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Distantly related

In his book Flesh and Stone Richard Sennett 

(1995) explored the ancient affinity between 

society's understanding of health and urban 

form. He showed that the entire history of 

city planning can be written in the language 

of corporeal metaphor and medical analogy. 

The connections are more than metaphorical. 

In the professional family tree, public health 

and town planning are blood cousins, with 

common ancestry in the sanitary movement 

of the 1840s (Ashworth, 

1954; Peterson, 1979). By 

the later nineteenth centu-

ry both were taking root as 

fields of professional prac-

tice, linked to the local gov-

ernment sector and marked 

by a holistic ideology which 

set them apart from their 

distinguished parent disci-

pline of, respectively, medi-

cine and architecture. There 

was more than a passing 

family resemblance in their 

subsequent histories of pro-

fessional marginalisation 

A city in good shape
Town planning and public health

In light of the matters raised by 
this issue of CONTESTI, within 
a necessary trans-disciplinary 
perspective on research and 
practices to conceive and 
implement healthier urban 
settings, we have chosen to 
republish a contribution by 
Michael Hebbert entitled “A City 
in Good Shape. Town planning 
and public health,” which 
appeared in 1999 in The Town 
Planning Review. A historian by 
training and an urban planner by 
vocation, Hebbert traces in this 
paper some of the milestones of 
the very close relationships that 
link the discipline of urbanism to 
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and reinvention. The 1960s found town plan-

ners and community physicians busy rebrand-

ing themselves as experts in rational process, 

the 1990s as managers of sustainability. Today, 

a 'New Urbanism' mirrors a 'New Public Health'. 

Despite their common ancestry and present 

symmetry, these cousins are out touch with 

each other (FitzPatrick, 1978; Ravetz, 1991). 

The literature of the ‘Healthy Cities' move-

ment has much to say about diet, exercise, de-

livery systems and inter-agency coordination, 

but very little on town layout. Town plans give 

detailed consideration to economic activity, 

shopping, recreation and amenity but rarely 

to health. The present paper reappraises the 

relationship between town planning and pub-

lic health. It identifies two paradigmatic mo-

ments when their histories have intertwined, 

and puts an argument for a new convergence 

at the turn of the century.

Paradigm 1: the street-ventilation

The concept of 'public health' first appeared 

in the early nineteenth century as part of a 

wider rethinking of public and private in the 

turbulent new world of laissez-faire capital-

ism. Liberalism had individualised the pursuit 

of wealth. Edwin Chadwick and his colleagues 

deployed urban mortality and morbidity rates 

to show that the pursuit of health could not be 

left to the individual. They exposed the public 

dimension of the living conditions of the poor.

The medical basis of Sanitarianism was the 

Pythogenic theory, known in America as 'filth 

theory', which attributed disease to the gas 

given off by decomposing organic matter. As 

the Health of Towns Association explained to 

the people of Manchester and Salford in its 

pamphlet Why Are Towns Unhealthy? (1846, 2) 

air loaded with putrid gases from decaying an-

imal and vegetable substances was 'an actual 

poison'. Respiration was itself toxic: a breath 

exhaled was unfit to use again. Fresh air was 

a human necessity even more vital than fresh 

food (Parliamentary Papers, 1844, 68; 1845, 

that of public health, emphasizing 
how the centrality of the city and its 
characteristics in the health debate 
has been gradually lost over time, 
and therefore the fundamental 
need to find a way back to a shared 
path. Do town planning and public 
health now point towards a third 
paradigm?, the Author asks. If so, 
it draws dialectically upon what 
has gone before. Let us learn, then, 
from the good practices and radical 
ideas of the past, to move toward an 
increasingly urban, but necessarily 
healthier, more sustainable and 
humane future.
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651). It was 'the very first element of civiliza-

tion' (Winter, 1993, 154).

By the end of the nineteenth century filth 

theory would be undercut by bacteriological-

ly-based concepts of public health but in its 

time it proved, as Lewis says, a fruitful error 

(Lewis, 1952, 43). It encouraged intensive sur-

veys of the epidemiology of urban environ-

ments, such as the sanitary maps of Bethnal 

Green and Liverpool prepared by Edwin Chad-

wick, or the analytical tables of mortality rates 

by class of street and type of house in Chorl-

ton-on-Medlock prepared by P. H. Holland for 

the Health of Towns Association (Health of 

Towns Association, 1846, 4). The reports of 

the Select Committee on the Health of Towns 

(Parliamentary Papers, 1840) and the Commis-

sion into the State of Large Towns and Pop-

ulous Districts (Parliamentary Papers, 1844; 

1845) contained hundreds of pages of detailed 

investigation of health and the urban environ-

ment. Comparable urban surveys in detail

-lot by lot, street by street- were carried out by 

American sanitary reformers in the years im-

mediately after the Civil War (Peterson, 1979, 

89). Despite the word's later lavatorial conno-

tations, the sanitary movement was as much 

concerned with air as with water and sewage. 

Illness came from breathing bad gas, health 

from ventilation. Fresh air was partly a matter 

of building design -a 'free blow through' could 

be obtained by fitting a closed room with sash 

windows, flues and ventilation bricks. One fa-

mous surgeon was said to carry round a stick in 

order to ventilate stuffy sickrooms by knock-

ing out a pane of glass (Robertson, 1919, 39). 

But if a window opened onto a closed space, 

other remedies were needed:

Case 14 - Perpetual headache is observed in 

the lower and inner apartments of houses 

forming part of a court, surrounded on ev-

ery side by lofty buildings, and accessible 

only by a very narrow entrance.

Answer - This case is incurable except by 

opening the court so as to admit of free 

external ventilation, or by supplying these 

lower apartments with air by channels from 

without the court (Parliamentary Papers, 

1845, 459; evidence of D. B. Reid).

Among Edwin Chadwick's unrealised projects 

was the Pure Air Company, a Public utility 

with towers taller than factory chimneys that 

would suck down fresh atmospheric oxygen 

for piped distribution to households (Finer, 

1952). A more practicable remedy lay closer to 

hand: urbanism.

Public health pioneers were keenly interested 

in the question of urban layout.

The first decades of the nineteenth century 

had seen an unprecedented breakdown in the 

morphological relationship between streets, 

blocks and dwellings. As Stephan Muthesius 

writes in his classic history of the English ter-

raced house, 'most houses were reached by all 
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sorts of bad streets or non streets. There were 

never-ending stories about their misuse, their 

filth and their holes filled with ash and rubbish' 

(Muthesius, 1982, 71). The new industrial pro-

letariat had to sleep within walking distance of 

an intensely competitive labour market. Slum 

Iandlords met their demand for living-space by 

subdividing old houses, infilling back gardens 

and courtyards and developing dens court-

yards around short alleyways off the main 

thoroughfare. In the feverish building specu-

lations of the 1830s, developers would even 

throw up lines of houses across streets, stop-

ping light, air and carriageway. Sanitary re-

search confirmed the excess concentration of 

sickness and death in courtyards, dens, blind 

alleys, backs, culs-de-sac, turnings, winds and 

closes.

The solution lay in the open street-paved, 

sewered, swept, and open at both ends for the 

free through passage of air (Health of Towns 

Association, 1846, 5). ‘Town site conscious-

ness' was highly developed in the sanitarian 

movement (Peterson, 1979, 91). The question-

naire sent out by the 1844-45 Commission 

of Inquiry to all populous towns and districts 

asked if houses were 'laid out in wide streets; 

or are they built in narrow courts and alleys? 

Are many of the houses built back to back; are 

the courts closed at the end; and are there any, 

and what arrangements for cleansing?' (Par-

liamentary Papers, 1845, 141). The commision 

received copious information about problems 

of cul-de-sac development. Having no thor-

oughfare, dead ends were left in the hands of 

private owners who allowed filth to accumu-

late. There was hard epidemiological evidence 

that closed street tended to have higher death 

rates irrespective of their population density 

(Parlamentary Papers, 1844, 62; 1845, 50).

The paved street, open at both ends to the 

free passage of traffic and the free sweep of 

the winds, was both a medical and an archi-

tectonic paradigm. Sanitarians looked back to 

the classical authority of the Roman engineer 

Vitruvius, whose great textbook on archiecture 

stressed the importance of street alignement 

for ventilation (Parliamentary Papers, 1844, 

372-92). Sir Christopher Wren’s propos-

als to straighten up the crooked mediaeval 

streets of the City of London after the Great 

Fire of 1666 made him a hero of the public 

health movement. Chadwick calculated that 

the Wren plan would have cut London's death 

rate by one-third (Lewis, 1952). In living mem-

ory, the development of Bath, Cheltenham and 

Buxton had shown how health and elegance 

could be combined in town design. Sir William 

Fairbairn -inventor of the fire-proof mill, and 

Manchester's leading mill engineer- saw no 

reason why this dynamic industrial city should 

not also share the enjoyments of civilized life, 

the pleasing impressions of architectural dec-

oration, and the advantages of free ventilation 

... All these conveniences are attainable by 

extended thoroughfares, open squares, and 

Vision for a smart 
management of public 
buildings stocks
Fig. 1
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rounded corners of streets, adapted to the 

bustle of commercial life and the health, com-

fort and enjoyment of the inhabitants. (Fair-

bairn, 1836, ix)

Such principles could indeed be found in Rich-

ard Grainger's 13-acre Grey Street scheme in 

Newcastle-upon-Tyne, under construction in 

1831-37. But that beneficial collaboration be-

tween municipal corporation and private de-

veloper was exceptional (Girouard, 1990, 185). 

As Newcastle's own Building and Ventilation 

Sub-Committee showed in Parliamentary ev-

idence, closed streets and stagnant air were 

the norm in new development, and there was 

no way to prevent them (Parliamentary Pa-

pers, 1845, 572). The advantages of free venti-

lation were anything but free. Regularising the 

street environment implied public expenditure 

and curtailment of property rights, and would 

be stoutly resisted in the name of liberty. San-

itarianism's early Parliamentary victories-the 

Nuisances Removal Act (1846), the Towns Im-

provement Clauses Act (1847) and the Public 

Health Act (1848)- were permissive statutes. 

Their local implementation involved a 30-year 

war of attrition with vestrymen, ratepayers, 

landlords and municipal 'economisers' (Simon, 

1890, 182-200; Ashworth, 1954, 54-64).

So, the improvement of urban health through 

building control and upgrading of street infra-

structure was a slow process, but it gathered 

pace with the growing scale and confidence of 

local government. Expenditure on drainage, 

sewerage and street development formed the 

core of municipal action. Unruly development 

was drilled behind rigid building lines, courts 

cleared, street widths standardised, space en-

sured for air to circulate at front and back, and 

drains and sewers laid. Those self-contained, 

cellular worlds of poverty were broken open. 

Dead-ends became anathema. 'The cellular 

pattern gave way to an open layout where 

everything connected with everything else' 

(Daunton, 1983, 215).

Sanitary norms for the working class street 

became increasingly standardised, tough with 

local nuances that are memorably explored in 

the work of Muthesius (1982) on the English 

terraced house. The 1875 Public Health Act  

‘the zenith of environmental sanitation as a 

notionally complete scheme of health' (Mack-

intosh, 1953, 3) made regulation of dwelling 

form and street morphology a national re-

quirement, imprinting the sanitary street par-

adigm on the British house-building industry 

just as it geared up for its great output peak 

of 1885-1910 (Girouard, 1990, 260; Parry Lew-

is, 1964). The centrepiece of the 1884 Interna-

tional Health Exhibition at South Kensington 

was a replica 'Old London Street'. This dark-

some congested environment, symbolising 

sanitary error was on the way to becoming a 

historic curiosity (Adams, 1994). By 1914, most 

British people lived in a home whose building 

plan had undergone a process of approval by 

the local board. And despite its false scientific 
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premises, the nineteenth century marriage of 

public medicine and urbanism achieved what 

is set out to do. Legal standardisation of new 

building and the statutory closure to old slums 

contributed to radical improvements in life 

expectancy for British town-dwellers (Wohl, 

1983, 329).

The Garden City

The sanitary street was a victim of its own 

inordinate success. Contemporaries began 

to find fault with the immensity of byelaw 

housing development (Fig. 2). As the public 

health debate in late Victorian Britain shifted 

from simple mortality and morbidity rates to 

more complex indicators of psychophysiolog-

ical vitality seemed that monotonous housing 

must produce mean, devitalised folk (Haley 

1978, 23-45). Against a political backdrop of 

imperial competition, Social Darwinism put 

an entirely new and unfavourable complex-

ion on the central achievement of the public 

health movement, the 18 per cent fall in the 

death rate between 1861 and 190l. Sanitary 

regulation began to be blamed for breeding a 

new generation of sickly urban survivor-what 

Charles Masterman called the 'New Town Type' 

(1911, 114). Army doctors seemed -wrongly, as 

it proved (Parliamentary Papers, 1904)- to pro-

vide statistical confirmation of race degener-

acy when they rejected two out of five urban 

recruits during the Crimean and Boer War re-

cruitments, with higher rates for some cities. 

Extreme Social Darwinists could be heard to 

argue that public health reform had been a 

dangerous interference in the iron law of natu-

ral selection, 'penalising the fit for the sake of 

the unfit' (Wohl, 1983, 329-34).

At the moment of its greatest physical influ-

ence on the environment of urban Britain, the 

street-based sanitary paradigm was an intel-

lectually discredited force. Hard flagged pave-

ments no longer conjured an image of health: 

t at required trees, shrubs, flowerbeds, grass 

and water. An index of shifting attitudes was 

the relocation of British middle-class develop-

ment from thoroughfares to the seclusion of 

parks and gardens (Muthesius, 1982, 73). Re-

formers who disagreed on every other topic 

joined in condemning the street as the source 

of urban ills and devising ways to reunite the 

race with the land or spread antiseptic green-

space through the urban fabric (Winter, 1993; 

Aalen, 1992). The Earl of Meath, chairman of 

the Metropolitan Public Gardens Associations, 

was a passionate advocate for playgrounds, 

parks, gardens as the remedy for the urban 

malaise of 'pale faces, stunted figures, debil-

itated forms and ... low vital power' (Brabazon, 

1886, 14). His 'healtheries' were plots of nat-

ural vegetation, his aim was to 'countrify' the 

town. Lord Rosebery said of him that he would 

happily have razed London and created a large 

garden in its place (Aalen, 1992). In chapter 13 

of his famous garden city manifesto of 1898, 

Ebenezer Howard promised to do precisely 
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that (Howard, 1946; Town and Country Plan-

ning, 1998).

In 1909 a system of statutory town planning 

was introduced to Britain, with the formal 

objective of 'securing proper sanitary condi-

tions, amenity and convenience in connec-

tion with the laying out and use of the land' 

(Housing, Town Planning etc. Act, s.54.1). 

From first to last, as Robertson stressed in 

his textbook Housing and Public Health (1919), 

the new town planning was inspired by public 

health considerations. The policy linkage was 

expressed administratively in the establish-

ment of the Ministry of Health in 1919, unit-

ing personal health services and medical care 

with planning, public health and sanitation. 

Hygiene now meant suburban layout. Under 

Garden City principies, density was axiomatic. 

Protection against vibration and noise dictated 

that buildings be widely set back behind grass 

verges. Thoroughfares were 'so opened up as 

to lose all characteristics of the traditional 

town street' (Girouard, 1990, 311), and an in-

creasing proportion of the road network was 

deliberately contrived to lead nowhere in order 

to eliminate through traffic (Robertson, 1919, 

70-77). Byelaws were redrawn to permit or en-

courage closes and dead ends.

In place of its old negative connotations as 

a 'cut' or 'entry', the cul-de sac had become 

the most desirable setting for healthy living 

(Beaufoy, 1932, 1). The building line which had 

regimented nineteenth-century street devel-

opment was relaxed to allow informal group-

ing around greenspace. Architects, responding 

to the new belief in the health-giving proper-

ties of sunlight, demanded flexibility in layout 

and orientation to allow each building to bask 

without regard to its neighbours or to street 

width (Royal Institution of British Architects, 

1933, 23).

The new orthodoxy of healthful design did not 

go altogether unchallenged. In the July 1913 is-

sue of the Town Planning Review the architect 

Arthur Trystan Edwards launched a personal 

crusade against the Garden City style which 

would continue for the next 55 years (Edwards, 

1913; 1968). Edwards argued, quite correctly, 

that there was no need to abandon the basic 

principle of classic urbanism -alignment upon a 

common throughfare- to get healthy levels of 

sunlight and hygiene (Fig. 3). An award holder 

of the Chadwick Trust, he was one of the few 

people to challenge the assumption that 'open 

development' behind grass verges was some-

how medically more correct than conventional 

urban layout along pavements:

The form of lay-out exemplified in the Gar-

den Suburb was the result of the acceptance 

of dogmas most of which had nothing to do 

with the honourable science of hygiene as 

expounded by Sir Edwin Chadwick and the 

housing reformers of the Victorian period 

who studied the real principles of hygiene as 

applied to urban building (Edwards, 1946, 8).
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Trystan Edwards's attempt to champion the 

terrace was valiant but he was up against larger 

forces than he appreciated. Conventional corri-

dor streets had become a universal symbol of 

the old order, of non-modernity. Garden City im-

agery and idealism were ubiquitous throughout 

the industrialised world (Ward, 1992). European 

artists caught this zeitgeist in recurrent imag-

es of street walls bursting apart and scatter-

ing their liberated elements to the sun (Fig. 

4). American highway technology, real-estate 

knowhow and 'New Deal' idealism achieved the 

first practical demonstrations of streetless, 

greenheart urbanism, or as Lewis Mumford 

called it 'the Highwayless Town' (1938, 490) 

(see Fig. 5). With more historicism than history, 

Mumford's book The Culture of Cities (1938) of-

fered an epic view of progress out of the urban 

confusions of the industrial era towards 'a town 

in which the various functional parts of the 

structure are isolated topographically as urban 

zones, appropriately designed for their specific 

use' (1938, 490). Its hallmarks were the differ-

entiation of foot traffic from wheeled traffic 

in independent systems, the insulation of res-

idential quarters from through roads; the dis-

continuous street pattern; the polarisation of 

social life in specially grouped nuclei, beginning 

in the neighbourhood with the school and the 

playground and the swimming pool (Mumford, 

1938, 490). Note the swimming pool, a setting 

for courtship as well as physical exercise.

The Second World war gave the entrée for 

Mumford's 'powerful and city  destroing ideas' 

(Jacobs, 1961, 28) to be applied in Britain, both 

in New Town design and in the reconstruction 

of existing urban areas. City districts with 

mixture of activities, main streets with busy 

concentrations of shopping, continuos streets 

of any kind, were condemned as unhealthy. 

Their conventional tissue of thoroughfares 

and blocks, whether bomb damaged or merely 

condemned as 'obsolete', was marked for re-

placement by planned enclaves within looping, 

landscaped distributor roads. The town plan-

ner deliberately exploited the cutting-up ef-

fect of dual carriageways and roundabouts to 

'define communities and render them socially 

efficient' (Watson and Abercrombie, 1943, 78).

Visual representations of this cellular design 

philosophy -most famously, in th County of 

London Plan 1943, or in the design of Harlow 

(Gibberd, 1953)- played upon the organic met-

aphor of healthy tissue. Here was an evocative 

new basis for the marriage of town planning 

and public health. But were the doctors inter-

ested?

Although Ebenezer Howard's Garden City ini-

tiative had been duly praised in the columns of 

the British Medica[ Journal (Wohl, 1983, 337), 

the trends of mainstream medical opinion and 

town planning had diverged after 1900. The sci-

ence of bacteriology made sanitarianism look 

old fashioned, favouring the status of clinical 

at the expense of preventative medicine (Van-

denbroucke, 1944). Medical concern shifted 
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abruptly from the environment to the human 

body and its protection through isolation, quar-

antine, immunisation and health education.

In America the anti-sanitarian backlash was 

stridently sexist, setting the doctor (modern, 

male and scientific) against confused woman-

ly notions of 'bad air' an 'good ventilation' (Hill, 

1916; Platt, 1995).

But medical attitudes were on the move again 

in the late l 930s. In a document called Basic 

Principles of Healthful Housing of 1939, the 

American Association of Public Health threw 

the full weight of its authority behind the 

planners' vision of pedestrian segregation, cul-

de-sac road systems, introverted layout, am-

ple landscaping, and community design:

Today, the health officer and the nurse must 

meet a new challenge, must acquire a new field 

of broadening vision as significant and revo-

lutionary in its scope as the sea change which 

took place in 1910. Thirty years ago, our major 

emphasis was transferred from the physical 

environment to the individual. Today we must 

shift our gaze from the individual back to the 

environment, but in a broader sense than that 

of 1910 ... The public health of the future must 

be not only an engineering science and a med-

ical science; it must also be a social science 

(Twichell, 1941, 14).

What was the stimulus to the new social en-

vironmentalism? It carne from an unexpected 

quarter, those old foes of the sanitarians, the 

eugenic movement.

Paradigm 2: the neighbourhood unit-procre-

ation

The Eugenics Society had been founded by Sir 

Francis Galton in 1908 with the aim of improv-

ing human racial qualities by rational selection, 

namely the encouragement of natural increase 

among the well endowed and discouragement 

(through contraception) of propagation of in-

ferior and subnormal stocks. The Family Plan-

ning Association was an offshoot, lodged in 

the Society's house. Contraception had a dra-

matic social impact, halving the birthrate of 

England Wales. But from the eugenic point of 

view it took the wrong half. The 1930-31 census 

results confirmed a downward trend of births 

throughout Europe, with the steepest decline 

among the better-endowed types. Depopula-

tion replaced deterioration as the racial threat 

of the day (McCleary, 1937). In response, the 

Eugenics Society set up a Population Investi-

gation Committee n under the chairmanship 

of Professor Carr-Saunders of the London 

School of Economics. The research turned sce-

narios of biological suicide and race extinction 

into social policies that would bear fruit in the 

postwar welfare state- such as the family al-

lowance, already privately pioneered by the 

London School of Economics for its own em-

ployees (Glass, 1936).

Preventive medicine, centred on family welfare, 

lay at the heart of the new eugenics.  The Peck-

ham Health Centre offered the fullest example 

of the approach (Pearse and Crocker, 1943). Built 
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in 1934-35 to an inspired design by sir Owen 

Williams, the centre did not accept individuals 

as patients but entire families as 'members'. It 

had a proactive philosophy towards residents 

within pram-pushing distance, screening them 

with periodic 'overhauls' so that health would 

spread out through the population 'like an in-

fection' (Pearse, 1950, 271).

Instead of the old consulting room -visited 

only in sickness- the centre offered communi-

ty facilities for fitness and sound diet, a swim-

ming pool, a gym, a theatre with a dance floor 

and allotment gardens. To support its eugenic 

philosophy of 'biological cultivation' the centre 

had its own laboratory where white-coated 

staff kept detailed records of family and en-

vironment. The holistic Peckham approach re-

united the environmental and eugenic strands 

of public health debate. More, it reinserted a 

compelling medical rationale into town plan-

ning (Huxley, 1941). In the postwar world, 

community-based medical teamwork would 

replace the isolated doctor (Summerskill, 

1944). Duly apportioned in relation to popu-

lation numbers -the Reith Committee tried to 

calculate the thresholds- health centres would 

join schools, shops, meeting rooms and sports 

facilities in the basic infrastructure package of 

every new planned neighbourhood (Rowntree, 

1950). Town planning and preventative medi-

cine joined in a paradigm of rational, unitised 

welfare provision.

'The main purpose of town planning today 

is to secure the health of the people, in their 

homes and surroundings, and at their places 

of work' (Forshaw, 1943). So began the 1943 

Chadwick Public Lecture of the Royal Sanitary 

Institute, entitled Town Planning and Health. 

The speaker was J. H. Forshaw, architect to 

the London County Council and collaborator 

with Sir Patrick Abercrombie on the archetyp-

al 1943 plan to remodel the capital city on the 

cellular principle (Hebbert, 1998, 69). Forshaw 

showed how this design paradigm conformed 

to current medical theory on sunlight, noise, 

nervous stress and fatigue. Modern motor 

traffic required the complete reconstruction of 

urban street networks -a better alternative, he 

thought, than the imposition of speed limits 

in built-up areas. Likewise, the pre-1914 hous-

ing stock was altogether unsuited to modern 

standards of health: 'Recent medical research-

es'-he cited M'Gonigle and Kirby (1936)- 'have 

proved that nothing less than the complete 

planning and reconstruction of whole areas 

will suffice' (Forshaw, 1943, 5). He did not say 

that most of the fabric to be cleared had been 

built according to the precepts of Chadwick 

and his fellow pioneers of the 1940s. He did 

not know, and would have been astonished to 

learn, that most would in fact survive for a fur-

ther 50 years: but more of that later.

The clean-sweep approach to reconstruction 

was permeated by eugenic values. Informed 

observers such as Michael Fogarty had no 
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doubts that planned, cellular development 

could be 'a powerful means of reversing the 

drop in the birth-rate' (Fogarty, 1946, 108). 

Replacement of conventional streets by resi-

dential clusters would nurture sociability and 

neighbourly interaction, dispelling the acquisi-

tive, hedonistic individualism which had pulled 

down the birth rate in interwar suburbia (Tit-

muss, 1942; MacKintosh, 1949). Neighbour-

hoods would provide the basis for collective 

welfare support to working mothers, a factor 

highlighted in studies of birth-rate decline 

(Myrdal, 1940). Lawrence Wolfe, an energet-

ic propagandist for the theory, expounded in 

detail the mechanisms through which neigh-

bourhood living would transform courtship, 

mating, family life and thus fertility (Wolfe, 

1945, 106-31). This paradigm of the cellular city 

was the most powerful synthesis of medical 

and architecture imagery in a hundred years.

Alas, the moment of shared vision was pa-

thetically brief. J. M. MacKintosh, Professor 

of Public Health at the University of London, 

wrote in 1953 of e immediate sense of be-

trayal which community physicians had felt in 

the setting up of the National Health Service 

(NHS). Instead of developing and Iocalising the 

health responsibilities of councils, the Labour 

Government had stripped Powers and facilities 

from them and entrusted its NHS to appointed 

bodies under ministerial control (MacKintosh, 

1953, 180-84), a process of demunicipalisation 

taken even further in the later reorganisations 

(McKeown, 1979, 122- 24). The physical pattern 

of hospital provision within the NHS was con-

sultant led and bore no relation to town plan-

ners’, population-based targets and thresh-

olds. Griselda Rowntree's forecast (1950, 269) 

that 'the general practi tioner will, in future, 

under a comprehensive NHS, operate largely 

from health centres provided with the neces-

sary equipment and staff' was off the mark. 

Far from being a national prototype, Peck-

ham's community-based health experiment 

was to be unique and short lived, proving in-

compatible with the t herapeutic ethos of the 

NHS after 1945 (Ashton and Seymour, 1988, 

33-35). No longer a community-based screen-

ing and diagnostic technique, epidemiology 

grew into a sophisticated branch of statistics, 

developing in medical schools the expense of 

social medicine (Vandenbroucke, 1994). As for 

depopulation, the demographic worries of the 

postwar world were all to do with growth.

Things were no better with the town plan-

ners. The neighbourhood concept that had 

been set out so confidently in the Dudley Re-

port (Central Housing Advisory Committee, 

1944) simply did not work in practice. It was 

adminstratively impossible to match social 

infrastructure to discrete parcels of residential 

development. There was no agreement among 

providers on service thresholds, and the under-

lying gemeinschaft rationale seemed on closer 

inspection to be just 'a matter of ex post facto 

theorising' (Collison, 1954, 465) or as Jane Ja-
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cobs put it more bluntly, 'a pseudo-scientific 

dish of mush' (Jacobs, 1961, 22-29). Epidemi-

ological research undermined the presumed 

relation between urban density, layout and 

health (Hinkle and Loring, 1979, 309-10; Eyles 

and Woods, 1983, 94). As clean air legislation 

dispelled the smog and soot pollutions which 

had given urban streets so much of their bad 

character, even the clearance of slum districts 

became increasingly controversial, and its 

health justifications more dubious. Stung by 

criticisms of naive 'environmental determin-

ism', town panning experts became reticent 

and incurious about the contribution of urban 

form to public health, or anything else.

At the end of the century it is time for fresh 

thinking. 'New Urbanism' and ‘New Public 

Health’, provide the opportunity.

Towards a third paradigm

‘New Public Health' is the rallying call for a re-

naissance of health promotion and preventive 

medicine (Lancet, 1991). Just as birth-rate data 

spurred eugenicist in the 1930s, so preventative 

medicine has taken heart from long-run mortal-

ity studies showing that life expectancy in the 

modern world owes more to improved environ-

mental hygiene than to the clinical interven-

tions of doctors and hospitals (McKeown, 1979). 

Alarmed at the hospital sector's bottomless ap-

petite for resources, politicians have been recep-

tive to innovative public health approaches as a 

means of improving value for money in the NHS.

There has been a brisk international traffic in 

policies since the World Health Organisation's 

(WHO) Ottawa Charter (1986) set out its mod-

el of health through community enablement, 

directly challenging the 'professional power 

and prestige' and 'mystified knowledge' of the 

clinical physician (Ashton and Seymour, 1988, 

37). This discourse has matched preoccupa-

tions of the 1990s with global warming and 

sustainable development. Practitioners of the 

new public health need to have a good ground-

ing in ecology and a vision of how to reconcile 

the natural and the built environments. They 

need to revisit all the topics of the old public 

health-housing, food, water, sanitation, ed-

ucation, occupation, transport, genetics and 

microbiology, and medical and social services- 

and re-examine them with ecological eyes 

(Ashton, 1991a, 190).

Ashton's challenge has been taken up by at 

least some health authorities through par-

ticipation in Local Agenda 21. One practical 

manifestation of the movement is the WHO 

'Healthy Cities' initiative, an international 

network for preventative medicine. Echoing 

the network and activities of the Health of 

Towns Association in the 1840s, it offers a 

direct link back to the professional origins of 

public health. Examining the parallels between 

new and old sanitarianism, Ashton and Ubido 

(1991, 180) omit one very significant contrast. 

The 'New Public Health' people seem to have 

little interest in urban morphology. Even when 
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writing specifically about towns, the focus of 

their literature is on delivery systems, finan-

cial and educational mechanisms (Allen, 1992; 

Ashton, 1991b). All 12 contributions to an ed-

ited collection of papers on the Healthy Cities 

project (Davies and Kelly, 1993) are procedural 

in tone -they deal with intersectoral collabo-

ration, community ownership, managerial ac-

countability, empowerment and participation, 

indicators, action strategies, 'interdisciplinary 

knowledge bridges', and postmodernity- but 

have nothing to say about town planning: 

'Planning see Policy' is the index entry. Where, 

you wonder, are the streets and buildings? 

(See equally Schell and Ulijaszek, 1999).

Meanwhile, after half-a-century's mindless 

cloning of landscaped distributor roads and 

monofunctional development cells, the town 

planning profession has begun a tentative re-

discovery of the street (Kunstler, 1993; Katz, 

1994). Intellectual leadership in tackling the 

'dish of mush' of conventional planning theo-

ry has come from the USA, where the crisis of 

urbanism is deepest, in the formation of the 

Congress for the New Urbanism (CNU) in 1995 

and the publication of its manifesto, the CNU 

Charter, in 1996. Though not as strongly mo-

bilised as the CNU, there are similar currents 

wherever planning is practised: as Nan Ellin 

(1996) has shown, the New Urbanism draws 

upon a dense international traffic in influenc-

es and examples. In essence, the movement 

seeks to revive or emulate the qualities of the 

compact, mixed-use urban street, Vitruvius is 

once again read and admired. Nineteenth-cen-

tury instruments of design control -frontage 

line, cornice line, height control- have been 

revive in an effort to rebuild frontages and 

recover the density and mixture which char-

acterise successful cities (Fig. 6). The New Ur-

banism has given rather more attention to the 

concerns of the New Public Health than vice 

versa. Many of the arguments for neo-tradi-

tional street design have a bearing on preven-

tative medicine in its widest sense. Halpern's 

important work on mental health and building 

form suggests that, other things being equal, 

people are inclined to feel more confident 

and sociable in neighbourhoods which mesh 

together a variety of activities and tenures. 

Radburn-style pedestrian access layouts have 

proved to generate more fear and anxiety than 

community spirit (Halpern, 1995). The cul-de-

sac gives privacy to the family but also -as Jane 

Jacobs (1961) observed, and recent research 

confirms- to the burglar and car thief (Hope 

and Shaw 1988; for ongoing work at the Bart-

lett School see www.spacesyntax.com).

Fifty years ago town planners tried to nurture 

social cohesion in the closed environments of 

culs-de-sac and neighbourhood units, today 

they seek it in open thoroughfares and public 

spaces. A growing body of research on 'civility' 

in public spaces -reviewed by Young (1995)-con-

trasts the privatised, segregated world of 

car-based suburbia with the democratic het-
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erogeneity of high-street pavements, where 

ages, classes, genders and ethnicities mingle 

impersonally. Designers have rediscovered the 

many advantages of conventional terraced 

housing that fronts on to the street (Sherlock, 

1991). The New Urbanism draws strongly upon 

arguments of environmental sustainability, 

put provocatively in the European Commis-

sion's Green Paper on the Urban Environment 

(Commission of the European Communities, 

1990). Strands in the subsequent wide  ranging 

debate have been the contribution of com-

pact, mixed-use urban environments toward 

public-transport use and pedestrianism, and 

the energy efficiency of street-based building 

forms (Jenks et al., 1996). There has been a re-

vival of interest in the Vitruvian concern of the 

early sanitary reformers with the contribution 

of street layout and tree planting to channel 

fresh air and create a good microclimate at 

ground level (Spirn, 1987; Platt et al., 1994).

Jane Jacobs used her home neighbourhood of 

Hudson Street, Lower Manhattan as an exam-

ple of a functioning urban district. The New 

Urbanism draws similarly on big-city experi-

ence to argue the viability of the street-based 

neighbourhood. Paris dominates the extensive 

French literature, not least through the gen-

eration of architects and urbanists who redis-

covered la rue in the events of 1968. London, 

thanks to the failure of J. H. Forshaw's ambi-

tions for the clean sweep of the pre-1914 fabric, 

offers the main point of reference for British 

exponents of the mixed-use, mixed-class ur-

ban district (Sherlock, 199l; Tibbalds, 1992; Al-

dous, 1997). The medical historian Roy Porter 

of the Wellcome Institute writes of the city's 

deeply livable quality... a customary urban tex-

ture, small-scale, cheek-by  jowl, with houses 

close to shops, small factories and school, and 

open spaces and centres of business and com-

munity life, and people who like the feel of the 

streets. (Porter, 1994, 387)

London is instructive for the purposes of this pa-

per. With an overall 4300 persons to the square 

kilometre, it is the densest metropolis in Britain. 

Large tracts of the capital show up in national 

maps of social deprivation, poverty and unem-

ployment: but the profile for health and illness 

is immediately different (Forrest and Gordon, 

1993). Making due statistical allowance for so-

cial and demographic factors, London districts 

have consistently and significantly lower levels 

of mortality on almost all counts and lower mor-

bidity rates than comparable urban areas else-

where in Britain (Benzeval et al., 1992). While the 

national suicide rate rises, the capital's is falling 

(Congdon, 1996). Since 1992 the government has 

set 28 'Health of the Nation' indicators for health 

authorities, with target dates for achievement. 

Most of London's 16 authorities are set to achieve 

most of the targets, and for some performance 

measures -notably the accident rate for chil-

dren and young adults- London as a whole had 

already achieved in 1995 the national targets for 

the year 2005 (Hamm et al., 1997).
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Despite significant differences between inner 

and outer parts of the conurbation (Bardsley 

and Morgan, 1997) the strength of London's 

overall performance invites further investiga-

tion. What is the contribution of New Urbanist 

factors? A study of London's Urban Environ-

mental Quality (Tibbalds et al., 1993) com-

missioned by the London Planning Advisory 

Committee found Londoners appreciative of 

the human scale and legibility of their streets, 

and despite high residential densities, remark-

ably unaffected by a psychological sense of 

overcrowding. On issues like road safety the 

connection between health and urbanism is 

clear and direct. London's density allows it to 

sustain a uniquely high level of public trans-

port provision, comparably low levels of car de-

pendency, and a markedly better accident rate. 

Other dimensions -between high liveability 

and low suicide rates, for example, or between 

diet and the capital’s exceptional endowment 

of local shops and street markets- deserve to 

be explored (Hebbert, 1998, 93). Perhaps they 

soon will be. The White Paper A mayor and 

Assembly for London (Parliamentary Papers, 

1998, 75) called for an elected leader whose 

duties, for the first time in 50 years, would 

combine planning and public health within a 

single strategic portfolio, with sustainability 

as its overriding objective. Every one of the 

general and specific powers vested in the May-

or of London comes with a duty attached to 

have regard to the health of persons in London 

(Greater London Authority Act 1999, Part II, 

passim). There has never been a better oppor-

tunity to mesh the agendas of the New Public 

Health and New Urbanism.

Conclusion

Many other stories can be told about flesh 

and stone, medicine and urbanism. This paper 

has said nothing about Haussmann's incisions 

(percements) or Mussolini’s guttings (sventra-

menti) or how cleverly Le Corbusier harnessed 

the existing international momentum of hy-

gienism to the agenda of architectural mod-

ernism. We have focused on two paradigms 

of urban layout with a basis in public health: 

one open, the other closed. In reaction to the 

dense cellular infill of the industrial revolution, 

the sanitarians of the 1840s put their trust in 

a connected grid of open paved thoroughfares. 

A hundred years later, in reaction against the 

decentred sprawl of byelaw terraces and inter-

war semis, their successors sought to rebuild 

the city as a cluster of closed cells planned, as 

Lewis Munford would put it, for 'fecundity'.

Do town planning and public health now point 

towards a third paradigm? If so, it draws dia-

lectically upon what has gone before. The New 

Urbanism has returned to the thoroughfare. 

The connecting street, prized by the sanitar-

ians but abandoned in Garden City design, is 

again in favour (Cowan, 1998) and the reverse 

applies to closed culs-de-sac (Department of 

the Environment, Transport and the Regions, 
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1998). What remains most strongly of the mid-

dle paradigm within the New Urbanism is the 

value attached to the natural environment. 

The manifesto of the Congress for the New 

Urbanism (Congress for the New Urbanism, 

1998) retains many of the basic policy ideas of 

the Garden City movement in its emphasis on 

the control of metropolitan expansion through 

green belts, and on treeplanting and landscap-

ing within the home neighbourhood.

But then it says, and this is the key, that the 

primary task of all urban architecture and 

landscape design is the physical definition of 

streets and public spaces as places of shared 

use (Congress for New Urbanism, 1998): a very 

old idea, but also radically new and, surely, 

healthy.
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