaborative action offers insights to reduce goal conflicts and 

redundant administrative functions. Even though the main tasks or public service boundaries 

are different from organizations and policies, the consensual objectives of public health 

improvement are shared by all policies and organizational functions. That is, joint action 

between sectors or organizations may reduce the administrative costs to re-produce 

overlapping public services which result in developing alternative policies and saving 

governmental budgets and resources. Thus, multilateral interaction and reciprocal activity 

help to build consensus and become conditions for the comprehensiveness of the 

comprehensive plan to promote public health. 

 

VII-2-3. Application of ‘City and ‘County Limit’ and Local Policy Priority 

 Regarding the empirical findings, this dissertation investigates the policy priority of 

municipalities and county government. In terms of scholarly argument, the concept of ‘city 

limit’ suggests that municipalities concentrate more on economic and land use development 

to secure local resources and revenues (Chapman, 2003; Logan & Molotch, 1987; Peterson, 

1981; Jepson, 2004), while the concept of ‘county limit’ indicates that county governments 

are more likely to take charge of public health policy and health care services (Percival, 

Johnson, & Neiman, 2009. 165; Choi et al., 2009; Zuniga, Carrillo-Zuniga & Fos, 2009; 

Staats, 2004; Costich & Patton, 2011). However, this does not mean that municipalities and 

county governments are exceptionally interested in certain policy arenas. Within the federal 
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system, these local governments have a different orientation for producing public service and 

policy authority. 

 The above statements are consistent with the empirical findings. As demonstrated in 

the selection analysis of Table 14, the politics in municipalities does not influence adoption 

of comprehensive plans for public health. However, as demonstrated in the selection analysis 

of Table 15, the politics in county government are an influential for the adoption of 

comprehensive plans. This different result may be caused by the policy typology of public 

health. Since public health is characterized by distributive or redistributive policies, the 

effects of the urban politics of municipalities and county governments may differently 

influence the adoption of urban plans for public health. This may imply that, since 

municipalities are fundamentally interested in development and allocation policies, they are 

less likely to be interested in combining land use and development policies and public health 

improvement. On the other hand, county governments are more likely to induce redistribute 

policies. Even though current county public service boundaries include municipal public 

services, the nature of policy concentration is related to health policy and county-wide 

population health.  

 In sum, the concept of ‘city and county limit’ applies to the nature of local policy 

concentration within the federal system for the adoption of comprehensive planning for 

public health improvement. Regarding the empirical results, this dissertation clarifies the 

implication that the orientation to development, allocation, and redistributive policy in local 

politics can determine the adoption of comprehensive plans. 

 

VII-3. Practical Implications 

 This dissertation provides practical implications regarding the enactment of 

comprehensive plans for public health. Since recent attention to sustainability and smart 

growth aims to promote public health as much as sustainable development, the role of local 

governments has been emphasized by not only the input of local government but also local 

commitment and collaborative action. 

 The enactment of comprehensive planning for public health can become one of the 

inputs of local government to promote public health. Since the planning environment of smart 

growth and sustainability incorporates various local policies sectors (i.e., land use, 



89 

transportation, climate change, housing, economic development, and so on), the 

comprehensive plan makes local governments integrate the objectives of local policies and 

the public health sector. Furthermore, as current public health concerns are not limited by 

health policy and health care, local governments should induce cooperative policy actions 

through various policies. That is, practices promoting public health should be based on local 

governmental willingness where local governments devise a master plan to combine the 

objectives of public health and local policies.  

 On the other hand, administrative managers in planning agencies and health 

departments should cooperate when designing the comprehensive plan. As discussed in the 

empirical findings, planning agencies and health departments may have different knowledge 

for improving public health. Even though each administrative manager has expertise in its 

own sector, it is difficult for the administrative managers to fathom all sectors relating to 

physical environment, public health factors, and outcomes. That is, unless the information 

and resources can be shared among administrative managers, it is difficult to produce a 

comprehensive urban plan which counterbalances local policies and public health 

improvement. Thus, collaborative actions between administrative managers can reduce 

organizational conflicts and redundant administrative functions which can be barriers to 

producing effective and efficient urban plans for public health.  

 Lastly, the role of local politicians is as important as the emphasis of collaborative 

actions between organizations or policies. When producing comprehensive plan, the 

willingness of local politicians is influential as a decision maker. Although urban planners or 

chief administrators suggest effective and efficient urban plans, the plan cannot be carried out 

without the support of local politicians. Likewise, since local politicians tend to actively 

reflect local needs and health problems when planning urban policies, the planners and 

administrative managers, or local civic groups must interact with their regional and district 

politicians in order to suggest vulnerable health sectors.  

 

VII-4. Dissertation Limitation and Future Study 

 This dissertation suggests an agenda for future study. Even though this study is 

significant as a national study, the number of observed municipalities appears small. The 

dependent variable is employed from the 2011 survey of the APA and consequently the 
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observation is limited. In some ways, this dissertation may face issues of validity. However, 

the aspect of this research as a first trial and study regarding the synthesis of urban politics, 

collaborative planning practices, and public health under the framework of healthy urban 

governance is theoretically and analytically significant. On the other hand, research which 

investigates the effect of place-based population health status on the adoption of 

comprehensive plans will expand this study. This research regards community, physical, and 

economic conditions as expected proxies for public health determinants. However, existing 

population health status can be a more accurate measure to examine the effects rather than 

these conditions. 
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Table 17. Descriptive Statistics of Municipalities with Population over 20,000 

Factors Obs Mean SD Min Max 

Outcome Stage (Number of Health Criteria in Comprehensive Plan) 

Number of Public Health Criteria 130 7.615 5.425 0 27 

Political Institution 

Mayor-Council Form with CAO 

 

 

437 

 

 

.160 

 

 

.367 

 

 

0 

 

 

1 

Collaborative Planning Governance 
Support by Planning Agency 

 

130 

 

.361 

 

.482 

 

0 

 

1 

Support by Health Department 130 .169 .376 0 1 

Multidisciplinary Policy Actions 130 6.061 4.482 0 17 

Support by both Planning and Health 

Department 
130 .123 .329 0 1 

Adoption Stage (Adoption of Comprehensive Plan) 

Adoption of Comprehensive Plan 
448 .290 .454 0 1 

Political Institution 
Mayor-Council Form with CAO 

 

437 

 

.160 

 

.367 

 

0 

 

1 

Community Characteristics 
Percent of White People 

 

423 

 

73.539 

 

17.596 

 

6.5 

 

97.3 

Percent of Homeowners 423 64.775 13.862 23.1 97.1 

Percent of Poverty 423 12.560 7.697 1.1 48.9 

Per-Capita Income 

- LN(Per-Capita Income) 

 

423 

 

10.220 

 

.561 

 

1.081 

 

11.391 

Economic Conditions (Interest Groups) 

Construction 

 

404 

 

6.168 

 

2.530 

 

.4 

 

18.4 

Manufacturing 404 10.901 5.445 .8 33.5 

Art, Entertainment, Recreation, and 

Accommodation and Food Services 
404 9.600 3.748 3 42.2 

Educational Service, and Health Care and Social 

Assistance 

404 22.542 5.682 5.7 51.2 

Physical Characteristics 
Population Change 

 

419 

 

.248 

 

.691 

 

-.236 

 

8.928 

2010 Population 

- LN (2010 Population) 
421 10.542 1.091 6.159 14.232 

Population Density 427 2936.253 2445.337 72 18229.5 

Drove Alone 404 77.39 7.977 34.1 89.6 

Public Transportation 404 3.414 4.857 0 45.9 
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Table 18. Model Goodness Fit of Heckman Selection Model 

(Municipalities with population over 20,000) 

Indications Model I Model II Model III Model IV Model V 

N (uncensored) 326(100) 326(100) 326(100) 326(100) 326(100) 

Log Likelihood -502.4097 -482.9778 -477.5632 -472.8109 -474.3325 

Wald 2x  3.79** 52.05*** 67.87*** 86.51*** 80.25*** 

LR test that 2,0 x  3.53** 5.11** 7.15** 3.27* 3.60** 

Note: *p<.1, **p<.05, ***p<0.01 
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Table 19. Heckman Selection Analysis of Municipalities with Population over 20,000 

Outcome Stage of Number of Health Criteria in Comprehensive Plan 

 Model I Model II Model III Model IV Model V 

 Coefficient(SE) Coefficient(SE) Coefficient(SE) Coefficient(SE) Coefficient(SE) 

Political Institution 

MCFCAO 3.536(1.817)** 3.648(1.483)** 3.532(1.450)** 2.418(1.349)* 3.257(1.329)** 

Collaborative Planning Governance 

MPA  .690(.101)*** .599(.099)*** .484(.101)*** .560(.096)*** 

PA   3.188(.943)** 2.386(.926)***  
HD    4.092(1.275)**  

PA*HD     5.902(1.363)*** 

_Cons 12.671(2.412)*** 7.198(1.778)*** 7.142(1.670)*** 6.101(1.675) 6.447(1.726)*** 

Selection Stage of Comprehensive Plan  

Political Institution 
MCFCAO -.144(.222) -.174(.225) -.183(.223) -.148(.224) -.155(.225) 

Community Characteristics 

WTE -.005(.004) -.004(.004) -.005(.004) -.005(.004) -.004(.004) 

HOM -.009(.009) -.008(.009) -.008(.008) -.008(.009) -.008(.009) 

PVT -.004(.016) -.005(.017) -.010(.016) -.010(.017) -.007(.017) 

ICM -.111(.161) -.132(.166) -.121(.147) -.155(.169) -.157(.175) 

Economic Conditions 

CON .0009(.038) -.004(.038) .001(.037) -.011(.038) -.016(.038) 

MAN -.003(.018) -.001(.018) .002(.017) -.002(.019) -.004(.019) 

AER -.008(.031) -.015(.031) -.013(.031) -.011(.032) -.008(.032) 

EHS .006(.017) .012(.018) .014(.017) .015(.018) .015(.018) 

Physical Characteristics 

PD .00005(.00004) .00007(.00003)* .00007(.00003)* .00007(.00004)** .00007(.00004)* 

PC  .054(.098) .042(.103) .137(.099) .061(.103) .058(.104) 

POP .199(.076)** .225(.078)** .226(.075)** .184(.081)** .196(.081)** 

DA -.011(.016) -.007(.016) -.009(.016) -.009(.017) -.005(.016) 

PT -.035(.028) -.031(.029) .031(.027) -.040(.028) -.035(.029) 

_Cons .257(2.562) -.406(2.687) -.289(2.484) .565(2.712) .118(2.794 

Rho -.726 -.696 -.769 -.626 -.627 

Sigma 6.894 5.583 5.645 4.793 4.873 

Lambda -5.008 -3.88 -4.341 -3.003 -3.056 

Note: *p<.1, **p<.05, ***p<0.01
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Table 20. Heckman Selection Analysis of Counties using Z-scores within States 

Outcome Stage of Number of Health Criteria in Comprehensive Plan 

 Model I Model II Model III Model IV Model V 

 Coefficient(SE) Coefficient(SE) Coefficient(SE) Coefficient(SE) Coefficient(SE) 

Political Institution 

CEE 4.197(1.963)** 3.824(1.909)** 4.248(2.167)** 3.829(1.887)** 3.675(1.869)** 

Collaborative Planning Governance 

MPA .356(.00002)*** .349(.00003)*** .354(.00001)*** .398(.00001)*** .399(.00002)*** 

PA*HD 1.889(.001)*** 2.587(.0003)*** 1.053(.0001)*** 1.261(.0003)*** 1.257(.0008)*** 

_Cons -4.666(1.093)*** -4.464(1.092)*** -4.439(1.221)*** -4.215(.983)*** -4.075(.884)*** 

Selection Stage of Comprehensive Plan  

Political Institution 

CEE .473(.225)** .518(.227)** .467(.225)** .560(.227)** .590(.228)** 

Place-Based Population Health 

Health Outcome .060(.005)***     

- MO  -.119(.012)***   -.104(.009)*** 

- MB  .421(.043)***   .044(.003)*** 

Health Factors   -.013(.002)***   

- HB    .490(.046)*** .638(.056)*** 

- CC    -.192(.018)*** -.357(.031)*** 

- SE    -.273(.025)*** -.210(.018)*** 

- PE    .442(.041)*** .472(.041)*** 

_Cons      

Rho 1 (2.60e-13) 1(2.67e-13) 1(2.72e-13) 1(2.80e-13) 1(4.37e-13) 

Sigma 8.707(.866) 8.507(.869) 8.742(1.504) 8.409(.788) 8.337(.731) 

Lambda 8.707(.866) 8.507(.869) 8.742(1.504) 8.409(.788) 8.337(.731) 

Model Goodness Fit      

N(uncensored) 172(62) 172(62) 172(62) 172(62) 172(62) 

Log Likelihood -280.155 -287.2117 -280.317 -277.1598 -276.3891 

Wald 2x  5.86e+08*** 2.39e+08*** 2.78e+08*** 7.22e+08*** 3.24e+08*** 

LR test that
2,0 x  48.92*** 52.26*** 49.34*** 49.53*** 49.27*** 

Note: *p<.1, **p<.05, ***p<0.01
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