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Abstract 
Urban elderly population numbers are rising, bringing concomitant financial and practical 

pressure on public health and transport infrastructure service providers. Although 

contemporary literature proliferates exponentially to identify links between the urban 

environment and health and well-being, little has been done to establish which 

characteristics are perceived to have an impact. These gaps identified in contemporary and 

grey literature, including healthy city guideline frameworks and Rapid Participatory 

Appraisals undertaken by Portsmouth City Council in 2016, provide compelling motivations 

to examine this perspective locally, which this thesis aimed to do.  

Mixed research methods were employed in two rounds of interviews with elderly residents 

who live in Charles Dickens and Fratton wards. Semi-structured interviews were held at 

community centres with fifteen volunteers and after analysis of outcomes follow-on walking 

interviews were undertaken with a subset of six of the volunteers. Main findings show that 

perceived urban health and well-being barriers include issues around accessibility, littering, 

fly tipping, derelict properties and antisocial behaviour. Perceived facilitators for health and 

well-being include features that encourage walking, accessibility to green and blue spaces, 

community pride, social capital and community cohesion.   

Findings add significant value to this field of study by informing contemporary literature 

outputs, complementing and further informing outcomes from the Rapid Participatory 

Appraisals undertaken by Portsmouth City Council in 2016 and have implications for future 

policy and practice. Pivotal to the success of this research was establishing and building 

rapport with potential participants by attending community events for the elderly. 

Limitations include small sample size that is not representative of the elderly living in 

deprived wards in Portsmouth, leading to a recommendation to continue this study and 

expand research in highly deprived wards in the city. In addition, recommendations are 

made to develop and establish a socially responsible participatory methodological research 

toolkit in partnership with the University of Portsmouth, Portsmouth City Council and elderly 

residents living in highly deprived wards. 
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Chapter one: Introduction to the thesis 

Preface 
The elderly who live in deprived wards in cities in the United Kingdom have significant health 

and well-being odds stacked against them (Harper et al., 2016). The key challenge and aim 

in this thesis is to establish what the local Portsmouth elderly, living in disadvantaged wards, 

think about their outdoor environment and how it impacts on their health and well-being. 

In so doing local urban environment cues for health and well-being are identified in this 

population. New knowledge from the research findings present both substantive academic, 

theoretical and local contribution to knowledge. The findings discussion in Chapter eight 

brings interesting criteria and concerns that pave the way for future research to establish a 

new methodological toolkit that would address the ongoing inequity.  

1.1 Thesis background  
Research examining the role urban environment characteristics play in Public Health and 

well-being of residents is proliferating in a vast ongoing literary output. However, there 

remains a distinct paucity in research that examines how perception of urban environment 

characteristics is associated with the health and well-being of the elderly. This is becoming 

a more relevant consideration as urbanisation increases with more than 80% of the 

population living in cities in the UK and Northern Europe in 2018 (United Nations 

Department of Economic and Social Affairs, 2019), and with the global ageing population 

expected to increase from 12.3% in 2015 to 21.5% in 2050 (United Nations, 2017a).  

Another factor is ongoing inequity experienced between neighbourhoods within cities in the 

UK, which in deprived wards is directly related to reduced longevity and increased chronic 

disease, amongst other issues. Discussed further in Chapters three and five, the subject of 

deprivation and inequity in relation to place is well documented (Wilkinson and Pickett, 

2010; Dorling, 2015; Marmot, 2015; United Nations Development Programme, 2017).  

The official measure of relative deprivation in the English Indices of Deprivation and Joint 

Strategic Needs Assessment (JSNA) Annual Summary report states that Fratton and Charles 

Dickens wards in Portsmouth fall within 10% of the most deprived areas in England (Smith 

et al., 2015; NHS Portsmouth Clinical Commissioning Group, 2016; Noble et al., 2019).  
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Local council undertook an evaluation of the deprived wards, establishing the assets and 

issues, however, there has been limited follow through to improve outcomes in the wards 

in 2016 (Public Health Portsmouth, 2016a, 2016b) because recommendations made were 

not formally adopted.  

Nonetheless, local collaborative research focused on elderly perceived health and well-being 

determinants has not been undertaken previously and warrants further examination, which 

is what this thesis sets out to do. This is a worthwhile direction for the research because 

characteristics and features in the urban environment combine with social interactions of 

the people moving through it to have a potentially important influence on physical activity 

levels in adults ≥60 years of age (Chaudhury et al., 2016). Elderly who are active are 

healthier, more mobile and engaged with their surroundings and are therefore more likely 

to achieve the recommended minimum World Health Organization (WHO) physical activity 

guideline of 150 minutes per week (WHO, 2011a). Also, physical activity is recommended to 

reduce the risk of cognitive decline and dementia (World Health Organization, 2019).  

Furthermore, when it comes to the elderly being active outdoors in an urban environment, 

destinations and traffic volumes matter. Active transport choices depend on the 

neighbourhood profile and divergent profiles explain large variances in elderly health 

outcomes. For example, if the urban environment is perceived to be more walkable and 

safer the elderly walk more for errands or leisure (Adams et al., 2012; Chudyk et al., 2015) 

but car-oriented areas induce an aversion to walking or cycling (Hart and Parkhurst, 2011) 

and poor street conditions result in decreased walking trips (Rantakokko et al., 2012). 

Although there is increasing recognition of the importance of an urban environment being 

connected and walkable to facilitate healthy ageing, demonstrated comprehensively in 

Chapters three and four, much less is known about whether and, if so, how perceptions of 

urban environment characteristics act as health and well-being determinants in the elderly.  
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1.2  Aims and objectives 
Aims and objectives are discussed here from an overall thesis perspective, in which four 

bodies of work inform the thesis, followed by the methodology perspective. The first body 

of work that informed the thesis aim was a comprehensive literature review in Chapter 

three. The review examined contemporary academic literature aiming to establish whether 

specific urban environment determinants play a role in elderly health. Subsequently 

published in the Cities and Health Journal (Gardener and Lemes de Oliveira, 2019), this 

chapter concluded that research of this nature is under represented in the literature and 

that further research is warranted as explained in the rationale in 1.3. The next body of work 

undertaken was a review on ‘Healthy Cities’ in Chapter four, which aimed to establish what 

it takes for a city to be regarded as healthy. In the process of examining elements such as 

age-friendly cities and Healthy City Frameworks, the conclusion identified that further 

research is necessary to establish a collaborative practical mechanism between residents 

and service providers to facilitate ongoing communication forums about health and place. 

Last, but not least, Chapter five presents Portsmouth in Context, aiming to inform the thesis 

by providing a comprehensive background about Portsmouth. Shortfalls identified in 

previous research by Portsmouth City Council (PMCC) established the final motivation and 

narrowed down proposed research with the elderly in a specific place. These combined 

thesis aims are discussed in further detail in the rationale.  

The thesis methodology aims to examine whether and, if so, how urban environment 

characteristics are perceived by the elderly, living in deprived wards, to have an impact on 

their health and well-being. To achieve these aims the study seeks to answer questions such 

as: Do you think your outdoor environment is healthy? And, on your regular walking route, 

where are the areas that you think are healthy or unhealthy? Analysis of participants’ 

answers aims to elicit the reasons behind what is considered healthy or unhealthy, and why. 

To answer these questions and identify barriers and facilitators, two rounds of interviews 

were held with the elderly with specific objectives in mind: 

• Identification of locations and everyday routes;  

• urban environment barriers to health and well-being along the routes;  

• characteristics that facilitate health and well-being; 

• general perception of neighbourhood environment health; 

• to establish what determines participants’ environment perceptions.  
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1.3 Rationale  
The rationale for this study is motivated and justified by three gaps in the literature. First, 

the outcomes of a published systematic literature review presented in Chapter three 

recommends that research with the elderly is needed to establish what neighbourhood 

characteristics are perceived to be health and well-being determinants. In this way problem 

areas are brought to light so that these may be addressed by the local authority. Likewise, 

determinants identified as beneficial for health and well-being may be considered for 

expansion or inclusion in other locales in the neighbourhood. Second, outcomes in Chapter 

four, Healthy Cities, identified that what is missing in Healthy City Framework guidelines is a 

mechanism to engage and include public participation to facilitate collaboration and 

improve outcomes. Third, in Chapter five, analysis of the Rapid Participatory Appraisals 

(RPAs) undertaken by PMCC in 2016, identified that a mechanism to engage directly with 

the elderly living in the deprived wards, to establish what they think impacts on their health 

and well-being, is under represented. Identification of this third gap motivated the need to 

undertake the research in deprived wards in Portsmouth. 

The rationale for including two of three highly deprived wards in Portsmouth is because 

shortfalls identified by the RPAs across the wards identify generic similar issues, therefore 

issues across Charles Dickens and Fratton wards are also representative of Paulsgrove. 

Furthermore, Charles Dickens and Fratton wards borders are adjacent to each other and 

closest to the city centre. This means that the urban environment is more compact with a 

greater saturation of varied transport infrastructures and commercial services, therefore 

these residents are more exposed to an urbanicity effect. Urbanicity effect is related to 

judgements of threat (Corcoran et al., 2018), and greater mixed land use in neighbourhood 

design that leads to increased walkability and socialisation opportunities (Pinto, McGaw-

Cesaire and Petrokofsky, 2017). 

The key shortfalls and gaps in knowledge combine to underpin the necessity to undertake 

empirical research to understand how the elderly, living in deprived neighbourhoods in 

Portsmouth, perceive urban environment health and well-being determinants and what 

impact they have.   
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The key research questions are therefore focused on the nexus between the health and well-

being of elderly residents living in deprived wards in relationship to their perceived 

neighbourhood characteristics.  

1.4  Significance 
Beneficiaries from the thesis include the contemporary academic literature. First, by the 

published literature review in Chapter three and, second, by the contribution that this body 

of work, the thesis in its entirety, brings to academia. In addition, the outcomes contribute 

both to local councils’ and Public Health strategists and complements the findings from the 

RPAs undertaken by PMCC in 2016. In other words, people working on all elements of health 

and well-being and healthy cities, namely, the National Health Service (NHS), Clinical 

Commissioning Groups (CCGs), City Council Health and Well-being board and transport and 

planning departments in Portsmouth. Furthermore, the findings are relevant for people 

tasked with working on responsibilities for local health and well-being in relation to tackling 

inequity, and it is hoped, will benefit the local elderly residents themselves.   

 

1.5  Methodological approaches  
Chapter two of this thesis addresses in detail the methodological approaches and positions 

related to this study. It identifies and evaluates methodological theories which ultimately 

inform outcomes in Public Health associated with urban environment research. Then it 

examines the methods used by the researchers in the literature review presented in Chapter 

three and demonstrates how they influenced the choice of methods employed in this study. 

Last, a comprehensive overview of the methods used in the empirical research in this 

exploratory case study of Charles Dickens and Fratton wards Portsmouth is presented.  

1.5.1 Epistemological and ontological positions 

Review and reflection on the methods used in contemporary literature demonstrated that 

the best way to assess an area of previously unexplored health and well-being enquiry, 

without any presupposition or hypothesis in mind, requires starting with a blank slate. This 

means having no expectations regarding what may or may not be revealed (Glaser and 

Strauss, 1967; Corbin and Strauss, 2008).  
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However, one needs to bear in mind research philosophy which is viewed through the 

nature of explicit or implicit ontology and epistemology. In order to get out of the way of 

preconceived notions and hypotheses informed by findings in the comprehensive review of 

the literature, the researcher needs to step back and find a way to encourage new 

information to be brought into the discussion so that analysis of dialogue is possible. In order 

to achieve this outcome, the research in this thesis is examined using grounded theory 

because it offers a mechanism to give previously unheard voices an opportunity to have 

their say, and in so doing offers an opportunity to contribute to developing and changing 

public policy (Charmaz and Thornberg, 2020). Critical realism is used in this process because 

it combines ontological realism (objects and facts exist independently of our understanding 

or knowledge of them) with epistemological relativism (knowledge, as we know it, is 

historically, socially produced and is imperfect) (Bhaskar, 1975).  

Furthermore, the Theory of Affordances, identified in a seminal work by Gibson (1986) also 

comes into play. This means that the opportunities available or affordances of a place 

depends upon perceived characteristics in the environment that interact with the inherent 

qualities and experiences of the person or, as in this study, the participants. Also, as the 

research progresses to interviews with the elderly, the role of the researcher becomes 

participatory as an observer (Crano, Brewer and Lac, 2015) which, apart from undertaking a 

comprehensive literature review and becoming familiar with the subject, means that an 

inherent observational personal bias is present. Therefore, the researcher needs to set all 

personal biases aside to minimise personal influence and focus on seeking the knowledge 

sought (Hammersley and Atkinson, 2019). 

1.5.2 Methods 

After an in-depth review of the methods used in contemporary research and consideration 

of the questions, aims and objectives of this study, it was decided that the best way to 

establish answers and knowledge in this exploratory case study was through a mixed 

methods exploratory case study approach. The rationale for selecting mixed methods is that 

it brings a wider understanding of the subject being examined (Cameron, 2011b; Osborne 

and Jones, 2017) and reassurance that what is seen in one type of data is reflected in another 

type of data (Creswell and Garrett, 2008; Osborne and Jones, 2017). Although a combined 

quantitative and qualitative approach was employed a minimal amount of quantitative  
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assessment was undertaken and the majority of results, findings and discussion presented 

in the thesis are qualitative in nature.  

Purposive sampling and recruitment of participants was not straight forward initially. 

However, next steps included first gaining acceptance by potential participants which was 

successful due to the researcher employing a more friendly, open and involved approach 

(Guba & Lincoln, 2008 in Crano et al., 2015, p. 259). Building and gaining the trust and 

acceptance by the elderly through participating in elderly-centric activities was therefore 

crucial to enable the research to begin.  

Favourable ethical opinion was given by the Faculty of Creative and Cultural Industries Ethics 

Committee, reference FCCI2018-005 (Appendix 1). Written consent was obtained from 

participants before the interviews (Appendices 2 and 3), after participants had an 

opportunity to review the participant information sheet (Appendix 4). The interview 

discussions were recorded, transcribed and analysed inductively. NVivo Version 12 software 

was used to code, recode, contrast and define concepts arising from the data in an iterative 

manner until saturation was reached. Analysis of the brief questionnaire was aided with the 

use of SPSS version 25.0. Armonk, NY: IBM Corp software and all participant results and 

dialogue was anonymised in the findings.  

After exploring the methodological approach in Chapter two, Chapter three illustrates a 

contemporary literature that examines the nexus between the urban environment and 

health and well-being in the elderly across 49 eligible articles published between January 

2010 and December 2017. The articles are related to health and well-being in relationship 

to perception of place, particularly neighbourhood physical and social characteristics and 

their impact on elderly users. This chapter identifies the first gap in the literature, which is 

the lack of exploration of urban environments in conjunction with the elderly to identify 

what characteristics they perceive qualify as health and well-being determinants.  

Chapter four explores diverse literal, theoretical and practical aspects of what it means for 

a city to be regarded as healthy. These include the importance of urban environment city 

mobility structures offering opportunities to be physically active. The chapter explores an 

overview of statutory guidelines and public health and well-being policy and age-friendly 

cities and the evolution and role of Public Health England (PHE), which provides additional   
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background context. As a result it discusses and analyses Healthy City Frameworks and 

identifies a second gap in the literature, namely, the need to translate theoretical guidelines 

into practice that are inclusive, accessible and equitable, (WHO Kobe Centre, 2015). 

To anchor the discussion into the explored context of this thesis, Chapter five, Portsmouth 

in context, provides a comprehensive backdrop setting and overview of Portsmouth in four 

distinct subject areas related to this thesis. It starts with the discussion about the remarkable 

historical heritage that has shaped the city, which directly influenced the origins of local 

deprivation. This is followed by a summary of aging community support centres and 

programmes together with an overview of collaborative research between the NHS and the 

University of Portsmouth. The chapter also explores the ongoing poor air quality levels and 

related impact of expanding economic growth resulting in large scale new builds. The 

chapter ends up with examining health and well-being in Portsmouth in two defined 

categories: 1) the index of multiple deprivation, and 2) the assessment of the RPAs 

undertaken in three of the most deprived wards by PMCC in 2016.  

The shortfalls in the RPAs underpin and provide the third and final incentive informing the 

direction of the research in this exploratory case study, to extend the RPAs enquiry to include 

more in-depth enquiry with elderly residents living in highly deprived wards in Portsmouth. 

Chapter six presents the analysis of the first stage of interviews with participants. The 

interviews focus on exploring perceptions of environment characteristics by the elderly, 

unveiling health and well-being determinants in the process. The data is collected using a 

combination of maps for participants to identify routes and places, semi-structured 

interviews and a short questionnaire. The chapter also discusses the implications of ageing 

and how the UN Sustainable Development Goals are relevant.  

The semi-structured interviews with 15 participants and the use of maps helped identify the 

everyday routes walked and revealed the  participants’ experience of barriers to their health 

and well-being as well as salutogenic factors. The term salutogenic is used throughout the 

thesis and refers to environment characteristics which contribute to the basis of health and 

well-being, also known as salutogenesis (Antonovsky, 1979, 1996).  
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The chapter highlights the significance of continuing research in the deprived wards in close 

collaboration with the elderly residents because both subjective and objective evaluation 

provide a more concrete insight and understanding of local needs.  

This is followed by the follow-on walking interview phase in Chapter seven which supports 

the thesis with data in conjunction with outcomes from interviews from both stages.  

This data is important because it facilitates an insight to the elderly people’s perceptions and 

experiences in their neighbourhood environment. Commentary by participants and 

introduction to places and people were spontaneous and provides data related to an 

appreciation of historical features and community outreach endeavours. Data is collected 

using a geolocation tracking application, photography and voice recording. The chapter 

illustrates detailed maps of individual routes and photographs taken by participants 

constitute substantial data related to the neighbourhood and health and well-being 

characteristics identified by each participant.  

The combined accumulated information from first phase seated interviews and second 

phase follow-on walking interviews provide a rich source of new evidence in this exploratory 

case study. In Chapter eight, discussing findings from both interview phases is shown to 

answer the research questions, in so doing meeting the aims and objectives of the study. 

The chapter presents a discussion of data and findings from first phase interviews and the 

follow-on walking interviews in relation to the contemporary literature and the RPAs 

undertaken by PMCC in 2016.  

The chapter findings demonstrate how a dynamic nature of ageing in place includes both an 

inherent participant’s personal ability and resilience aspect, while accessibility to preferred 

routes and services is key to maintain activity for health and well-being. Various external 

factors, captured both objectively in photographs and in interview dialogues, demonstrate 

how urban environment features form the basis of elderly identified health and well-being 

determinants. As such, findings are important because they highlight elderly identified 

shortfalls that potentially guide neighbourhood improvements to address mobility 

accessibility and environmental safety. This, in turn, will benefit the wider population 

because it simultaneously addresses the needs of other vulnerable members of society.   
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In addition to answering the questions and meeting the aims and objectives of this study, 

the discussion of the findings paves the way to introduce a possible methodological toolkit 

to tackle ongoing inequity experienced by the elderly living in the deprived neighbourhoods. 

As this study does not focus on a methodological approach to build such a toolkit, this 

chapter establishes key principles and developmental processes that potentially shape the 

nature and structure of a hypothetical toolkit. In so doing it opens the way for future 

research enquiry to follow this PhD and explore a methodological approach that support the 

building and implementation of such a toolkit.  

The concluding chapter presents and discusses the relevance and significance of the 

outcomes from this exploratory empirical case study of Fratton and Charles Dickens wards. 

Limitations of the research and the impact of Covid19 are also discussed. The chapter 

highlights ongoing inequity experienced by the elderly living in highly deprived wards and its 

serious long-term consequences associated with reduced mobility, increased prevalence of 

chronic disease and economic drain on health and social care services. Thus, the chapter 

summarises the conclusions of this study and evaluates the effectiveness of the 

methodological approach in regard to the questions, aims and objectives addressed by this 

PhD study. Based on the limitations, the chapter also addresses possible future research 

explorations that could be followed after the completion of this PhD.  
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Chapter two: Contemporary methodological stance, Methodology 

overview, Methods  
 

2.1 Introduction 
This chapter outlines philosophical foundations for research undertaken for this PhD in three 

sections. First, by examining the contemporary methodological stance selected by studies 

included in the literature review in Chapter three thereby presenting a broader introduction 

to the state of the art of the literature. This demonstrates how the literature review 

influenced the choice of methods used in the primary research undertaken in this thesis. 

Second, by exploring the methodological possibilities considered when seeking to examine 

perceptions of urban environment characteristics and their potential associations with 

health and well-being in the elderly in a local case study; demonstrating why a particular 

methodology is the best fit. Third, the methods used to undertake local empirical research 

in this PhD thesis are presented. This chapter demonstrates the logical, ethical and related 

theoretical process behind the methods employed. Methods used in this case study, 

together with their outcomes are explored more in depth, in each of the practical chapters; 

the First Interviews in Chapter six, and the Walking Interviews in Chapter seven.  

It is clear from outcomes of the literature review examining Urban Environment Cues for 

Health and Well-being in the Elderly in Chapter three, Healthy Cities in Chapter four, and 

RPAs examined in Chapter five that understanding of elderly residents’ perceptions of the 

outdoor urban environment features and their impact on health and well-being requires 

further research and investigation. However, before embarking upon the research to 

address this gap, it is important to clarify expectations and assumptions underpinning it. 

Assumptions are by their nature biased because they depend upon the understanding and 

beliefs about the nature of reality (Lewis and Townsend, 2015). There are three types of 

assumptions made when a researcher is developing and contributing to new knowledge 

which impact research process. These include not only the methods chosen but each 

subsequent stage of the research. The first assumptions are epistemological conventions 

about human knowledge, the second by the realities encountered as the research unfolds 

(ontological assumptions), and third, the researcher’s personal values have an influence on 

the research process (axiological assumptions) (Saunders, Lewis and Thornhill, 2016).   
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The nature of reality (ontology) and status of claims about that reality (epistemology) 

(Sorrell, 2018), in turn have Public Health implications because they have a direct impact on 

the methodology and methods used in empirical research. The challenge arises in designing 

an assessment that identifies the extra ‘something’ not previously established (Atkinson et 

al., 2017), which provides a substantial contribution to knowledge (Cameron, 2011b). 

Consequently, this chapter illustrates, in part, how and why the methods used in the 

empirical research for this thesis were chosen and then presents an overview of methods 

used in this thesis case study.  

As mentioned in the previous paragraph, there were significant motivators to undertake 

primary research on the topic of the relationship between health and well-being and 

perceived urban environment barriers or facilitators with the elderly in Portsmouth. These 

include topical gaps omitted in the literature. For example, in Chapter three, the literature 

analysis outcome identified a dearth in empirical research that asks the direct question 

regarding whether and, if so, how urban environment characteristics are perceived to 

impact on the health and well-being of the elderly. Furthermore, the lack of a mechanism to 

initiate and maintain ongoing collaboration between service providers and residents with a 

view to providing an opportunity to be heard and raise relevant issues so that they may be 

addressed is the shortfall identified in Healthy City Frameworks guidelines, discussed in 

Chapter four. In addition, as discussed in Chapter five, there was a strong bias towards 

inclusion of service providers and the omission of input from elderly residents in the RPAs 

undertaken by PMCC in 2016. These shortfalls contribute to and inform the direction and 

methods of empirical research undertaken in this thesis.  

An evaluation of contemporary methods used by researchers in the literature review 

examined in Chapter three is presented next.  

2.2  Contemporary Methods Stance: Urban Environment Cues for Health 

and Well-being in the Elderly  
The methods used in the literature review in Chapter three demonstrate that numerous 

data-gathering mechanisms were employed within a mixed methods paradigm. Only three 

studies (3/49) asked participants to identify features in their neighbourhood that they 

regarded as important for, or what they perceived to be a barrier to, their health and well-

being (Ronzi et al., 2016; Douma et al., 2017; Kent, Ma and Mulley, 2017).   
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Participants in these three studies were either 1. given cameras and asked to take 

photographs using a photovoice method to demonstrate how the city contributes to health 

(Ronzi et al., 2016), or; 2. subjective exploration was used and participants were asked to 

write down a description or draw the features (Douma et al., 2017), or; 3. associated 

objective and perceived urban environment features that matter for happiness were rated 

using an adapted Neighbourhood Environment Walkability Scale (Kent, Ma and Mulley, 

2017).  

Although the photovoice process enabled elderly participants to become more aware of 

features of the city contributing to or preventing respect and social inclusion, difficulties 

they encountered included photography of negative features and social concepts. This was 

compounded by anxiety due to expectations of what a ‘proper’ photograph is (Ronzi et al., 

2016, p. 732). Similarly, in this PhD thesis study, two participants in the walking interviews 

voiced a concern about being able to take good (enough) quality photographs. An 

explanation and demonstration about how to take a photograph, to identify the 

environment feature, point the camera and press a button allayed their concerns. Kent, Ma 

and Mulley (2017) found that limitations and ensuing recommendations included a 

differentiation between quality and quantity in the natural environment and that 

longitudinal studies are necessary to make rigorous causal inferences between health, 

subjective well-being and built environment factors. Limitation due to selection bias may 

have influenced results in Douma et al., (2017) because despite efforts to recruit participants 

in various ways, actual recruitment took place in social clubs, sports clubs and at a local 

health event which meant a healthy active cohort participated in the study. The same 

eventuality occurred in this PhD thesis study. Posters inviting participants placed on public 

notice boards in prominent places such as libraries, community centres and doctors’ 

surgeries elicited minimal response. Elderly participants were eventually recruited from 

group activities events such as Tai Chi and Kurling at local community centres.  

Methods employed across the 49 studies in the literature review in Chapter three were 

either qualitative, quantitative or mixed and aimed to establish perceived neighbourhood 

barriers or facilitators and calculate correlations with health and well-being. For example,   



25 
 

Giraldez-Garcia (2013) undertook a survey about quality of life, neighbourhood problems 

and self-rated health and well-being; she then calculated the associated correlations.  

All studies were cross-sectional, a snapshot evaluation across a defined population living in 

a particular locale at one moment in time, apart from six that were longitudinal when 

baseline research was repeated after a period of time had elapsed. For example, three of 

the longitudinal studies reported on data that was gathered at two timeframes (Gauvin et 

al., 2012; Toma, Hamer and Shankar, 2015; Ottoni et al., 2016). Additional examples include: 

participants who were interviewed and recorded on their naturally occurring outings every 

two weeks over eight months (Gardner, 2011), and data was collected every six months over 

a 3.5 year period (Rantakokko et al., 2012).  

Longitudinal studies are useful to measure the impact and effects of interventions such as 

neighbourhood improvements or repeat an evaluation of baseline criteria, say, two, four 

and six years later to measure changes in responses over time. For example, a subset of 

participants from a baseline questionnaire survey were invited to complete the same survey 

before and after neighbourhood improvements were made (Ward Thompson et al., 2014). 

Changes in participant activities, health and quality of life before and after neighbourhood 

improvements were measured across locations in England, Wales and Scotland. Results 

showed improved perceptions of street walkability and safety at night but not overall activity 

levels, health or quality of life (Ward Thompson et al., 2014, p. 1059).  

Although activity levels, health and quality of life showed no improvement over time it is 

important to note that activity levels of participants rarely met the UK health 

recommendations in the first place, yet repeat surveys after the improvements were made 

demonstrated a significant increase about perceptions of the numbers of recreational 

facilities and high quality paths to reach them.  

Interviews were the most commonly used data collection method (20/49). Five interview-

based studies incorporated walking interviews (Gardner, 2011; Völker and Kistemann, 2013; 

Ottoni et al., 2016; Zandieh et al., 2017) and Tilley et al., (2017) used EEG data gathered on 

the walk to examine physiological impact of exposure to different environmental situations 

on mood.   
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Participants in this study were closely followed and monitored by a research assistant who 

made field notes on unusual activity or events and was on standby to aid or guide the 

participant if they had a query (Tilley et al., 2017). The research assistant also interviewed 

participants directly after the walk (ibid). 

The use of self-rated health and well-being questionnaires and assessment of 

neighbourhood barriers to activity were common with a trend to use elderly adapted 

versions of the Neighbourhood Environment Walkability Scale (NEWS) (9/49), (Adams et al., 

2012; Giehl et al., 2012; Kolbe-Alexander et al., 2015; Chaudhury et al., 2016; Ory et al., 

2016; Kent, Ma and Mulley, 2017; Tiraphat et al., 2017; Yu et al., 2017; Zuniga-Teran et al., 

2017). Specific questions which focused on particular environment characteristics were 

included in tailored questionnaires in some studies. Examples include measuring the 

perceptual quality of neighbourhood design and feelings of unsafety (de Donder et al., 

2013); the association between neighbourhood cohesion and disorder (Dong and Bergren, 

2017); and, relationship between social context and self-rated health (Mahmood et al., 

2012; Mathis, Rooks and Kruger, 2015; Ory et al., 2016).  

Six studies employed focus groups to gather data on outdoor environment elements 

regarded as important for health and well-being (Huong et al., 2012; Hayward et al., 2015; 

Ronzi et al., 2016; Strobl et al., 2016; Brookfield, Thompson and Scott, 2017; Lo et al., 2017). 

For example, Strobl et al., (2016) held 11 problem-centred semi-structured focus groups to 

establish what community structures and neighbourhood characteristics are important for 

participation by the elderly, and Brookfield et al., (2017) used pictures of home and outdoor  

environments to illustrate a topic, stimulate reflection and comment about barriers and 

facilitators to neighbourhood activity.  

An open heuristic (exploratory) approach was used in 11 studies in that there were no 

questions or questionnaires regarding health and well-being or activity levels. Instead, the 

methods used included solely focus groups or combined focus groups and interviews; others 

used walking interviews. Focus groups were used to explore and examine elderly 

perceptions of neighbourhood structures and characteristics that were barriers to 

participation (Strobl et al., 2016). Two studies used a combination of focus groups and 

interviews to explore neighbourhood quality of life in the elderly (Huong et al., 2012) and 

perceived barriers to movement (Brookfield, Thompson and Scott, 2017).   
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Mahmood et al., (2012) initially gave participants cameras to record photos of features 

perceived to be neighbourhood barriers or facilitators for physical activity, then followed up 

with focus groups to finalise most commonly identified features. Three studies used 

interviews with the elderly to enquire about characteristics of the outdoor environment that 

impact on quality of life (Day, 2010; de Donder et al., 2013; Tiraphat et al., 2017). Walking 

interviews in four studies explored the built and social environment influences on mobility 

and well-being (Ottoni et al., 2016); the salutogenic features (supportive of health and well-

being) of urban blue on health and well-being (Völker and Kistemann, 2013); neighbourhood 

perceptions, experiences and interactions (Gardner, 2011); and, perceptions of 

neighbourhood characteristics and features (Zandieh et al., 2017). Participants in Gardner 

(2011) also took photographs during the walking interviews and Volker et al., (2013) 

included a questionnaire survey while walking. A combination of seated and walking 

interviews was also undertaken (Ottoni et al., 2016). Walking interviews as a method of 

research are discussed further in Chapter seven. 

Geographic Information System (GIS) technology was used in seven studies in two ways. 

Firstly, to map data or verify local features. Second, to map the relationship between self-

rated health and reported or measured activity in the environment. For example: distances 

were measured between home and local services (Gauvin et al., 2012); environmental 

features were identified (Wong, Yu and Woo, 2017); telephone survey data was mapped 

(Mathis, Rooks and Kruger, 2015); and, a walking route was mapped in conjunction with 

participants wearing an electro-encephalograph (EEG) headset that recorded physiological 

data (Tilley et al., 2017). An architectural geographic information system (ArcGIS) (a 

geospatial system that has the capacity to add layers to maps) was used in two studies; 

firstly, to define neighbourhood clusters (Malecki et al., 2014) and, secondly, to measure 

neighbourhood built environment attributes (Zandieh et al., 2017). 

Seven studies incorporated GIS in examining the relationship between self-rated health and 

well-being and the urban environment (Gauvin et al., 2012; Vine, Buys and Aird, 2012; 

Malecki et al., 2014; Mathis, Rooks and Kruger, 2015; Tilley et al., 2017; Wong, Yu and Woo, 

2017; Zandieh et al., 2017). Another useful tool in the methodology toolkit examining health 

and well-being and objective walking levels is an accelerometer.   
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Activity accelerometer trackers were worn by participants in five studies, recording real time 

activity that was correlated to self-reported health and/or activity (Adams et al., 2012; Vine, 

Buys and Aird, 2012; Ward Thompson et al., 2014; Kolbe-Alexander et al., 2015; Ottoni et 

al., 2016). Two of these studies also correlated the objective activity rate with walking diaries 

(Vine, Buys and Aird, 2012; Ward Thompson et al., 2012). The use of technology to evaluate  

the neighbourhood objectively and track activity is becoming more commonplace, allowing 

for triangulation of data and direct association between place and activity, contributing 

significantly to reliability and validity in research.  

 

2.2.1 Reflections on methods in the contemporary literature 

GIS derived data in the Gauvin et al., (2012) longitudinal study coincided with the start of 

their study, which meant it was possible that environments changed over the ensuing three 

years duration of the study. This means that some participants may have been misclassified 

in terms of proximity to services if there were any changes. In addition, other factors such 

as changes in local traffic patterns, social characteristics, perceived safety and criminal 

activity may have influenced self-rated health and well-being – highlighting how future 

longitudinal studies need to integrate observational or crime data changes over time with 

GIS data (Gauvin et al., 2012). Travel diaries given to participants, who were asked to write 

down the nature of built environment features that affected the walkability of their 

neighbourhood, were found to be ineffective because participants tended not to do so and 

instead only gave details of the nature of their destinations and the mode of transport used 

for each trip (Vine, Buys and Aird, 2012, p.441).  

A limitation in cross-sectional studies is that the authors were unable to make a causal 

inference regarding influence of environmental characteristics or features on health and 

well-being. However, longitudinal studies, with repeated assessment of baseline measures 

were able to present significant outcomes if there were any. For example, repeated 

assessment of older people with confirmed independent outdoor walkability capacity at the 

start of the study and their reports on the environment demonstrated that barriers 

identified earlier in the study significantly increased the risk of mobility decline at a later 

stage (Rantakokko et al., 2012). In addition, participants had more depressive symptoms 

when mobility had declined.   
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These outcomes have direct financial associations and policy implications because if barriers 

were addressed by active transport infrastructure service providers at the time they were 

identified, or as soon as possible afterwards, participants may not have experienced a 

decline in mobility or well-being.  

Seeing that the common thread across interviews, walking interviews and focus groups in 

the contemporary literature directly invited an opportunity for participants to speak about 

their outdoor experiences and perceptions about characteristics and features in their 

neighbourhoods, it was decided to incorporate a similar format in the empirical research 

undertaken in a localised case study format. In planning this thesis case study, the first 

method selected was to hold focus groups so that discussions on environment aspects 

would generate discussion between individuals in groups of participants. Focus groups 

would encourage spontaneous discussion about common experiences (Hayward et al., 

2015) because what one participant says may prompt another to elaborate and therefore 

co-construct answers on the topic (Barbour, 2018). But, it also may make it more difficult to 

have control over the topic (Hammersley and Atkinson, 2019) as participants may go off on 

a tangent and need to be redirected to the topic being discussed.  

Nevertheless, focus groups may raise what is an important quality of life criterion for the 

elderly in a particular locale. Examples arising that were considered important by 

participants for health and well-being include: the importance of spiritual practice (Huong 

et al., 2012); environmental unsanitary conditions (Hayward et al., 2015); being motivated 

towards doing voluntary work - not only due to altruism but also because of the opportunity 

to socialise (Strobl et al., 2016, p. 150); differing views on the presence of street cameras in 

that some participants perceived them to be a threat and a controlling mechanism versus 

others who believed they were sensible (Brookfield, Thompson and Scott, 2017, p. 5). In 

addition, lack of a unified community voice to bring about social cohesion and agreement 

on proposals for change to improve outcomes was identified in Hayward et al., (2015); and 

an emphatic need for social networks was identified by Strobl, et al., (2016). Safety and 

security from both the physical environment features context and perceptions of social 

behaviours and feeling secure were also identified as important (Mahmood et al., 2012, p. 

1184). An overview of methodology is presented next.   



30 
 

2.3 Methodology Overview 

2.3.1 Introduction 

Methodology is defined as a framework, system, or infrastructure used in research to 

examine a topic. It is important to clarify upfront what theoretical framework and methods 

are chosen by the researcher to demonstrate that they are able to extract, analyse and 

present the knowledge the researcher is seeking (Braun and Clarke, 2006). 

In this section an initial discussion clarifies the methodology in Public Health guidelines and 

demonstrates the role that the Index of Multiple Deprivation report plays in evaluating 

health and well-being. A discussion on research models is presented in 2.3.2, which 

culminates in explaining the reasons for the choice of theory adopted in this thesis. The aims 

and objectives of the case study are presented in 2.3.3, followed by a discussion on validity 

and sample size. The methods used for this PhD thesis case study are presented in 2.4. 

The concepts, methodologies and guidelines in Public Health are continually evolving and 

disseminated in a vast literary output. Governing bodies such as the WHO, the US Center for 

Disease Control (CDC), PHE and the National Institute for Health and Care Excellence (NICE), 

United Kingdom, develop their evidence-based health recommendations and guidelines 

based on the best available evidence. Each NICE guideline is developed through an evidence 

search, evaluation and verification and the process is repeated iteratively to ensure that 

guidelines are kept up to date and aligned with current best evidence. Draft scopes are 

provided to stakeholders for comment before a final version is published (NICE, 2019a). For 

example, a guideline to implement infrastructures to ensure the public has access to 

opportunities for physical activity and active travel in the urban environment is illustrated 

on the NICE website as follows:    

To increase active travel: Identify and prioritise local areas where there is a high 

potential to increase travel on foot, by bicycle, or by other forms of active travel. Base 

this on demographic data, travel surveys, land use mix and other sources of local 

information. Take into account views identified through community engagement 

(NICE, 2019b).  

The guideline above was published in November 2012 and updated in February 2019. The 

NICE guidelines inform treatment pathways not only for specific diseases but also, as   
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demonstrated in the quote, for process pathways to follow to improve environment 

infrastructure to facilitate an increase in active travel and therefore improve the health and 

well-being of the population. To examine where the health and well-being of the population 

is at, the English Index of Multiple Deprivation, an official measure of relative deprivation for 

small areas illustrates a range of ten categories from the least deprived 10% to the most 

deprived 10%. The English Indices of Deprivation 2019 were constructed by Oxford 

Consultants for Social Inclusion and Deprivation, while some indicators inform Health 

Deprivation and Disability were constructed by the University of York and an air quality 

indicator by Staffordshire University (Noble et al., 2019). To produce the index of multiple 

deprivation report, multiple social and public health records data are accessed. These 

include diagnoses and demographic population data from health services providers; crime, 

education and employment records from the Office for National Statistics (ONS); and urban 

air quality reports from the Department for Environment Food & Rural Affairs (DEFRA). The 

data are collated, analysed and a research report is produced by the Ministry of Housing, 

Communities & Local Government (Noble et al., 2019). Health and well-being in the context 

of the Index of Multiple Deprivation is therefore a complex multifaceted subject comprising 

objective measurable data as well as implicit and intangible aspects, of which the outdoor 

environment is but one. 

The outdoor environment characteristics such as air pollution, accessibility to green/blue 

spaces and active transport are increasingly recognised as being directly influential on health 

and well-being outcomes. As a result, guidelines for equitable access to active transport such 

as walking, cycling and accessibility to green/blue spaces, have been developed by NICE and 

the WHO (NICE, 2018; WHO, 2018). Air quality control and measures employed to monitor 

it are discussed further in Chapter five. To ensure guidelines are met, PHE (2019) advocate 

that local statutory bodies such as the City Council Health and Well-being boards and NHS 

CCGs collaborate in community-centred, place-based approaches for reducing health 

inequalities (Public Health England, 2019b).  

The ensuing discussion focuses on conceptual and practical tools used to undertake 

research.   
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2.3.2 Research models 

There are, broadly speaking, two major research models that are defined as qualitative and 

quantitative. Qualitative research may follow constructivist, naturalistic, interpretive, post- 

positivist or postmodern perspectives as developed by Foucalt et al., Dithey, Kant & 

Wittgenstein, while quantitative research may be regarded as positivist, experimental or 

empiricist, as developed by Comte, Durkheim, Locke, Newton and Mill (Clarke, 2005; Watts, 

2016). Combining the two major research models results in mixed methods research that 

involves both quantitative and qualitative data collection within one study, which comprises 

a philosophical paradigm, a pragmatic practical approach, a conceptual praxis, proficient 

understanding of the topic that defined the approach and, ideally, the publication of 

outcomes (Cameron, 2011a; Askarzai and Unhelkar, 2017). An illustration of 32 possible 

permutations of mixed quantitative and qualitative research in Figure 2.1 demonstrates the 

multifaceted range of possibilities within this paradigm. 

 

Figure 2.1 Permutations of mixed methods (Askarzai and Unhelkar, 2017) 

Mixed methods research may have less qualitative elements and more quantitative 

elements, or vice versa, or have an equal distribution of both. Statistical analyses may be 

applied to quantitative data but not to qualitative data unless a method of transforming the 

data is developed to convert outcomes from categories to ordinal or scale numbers. 

However, quantitative measures are unable to capture the experience of walking and   
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perceptions of the street environment that may have complex or subtle relationships to 

urban characteristics (Ewing and Handy, 2009). Therefore, due consideration needs to be 

given to qualitative methods that may capture the experience of walking more robustly and 

these are discussed next.  

Qualitative focus on the construction of meaning may be undertaken in numerous ways, of 

which four methods are explored and discussed further. These include Interpretive 

Phenomenological Analysis (IPA), Narrative analysis, thematic analysis and grounded theory. 

IPA analysis originated from hermeneutics (interpretation), combined with psychology by 

establishing the individual participant’s idiographic construction of making sense of some-

thing significant, be it a place, event, or interpretation of what is happening to them, and to 

understand their frame of reference (Zimmerman, 2015; Nicholson et al., 2016). A 

qualitative interpretive method, IPA is committed to the examination of how people make 

sense of their major life experiences (Smith, Flowers and Larkin, 2009).  

Narrative analysis focuses on understanding personal stories in a holistic way and data is 

likely to be collected in interviews that may cover life-history or specific details of a life 

episode that is analysed descriptively and interpretively. Key features, sub-plots, 

interconnections and commonalities or differences in narratives are identified. Narrative 

analysis aims to summarise and deliver the structure, emotional context and complete story 

in relation to a broader academic literature context (Sharp, Bye and Cusick, 2019). Although 

narrative analysis has no set approach, it reveals the constructed story of an individual 

participant. 

Thematic analysis may be done inductively, from the bottom-up as it were, or deductively, 

from the top-down. Inductive analysis is bottom-up data driven like grounded theory; 

however, the difference is that it is not comparative or iterative, which is the hallmark focus 

of grounded theory. If a top-down method is used the search in the dialogue and coding is 

hypothesis (preconceived theory) driven. Braun & Clarke (2006) state that ‘thematic analysis 

is a method for identifying, analysing and reporting patterns (themes) within data’ (Braun 

and Clarke, 2006, p.6), whereas grounded theory is focused on actions and processes 

initially. Only when the initial exploration focus on identifying concepts is done does the 

focused clarification phase begin to shape the evolving themes (Watts, 2014).  
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Grounded theory was founded by Glaser and Strauss (1967) and is argued by Strauss to come 

with preconceived ideas and hypotheses in mind, whereas Glaser argued that it is inductive, 

iterative and begins with a tabula rasa or clean slate. Both, however, agreed that it is realist 

and reflects how things really are (Glaser and Strauss, 1967). In grounded theory the analysis 

does not begin after all the interviews are completed, it starts as soon as possible after each 

interview. An ongoing iterative analytic process commences that leads to saturation of the 

data when no new themes are identified, therefore continuing with interviews would be 

fruitless. Analysis focuses on actions and processes rather than themes while new concepts 

are developed (Corbin and Strauss, 2008). The focus is to establish what the data is showing, 

what it is concealing, and what the implications are of what is being said. Analysis remains 

focused on the data and the participants are not judged.  

Qualitative inductive analysis on subjective well-being in older adults ≥65 years was used by 

Douma et al., (2017), allowing the researchers to explore phenomena based on participants’ 

viewpoints without imposing preconceived groupings. Therefore, knowledge gained was 

based on analysis of the data, grounded in the understanding and realities of participants. 

When this method is applied to a larger local or institutional population the information 

gained about what the elderly regard as important for their subjective well-being may 

facilitate development of policy agendas that are more inclusive of a person-centred 

approach, supporting local policymakers to develop tailored interventions (Douma et al., 

2017, p. 237).  

In examining barriers and facilitators to physical activity in urban retirement communities 

Bjornsdottir et al., (2012) used a blend of phenomenology, hermeneutics and constructivism 

in their study. Similar to the starting point in grounded theory, a constructivist approach of 

the Vancouver School emphasises researchers drop preconceived ideas and stay open to 

hearing something new in interviews (ibid). In addition, reflexivity (Charmaz, 2008) was 

incorporated in analyses (Bjornsdottir, Arnadottier and Halldorsdottier, 2012) because a 

reflective diary was used by the researchers at all stages of the research process. Elements 

of grounded theory are also present in a study on the built and social environment influences 

on older adults’ experiences of mobility and well-being in Ottoni et al., (2016).   
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Drawing on social constructivist theory, researchers employed a ‘social-ecological 

framework that acknowledges the interplay of individual, societal and built environment 

factors that influence health’ (Ottoni et al., 2016, p. 34). The study objectives are aligned 

with this PhD study with the caveat that they explore how a specific microscale feature 

(benches) influence elderly mobility and well-being. Research by Bjornsdottir et al., (2012) 

and Ottoni et al., (2016) therefore demonstrate how people-environment studies combine 

converging theoretical disciplines.  

Taking it a step further, the benefits of the convergence of transdisciplinary contributions in 

people-environment studies is mutually beneficial for the people being researched, public 

health funding bodies, the policy makers and service providers installing practical infrastruc-

tures, i.e. transport infrastructures. This has far reaching implications for policy and practice 

and is succinctly summarised as follows: ‘Transdisciplinary contributions involve mutual 

learning, joint problem definition, and the sharing of data and information in order to solve 

real world problems by applying contextually specific knowledge in precise situations’ 

(Lawrence, 2016).  

Pure grounded theory was used in the analysis of (2/49) papers included in the literature 

review in Chapter three. The natural and important social networks in the lives of six older 

adults ageing in place were examined by Gardner (2011) through regular (every two weeks 

over eight months) visits from home in the neighbourhood to examine neighbourhood 

perceptions, experiences and interactions using the go-along method, which combines 

interviewing with participant observation (Kusenbach, 2003; Gardner, 2011).  

The method used by Gardner (2011) was similar to this PhD study in that participants led 

the walking interview and photographed neighbourhood features and the researcher 

observed behaviour and spontaneous interactions of participants. The visual data was 

valuable in the exploration of place and when photographs from all participants were 

combined a clear emergence of patterns and themes was noted (Gardner, 2011). 

The research method by Völker et al., (2016) included 211 interviews held in blue spaces 

and explored the significance of blue space to determine how urban open spaces were 

health-related appropriations.   
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Twenty distinct health-related appropriations emerged which were categorised under use, 

experience, social and meaning of the place (Völker, Matros and Claßen, 2016).  

Regardless of the two different methodologies in the aforementioned studies, both used 

grounded theory in analysis exploring the nexus between the urban environment and 

aspects of health and well-being and establish how the aims and objectives were met. 

Outcomes from both studies demonstrate a distinct potential to impact public health policy  

and landscape design, with a focus on keeping health and well-being of elderly participants 

at the forefront of consideration. Therefore, qualitative research using interviews and 

walking interviews has a reliable and valuable contribution to make to public health research 

regarding the health and well-being of residents living in an urban environment.  

Analysis of experiences of elderly individuals or groups can be related to their everyday 

practices in social or neighbourhood specific encounters walking through their 

neighbourhood and attending local community centres (Barbour, 2018). People who live in 

an urban environment develop a unique, personal perspective over time about the area they 

live in and may be considered experts on their environment (Chang, 2017), and may 

potentially shed new light on how people use and understand different spaces (Jones et al., 

2008). The Docent method is a good example of this and is discussed next. 

The Docent method, introduced by Chang (2017), involves three stages that include a warm-

up interview, followed by a participant-led photographed walking interview around sites of 

interest and, lastly, a wind-down interview in the community. Rooted in grounded theory 

and influenced by community-based participatory research, the Docent Method is inspired 

by the concept that a docent is a person with expertise in a topic or place who serves as a 

guide and educator and leads researchers on guided place-based walking interviews (Chang, 

2017). Although the focus of the research is on formerly homeless women living in 

permanent supportive housing in a San Francisco neighbourhood, the targeted design of the 

method and sites of interest stress the situatedness of social phenomena; the participant is 

the expert resident guide, the researcher is the student. The unique personal knowledge 

and urban environment experiences of the participants are brought to the fore. As Chang 

(2017) identified, understanding health and well-being beyond the confines of services 

provided by health providers is only feasible through connecting with residents who are   
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from vulnerable minority groups and living in deprived neighbourhoods because this give an 

insight into their day-to-day encounters, observations and perceptions.  

The Docent method informed the choice of research methods used in this thesis case study 

because it relies on first-hand information from participants, does not rely on presupposition 

of outcomes or a particular hypothesis, and uses grounded theory in the analyses.   

Empirical studies using grounded theory in analyses which led to recommendations to 

change policies to improve health outcomes for people are commonplace.  

Three examples from the broader literature that illustrate this are presented next.  

• Cartwright et al., (2017) recommended that local authorities funding and providing 

day services for people with intellectual disabilities consider including the need for 

engagement in physical activities to be included in job descriptions for project 

leaders and paid carers to ensure that service users increase and improve their 

physical activity levels. The bottom line being advocated is that professional carers 

need to be responsible for increasing service user activity levels. Furthermore, 

emphasis is placed on including service users in design and planning of any activity 

change, encouraging lifestyle changes, making activities part of everyday routines 

which then become a positive lifestyle choice (Cartwright et al., 2017). 

• Hatcher et al., (2019) examined strategies for elderly being able to sustain living at 

home and found that it was not only the sustainable environment but personal 

strength, health, and access to support that influenced capacity to make decisions 

and implement strategic changes to enable continued living at home. Furthermore, 

each individual experienced personal health, strength and access to support in a 

unique way which meant flexibility is needed in policy and service provision to cater 

for the elderly appropriately. This highlights the need for policy makers, health care 

professionals and the elderly to have a comprehensive understanding of these issues 

to sustain living at home (Hatcher et al., 2019, p. 9).  

• Eriksson and Emmelin (2013) examined what constitutes a health-enabling 

neighbourhood using a grounded theory situational analysis addressing the 

significance of social capital and gender. Both genders rated a neighbourhood where 

people say ‘hi’ to each other, with support between neighbours, in a good location   
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with neighbourhood greenness and proximity to essential arenas, as positive and 

health-enabling. Therefore, investing in social capital for health promoting purposes 

may include both social and physical interventions in the neighbourhood such as the 

creation of neutral meeting places and walking friendly neighbourhoods inclusive of 

green areas and parks (Eriksson and Emmelin, 2013, p. 122). 

In conclusion of this section, an important consideration for choice of methodology in this 

PhD research study is that in the final outcomes grounded theory speaks about altering 

everyday practices, including illuminating the situations of people denied a public voice, 

developing policy and implications for professional practice (Charmaz and Thornberg, 2020). 

It is argued that it is the altering of daily practices in policy and practice that will make a 

significant difference to ongoing inequity experienced in highly deprived wards across 

England.  

2.3.3 The aims of this empirical case study 

The overarching aims of this study are to address the gaps established in contemporary 

research (Chapter three: Literature Review); Healthy City Frameworks (Chapter four), and 

RPAs undertaken by PMCC in 2016 (Chapter five), which omitted comprehensive enquiry 

with residents living in the deprived wards. 

The beneficiaries of this case study are the participants, service providers and the wider 

academic knowledge base. It is hoped that the outcomes in the findings are taken on board 

and translated into infrastructure improvements, which improve the health and well-being 

of vulnerable populations, including the elderly. This will ensure residents voices are heard, 

changes are made that encourage residents to be active and walk more, reducing financial 

burden on health services and improving health and well-being of the elderly.  

Focusing on urban environment characteristics and elderly residents’ perspectives of these, 

the study aims to examine whether and, if so, how perceptions of urban environment 

characteristics have an impact on health and well-being of the elderly. To achieve these aims 

the study seeks answers from participants to the following questions: 

 

1. Do you think your outdoor environment is healthy? If yes, why? If no, why?  
 

2. Looking at your neighbourhood map, where do you walk to from home and what 
would you say are the healthy and unhealthy areas?   
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To answer these questions and identify elderly perceived neighbourhood health and well-

being barriers and facilitators, two rounds of interviews were held with related objectives in 

mind.  

Objectives 

1. Identification of geographical locations and routes walked. 

2. Identification of urban environment barriers to health and well-being. 

3. Identification of urban environment characteristics considered to facilitate health 

 and well-being. 

4. Overall perception of neighbourhood environment health. 

5. To establish what determines participants’ environment perceptions. 

 

In addition to achieving the above objectives, expected outcomes in this case study included: 

Outcomes 

1. Showcasing the findings to a group meeting comprising participants in the study 

and key service providers. 

2. A supplementary report to the RPAs (discussed in Chapter five) to PMCC of urban 

environment determinants for health and well-being identified by English speaking 

elderly participants ≥ 65 years of age. 

3. To consider development of a new hypothetical methodological toolkit for future 

research in deprived neighbourhoods. 

The intention was for findings from interviews to be presented at a showcase group meeting 

to which participants in the study and key service providers will be invited, however the 

lockdown due to the Covid19 pandemic put a halt to this for the foreseeable future because 

the elderly are advised and encouraged to remain cautious. The supplementary report to be 

disseminated to the current Director of Health at PMCC, Helen Atkinson, Portsmouth CCG 

clinical leader and current Accountable Officer, Dr Linda Collie, and the Healthwatch 

Portsmouth Project Manager Siobhain McCurrach and Senior Advocate Coordinator Fergus 

Cameron is forthcoming. 

The idea of a new methodological toolkit came about by considering findings in the literature 

review chapters and interviews outcomes; developing a mechanism and method that 

fundamentally comprises community based participatory research. Examples of elderly   
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residents who are given the opportunity to collaborate with service providers and 

participate in processes to identify shortfalls and make recommendations to improve 

outcomes which are then actualised are presented in Chapter four, Healthy Cities.  

The age-friendly cities examined include Manchester and The Hague (Buffel, Skyrme and 

Phillipson, 2017; Buffel, 2018; Meijering and Duimel, 2018; De Heus, 2019; Manchester City 

Council, 2020; The Hague Municipal City Council, 2020b). The mechanisms employed in 

improving outcomes for the elderly by Manchester and The Hague constitute an example of 

a good approach because it ensures the elderly are included in community improvement 

research, which aligns with the core WHO indicators of equity, accessibility and inclusiveness 

(WHO Kobe Centre, 2015). Therefore, to improve outcomes for the elderly requires a socially 

responsible approach with close collaboration between elderly neighbourhood residents 

and service providers to establish local shortfalls in relation to the WHO Global Network of 

Age-friendly Cities and Communities domains (WHO, 2017). 

In consideration of the aims, objectives, and anticipated outcomes in this empirical study a 

critical realist approach is indicated and applied because it does not predict outcomes, it 

endeavours to explain the how and why and under what circumstances perceptions occur 

(Sorrell, 2018, p. 1268). Mixed methods, discussed in 2.3.2 Research models and elaborated 

on in 2.4 Methods to examine urban environment cues for health and well-being, are 

employed because they are best suited and fit the purpose to deliver the results and findings 

in a way which takes the viewpoint of participants into account. In addition, subjective 

findings in dialogue that are mapped in conjunction with participants, in first interviews 

(Chapter six), together with objective findings photographed in walking interviews and the 

tracking of routes walked (Chapter seven) offer credibility in support of the dialogue.  

Furthermore, in examining the nexus between the urban environment and health and well-

being in an elderly participant sample, it is argued that grounded theory is the best way to 

do so as the researcher comes face-to-face with the data without any preconceived 

hypothesis or framework. Nevertheless, it is however evident that a researcher will come 

into a research hermeneutic (interpretation) with their own frame of reference and needs 

to be open to what the participants bring with them to the research.   
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Also, an understanding and appreciation of the fact that participants are the experts on their 

neighbourhood (Buffel, Skyrme and Phillipson, 2017; Chang, 2017; Yung, Ho and Chan, 2017) 

needs to be kept in mind. In grounded theory first stage codes and categories are established 

inductively (Glaser’s approach) and continued data collection and analysis proceeds from 

there, verifying that understanding belongs objectively to participant defined input 

(Strauss’s approach) (Glaser and Strauss, 1967; Charmaz, 2008). Initial focused exploration 

becomes focused clarification when theoretical sampling may be used to actively seek 

pertinent data. Constant comparison and evaluation take place iteratively until no more new 

information is found and the data collection is saturated, at which point data collection 

stops.  

Analysing qualitative data goes beyond quoting what participants say. Deeper iterative 

analysis uses divergent views and negative cases to challenge generalisations; returns to 

theoretical or methodological literature and creates information displays (Bazeley, 2009). 

These may include tables, graphs, illustrations, maps and photographs, amongst others. 

Writing up of concepts emerging from the data therefore prompts deeper thinking. Analysis 

of qualitative data also requires an understanding of how perception influences health and 

well-being. For example, in Browne-Yung, Ziersch and Baum, (2016, p.34) more negative 

experiences and perceptions of neighbourhood disorder, safety and reputation affected 

stress levels and self-esteem which then influenced health through limiting health 

behaviours such as taking opportunities to be physically active and walking for transport or 

leisure. The combined effects of negative experiences and perceptions of a neighbourhood 

with a poor reputation and adaptive behaviour therefore suggest locally identified issues 

contribute to health inequities (Browne-Yung, Ziersch and Baum, 2016). 

In addition, challenges to be aware of include how negative perceptions about ageing, 

internalised by older people, can have a detrimental effect on their individual well-being 

(Levy et al., 2002, in Age UK Bristol, Bristol Ageing Better and Bristol City Council, 2018). 

Consequently, it is important to encourage the elderly to engage in community age-friendly 

initiatives because active and positive involvement can contribute to enhanced health and 

well-being (Age UK Bristol, Bristol Ageing Better and Bristol City Council, 2018; De Heus, 

2019; The Hague Municipal City Council, 2020c).    
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In this research study there is an identified need to investigate in detail the perceived 

influence that the built urban environment has on health and well-being of elderly residents 

living in highly deprived wards. To meet this need, identification of local barriers and health 

and well-being facilitators are best achieved by the people who live in the neighbourhood 

and access local services in their daily lives. Their experiences need to be acknowledged and 

considered by local service providers as a point from which to go forward to improve out-

comes. A purposive sample of the population is therefore required comprising mobile 

elderly, who are ≥65 years of age, and English speaking to provide the information sought. 

2.3.4 Validity  

Validity in quantitative research refers to the reliability of the data, and whether what is 

measured reflects what was intended to be measured. For example, in Ottoni et al., (2016) 

one intention was to measure whether the installation of street benches increased activity 

levels. Activity data from an accelerometer tracker worn by participants together with data 

from two rounds of interviews revealed increased activity levels after the city had installed 

approximately 85 additional benches (Ottoni et al., 2016). However, similar research using 

accelerometer trackers worn by participants in Ward Thompson et al., (2014) measuring 

whether local street changes altered activity levels revealed that overall activity, health or 

quality of life was not changed. In both examples the results, although different, are reliable 

because the measured variables returned objective data.  

In this exploratory case study both quantitative data and qualitative data was recorded. 

Quantitative data was recorded in walking interviews by using a Track-kit application which 

continuously recorded the geolocation, start and end time, duration, distance walked and 

the route walked (Chapter seven, Walking Interviews). The data was downloaded from the 

application on return to the office after each walking interview, providing an in-depth 

objective summary and map with a track of the route walked. The participants took 

photographs of perceived urban environment barriers and facilitators while walking, 

providing additional objective data. In addition, conversation with each participant was 

recorded and transcribed providing a rich qualitative dataset. The three data streams: Track-

kit data, photographs and interview dialogue resulted in a triangulation of information which 

enhanced the validity of reported outcomes.   
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Validity in qualitative research refers to the credibility of outcomes and to what extent the 

data reflect the findings. However, the research rigour depends on the ability of the sample, 

which is not size dependent, to deliver the information required for comprehensive analysis 

(Silverman, 2010; Robinson, 2014). Sample size is discussed next. 

2.3.5 Sample size 

How many interviews are enough? The implications for research practice means that to 

satisfy the aims of the research, the contribution of new knowledge from the analysis needs 

to hold adequate information power (Malterud, Siersma and Guassora, 2016). Information 

power in quantitative research versus qualitative research is, however, not measured or 

calculated in the same way. Sample size in qualitative interview studies is determined by 

saturation of information and the dialogue in and of itself presents an internal validity. It is 

not possible therefore, to set the number of interviews or to plan for a finite number 

because the process of gathering information is complex and time consuming. Although it is 

argued that fifteen is the smallest acceptable sample in qualitative research (Guest, Bunce 

and Johnson, 2006), a range of between five and twenty-five is also recommended (Creswell, 

1998); while on the other hand, at least six has also been suggested (Morse, 1994). The 

information power depends upon the study aim, specificity of sample, use of established 

theory, quality of dialogue and analysis strategy employed (Malterud, Siersma and Guassora, 

2016).  

Sample size in quantitative studies is determined by power calculations, in which a certain 

sample size, the number of participants (N), is necessary to demonstrate effects of 

magnitude between variables or from an intervention (ibid). In small sample sizes below 50, 

if normality of distribution of quantitative data is established in the Shapiro-Wilk test, 

Pearson correlation tests are best suited between the variables (Field, 2017). However, if 

the data is not normally distributed Spearman’s rho correlation analyses need to be applied 

(ibid). In the first interviews (Chapter six) undertaken in this exploratory case study normality 

of distribution was tested for the variables in the self-rated questionnaire. Time lived in the 

area, ages of the participants and activity in the week preceding the interview were 

distributed normally according to the Shapiro-Wilk test, therefore Pearson correlation tests 

were undertaken between these variables (Field, 2017).  
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The remaining quantitative data variables were not normally distributed therefore 

Spearman’s rho correlation analyses were applied in correlation tests between those 

variables (ibid).   

2.3.6 Conclusion 

To summarise, the findings of the research in this case study aim to contribute significantly 

to the understanding of perceptions of an elderly mobile sample of participants living in 

highly deprived wards by contributing to contemporary literature through the methodology 

used and ensuing unique subjective and objective findings that lead to recommendations 

for further research.  

Outcomes from this empirical localised research case study will be disseminated and 

presented in a forthcoming report to local Public Health service providers, including the 

PMCC, NHS Portsmouth CCG and the statutory services provider, Healthwatch Portsmouth, 

a subsidiary of Healthwatch England. The report aims to provide an informative supplement 

comprising information omitted in the RPAs undertaken by PMCC in 2016, which is discussed 

in Chapter five. The broader aim of the report is to bring awareness of the impact that the 

urban environment has on the elderly as they go about their everyday business. Only when 

a problem or issue has been identified and flagged as a key concern can it be addressed.  

The experiential process of undertaking the theoretical and practical research resulted in 

reflection of how to do it better if the opportunity arose to do it all again so that outcomes 

lead to practical improvements for the elderly. This resulted in the vision for the 

development of a hypothetical new methodological toolkit, presented in Chapter eight, 

which requires a dedicated methodological approach and refinement for it to become 

applicable and transferable.  

Going forward, recommendations made to examine the nexus between the urban 

environment and elderly health and well-being, possibly using the new toolkit provides a 

significant contribution to research methodology knowledge because it offers a previously 

unexamined framework to improve public health in highly deprived neighbourhoods.  

Methods employed in this exploratory case study of Charles Dickens and Fratton wards in 

Portsmouth are presented next.  
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2.4 Methods to Examine Urban Environment Cues for Health and 

Wellbeing  

2.4.1 Introduction 

The research design adopted in this PhD is a cross-sectional purposive exploratory case 

study. Investigative research using mixed methods was undertaken in two interview phases 

in Fratton and Charles Dickens wards in Portsmouth, as defined by electoral wards in 

Portsmouth, Hampshire, Britain. The methodology adopted for the research is mainly 

qualitative; however, there are some quantitative components employed in measuring 

ethnographic and quality of life aspects (Chapter six) and geolocation tracking (Chapter 

seven).  

The rationale for employing mixed methods is that it gives credence to the data writing up, 

employs a bilingual language in that it combines both quantitative and qualitative 

information, bringing a broader and deeper understanding of the topic being researched as 

opposed to only one approach (Cameron, 2011b; Osborne and Jones, 2017). Additional 

confidence is provided when findings from one type of data can be seen in another and data 

is triangulated (Creswell and Garrett, 2008; Osborne and Jones, 2017). Mixed methods can 

bring different dimensions to light and provide new insights because quantitative methods 

are limited in understanding contextual factors and qualitative research may fail to identify 

important impactful features in the urban environment (Steinmetz-Wood, Pluye and Ross, 

2019). For example, how features such as urban form (Kolbe-Alexander et al., 2015; Zandieh 

et al., 2016) and access to green spaces (Malecki et al., 2014; Roe, Aspinall and Thompson, 

2017) are influencing health.  

In this exploratory case study, first phase seated interviews were held with participants 

between April and July 2018. Second phase walking interviews were held between August 

and September 2018. The first phase involved interviews with 15 residents who live in the 

two wards served by the John Pounds, Fratton and Buckland community centres. These 

centres were selected as they serve the local residents living in Charles Dickens and Fratton 

wards and surrounding areas, and offer numerous activities promoting well-being and 

inclusivity. Several activities are specifically aimed at the elderly, such as: New Age Kurling, 

Tai Chi, seated exercise, sewing, arts and crafts, and singing for fun and well-being.   
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The community centres also have a café on site and people attending activities were also 

observed visiting the café, socialising and enjoying a meal or coffee together afterwards.  

Outcomes from phase one interviews informed and directed the continued use of mixed 

methods in the second phase of research. All participants in phase one interviews were 

invited to participate in follow on one-on-one walking interviews and six people volunteered. 

2.4.2 Research Philosophy 

The research philosophy used in this localised case study employs the study of perception 

of urban environment characteristics alleged to influence health and well-being in the 

elderly living in two highly deprived wards. Specific characteristics are identified using 

grounded theory to examine the reality of the environment and identify things as they are, 

also known as the ontology, in an inductive manner (Glaser and Strauss, 1967; Corbin and 

Strauss, 2008). The status of the claims made by participants is examined by reviewing the 

data repeatedly in an iterative manner, which is also known as a heuristic epistemology. In 

other words, there was not a starting hypothesis or deductive process involved in the 

research analysis and the data was revisited and emerging contextual themes were refined 

repeatedly. The research started with a blank slate looking for answers from elderly 

participants about what they observed, experienced and perceived. This iterative process 

goes beyond merely identifying observed objective features in the dialogue and examines 

evolving processes and concepts, providing an interpretive understanding that is backed by 

participants views and voices (Charmaz, 2008). Charmaz (2008) identifies this process as a 

constructionist approach in grounded theory, which takes four assumptions into account. 

These include 1) a given that reality is multifactorial, with cognitive and processing 

constructs unique to the situation; 2) the research process emerges from the interaction; 3) 

considers the researcher’s positionality; 4) as well as that of the participants; and that the 

researcher and participants co-construct the data and the data are a product of the research 

process, not only observed objects of it (Charmaz, 2008). This leads to the identification of 

processes and concepts and what is happening beyond the face value of the dialogue 

content. In this manner it is possible to identify what needs to change in the everyday life 

situation, and guides what needs to be done to implement changes to improve outcomes.   
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2.4.3 Recruitment process   

Multiple strategies were used to recruit participants to attend focus groups for this PhD 

study. Flyers inviting elderly residents living in Fratton and Charles Dickens wards were 

placed on notice boards at cafés in local community centres, local libraries and GP surgeries. 

The University of Portsmouth Ageing Network (UPAN), a dedicated local research portal 

which is involved in cross-faculty ageing research, circulated an email and flyer to local 

elderly residents on the researcher’s behalf. On the recommendation of an elderly local 

resident the researcher approached Angel Radio, which caters for the older generation, and 

was given an opportunity to introduce the study in a live interview on April 13, 2018; an 

appeal was made to residents living in the relevant wards to attend focus groups and share 

their point of view. The rationale for advertising in these places posited that the elderly 

would, in their day-to-day lives, access public places and potentially respond to strategically 

placed flyers or an email from UPAN or hearing the discussion on the radio programme. 

However, it turned out to be unexpectedly difficult to recruit potential participants using 

these methods and there was zero turnout to two focus groups scheduled at Buckland and 

John Pounds community centres. Other recruitment techniques are discussed next. 

Through subsequent engagement with the community it became evident that what was 

required was for the researcher to first build up a rapport with the elderly because the next 

strategies employed were successful. The recruitment flyer was modified and an incentive 

offering a cup of tea was added, specifying ‘Fancy a Cuppa and a Chat?’ Also, by gaining 

entrance to the activities for older groups via gatekeepers (the Community Centre 

managers) (Crano, Brewer and Lac, 2015), the researcher started becoming a part of the 

everyday life of the researched albeit on a small scale. The researcher began attending 

activities at community centres that were elderly centric and made brief verbal 

presentations at the end of activities about the topic being researched. A direct appeal was 

made to help bring issues experienced by the elderly at a neighbourhood level to the notice 

of service providers and potential participants started to voice an interest. Having a cup of 

tea in the café after attending the events at the centres opened further opportunity for 

informal dialogue, and potential participants started chatting. The researcher eventually 

convinced the participants to participate by saying that anecdotal evidence was not 

acceptable, it needed to be a recorded session for dialogue to be admissible in a report and 

that proper consent was required.  
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It was almost as if a level of trust needed to be built up, that the researcher wasn’t wasting 

their time. This observation came about because two participants who were particularly 

resistant to participating were happy to chat informally in the community centre café. To 

gain admittance and acceptance by the elderly, to be included, therefore required an open 

friendly and human approach (Guba & Lincoln, 2008 in Crano et al., 2015, p. 259).  

2.4.4 Participatory observation   

Discussion with participants, regardless of interview style or subject matter, inherently 

involves the researcher/s in participatory observation because the researcher is actively 

participating in the research as an observer (Crano, Brewer and Lac, 2015), which brings with 

it an observational bias. For example, the researcher, myself, had lived in Portsmouth for 9 

years at the time of  the interviews and personal experiences of living in Portsmouth would 

have contributed to a particular viewpoint about places, people and environment 

characteristics. Although personal implicit and explicit judgements and conclusions 

regarding population behaviours and environment characteristics need not be abandoned, 

they need to be set aside to minimize any distortion to ensure that the participants’ voices 

become the focal point of research in producing the knowledge sought (Hammersley and 

Atkinson, 2019). However, as happened in this PhD research project, when out in the 

neighbourhood undertaking walking interviews the researcher became an active observer 

by necessity. Primary observation and researcher responsibility included ensuring that the 

elderly participants’ stay safe for the duration of the walking interview and direct participant 

attention to a relevant element in the environment which they had not noticed or 

mentioned. For example, pointing out tripping hazards like uneven surfaces and broken glass 

on the pavement. If the participant had not picked up on explicit cues or issues in the 

moment, it offered an opportunity for discussion and the question ‘What do you think about 

that?’ was asked. 

The importance of everyday knowledge about issues in the neighbourhood provides insights 

into functioning of daily life which is crucial for liveability research to be effective (Vine, Buys 

and Aird, 2012). As it turned out, most participants preferred to be interviewed individually. 

In hindsight, this may be argued to be a better way to proceed at the outset because a 

hesitancy to commit to participation was perhaps motivated by a reluctance to share 

personal experiences in a group, which is contrary to participants being more inclined to 

open up in a focus group because they shared common experiences (Barbour, 2018, p.20).  
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It is, however, also possible that in one on one interviews participants feel freer to share 

their thoughts and do not feel pressured to agree with other members in a focus group. 

Notwithstanding these two possibilities, there is also another aspect to be considered, the 

issue of a participant feeling pressured to deliver what they think the researcher is expecting 

to hear from them, which then also plays a role in the credibility of what they say (Knapik, 

2006). At the end of the day, in social science research, it is the behaviour of participants in 

response to various sorts of stimuli that counts and associated data collection needs to be 

reliably standardised (Hammersley and Atkinson, 2019, p.7). This standardisation is 

sometimes referred to as procedural objectivity (ibid).  

2.4.5 Ethics and Consent 

Favourable ethical opinion was given by the Faculty of Creative and Cultural Industries Ethics 

Committee reference FCCI2018-005, illustrated in Appendix 1. Two risk assessments were 

undertaken and approved, one for phase one interviews in community centres, and one for 

the follow-on walking interview routes in phase two.  

Written consent was obtained from participants (Appendix 2) at the start of the first and 

again at the start of the second round of interviews (Appendix 3). Consent obtained from 

participants prior to phase two walking interviews contained next of kin details and a 

declaration regarding fitness to participate in the walking interview. 

2.4.6 Methods: Phase One Interviews 

Purposive sampling was used to identify and recruit potential participants from an elderly 

population living in Charles Dickens and Fratton wards, Portsmouth. The rationale for 

employing a purposive strategy is that certain categories of individuals may have a unique, 

different or important perspective on the phenomenon being examined and their presence 

in the sample should be ensured (Mason 2002; Trost, 1986, cited by Robinson 2014, p.32). 

Consequently, purposive sampling aligns with what is required to examine the gaps 

established in reviews of the literature (Chapters three to five), namely, to include elderly 

public participation. Therefore, this technique is appropriate and justifiable when examining 

a specific demographic in a particular geographic locality (Robinson, 2014).  

The first step in the recruitment process involved placing posters targeting and inviting 

elderly volunteers to participate in focus groups which would be held at the community 

centres in the two wards.  
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Posters were placed in community centres, libraries, and GP practices in the two wards 

elected for research. There was, however, a minimal response to the posters and focus was 

redirected to attend community events aimed at the elderly in the Charles Dickens and 

Fratton community centres. The rationale was to better understand the local elderly 

population, introduce myself and develop relationships with potential study participants  

and the various group facilitators. De Walt and De Walt (2010) in Crano et al., (2015, p. 254) 

state that ‘participatory observation is when a researcher takes part in daily activities as a 

means of learning about the implicit and tacit aspects of their life routines and their culture’. 

Permission to attend the events, which included Tai Chi, New Age Kurling, Scrabble, Singing 

and Friendship groups was first obtained from the community centre managers who were 

the gatekeepers.  

Although participatory observation in this context influences the researcher’s standpoint, 

and therefore they need to drop their biased point of view, the benefits of this approach is 

that the observer is part of the context, becomes a member of a group and uses this status 

to gather information (Crano, Brewer and Lac, 2015).  

Participants were therefore recruited directly in a non-random sampling technique and 

prospective participants were given a participant information sheet to review (Appendix 4). 

The aim of the information sheet was to provide detailed information about the research 

project so that participants knew what to expect, informed them that personal information 

and research data was kept confidential and clearly stated that participants could withdraw 

if they no longer wished to participate. Having a hard copy of the information sheet to hand 

meant that prospective participants had contact details of the researcher and their 

supervisors in the event that they wished to discuss anything further. Interviews were 

scheduled approximately one week after the information sheet was handed out, allowing 

ample time and opportunity to digest the contents and prepare any queries. Queries were 

addressed on the day of the interview, when the participant information sheet was reviewed 

and explained, after which written consent was explained and obtained.  

A short questionnaire was completed and a semi-structured voice recorded interview 

followed. Three reasons support the logic and rationale behind the carefully considered 

questions in the short questionnaire.  
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First, to meet the aims and objectives of the research; to identify objective and subjective 

information about the participants. Second, to complement the qualitative data emerging 

from the semi-structured voice recorded interview. Third, the baseline data of elderly 

residents’ demographic, active transport (walking) choices and self-rated health and well-

being are useful for potential future repeat rounds in longitudinal research because they will 

allow for comparison of outcomes over time. Questions 2 to 5 are four subjective personal 

well-being questions used by the ONS which, commencing February 2015, are the gold 

standard for measuring personal well-being and are collectively known as the ONS4 (ONS, 

2018). The questions capture three types of well-being; evaluative, eudemonic and 

experience by asking questions that are answered on a Likert scale from 0-10 where 0 is ‘not 

at all’ and 10 means ‘completely’. The rationale for questions 2 to 5 is to have a recognised 

gold standard baseline that is in alignment with the ONS. Questions 6 to 8 ask questions 

about outdoor activities and active travel such as walking and cycling and determine what 

the most common routes and reasons for the excursions are so that these may be 

considered for inclusion in phase two walking interviews.  

Participant eligibility criteria are presented next.  

Participant eligibility criteria  

• residents in Charles Dickens or Fratton wards;  

• aged 65 years or older;  

• able to understand and speak English;  

• able to walk independently with or without the assistance of a walking aid, including 

motorised scooters;  

• demonstrated capacity, as defined by the Mental Capacity Act. 

The Mental Capacity Act asks two questions: 1. Does the person have an impairment of their 

mind or brain, whether as a result of an illness or external factors such as alcohol or drug 

use? 2. Does the impairment mean the person is unable to make a specific decision when 

they need to? (NHS Choices, 2018). 

The brief questionnaire is presented next. 
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The questionnaire 

Question 1 ‘How long have you lived in this neighbourhood?’ offered participants an 

opportunity to select one of four answers by circling the option that applied to them: 

0 -12 months / 1-5 years / 6 -10 years / 11 years or more. 

The rationale for this question was to establish length of residence in the area.  

Question 2 asks a positive experience perspective ‘Overall, how happy did you feel 

yesterday?  

Question 3 asks an evaluative perspective ‘Overall, how satisfied are you with your life 

nowadays?  

Question 4 asks a eudemonic perspective ‘Overall, to what extent do you feel that the things 

you do in your life are worthwhile?’  

Question 5 asks a negative experience perspective ‘Overall, how anxious did you feel 

yesterday?’ 

Question 6 ‘If you take a walk from home, where did you go in the past week?’  

Question 7 asks a specific eudemonic question to establish what characteristic is perceived 

to aid well-being related to flourishing: ‘What do you like to do outdoors that makes you feel 

good?’  

Question 8 ‘If you cycle, where did you go in the past week?’  

Question 9 asks participants to report how active they are in outdoor activities that ‘makes 

you breathe harder than normal’ over the course of a week. This relates  to the minimum 

advised guidelines for optimum health (World Health Organization, 2016). Five answers to 

select from include:  

Not at all/ 1 hour or less / 2 hours / 2 ½ hours / more than 2 ½ hours.  

Question 10 asks a generic self-assessed health question, that offers the participants 5 

options to select an answer from: ‘Over the past year would you say that your health has on 

the whole been’: Very Poor/ Poor / Fair / Good / Excellent 

Voice Recorded Interview  

Semi structured questions were asked as a mechanism to prompt dialogue that was voice 

recorded. Two participants declined being recorded, without giving a specific reason, but 

were happy for the researcher to record dialogue using longhand notes. This did not pose a   
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particular challenge because the researcher had extensive prior experience taking minutes 

in meetings.  

Semi-structured questions to stimulate discussion included:  

• Do you think you live in a healthy environment? If yes, why? If no, why?  

• What in your neighbourhood works towards good health and well-being? Why? 

• What do you think would make the neighbourhood healthier? 

• Thinking about what you do and where you go when you go out, are the places you 

like to walk to easy to access? 

• What is the most frequent destination you walk to? Where is a good walking route? 

• Do you have a favourite stopping/resting place? If yes, what do you like about it? 

Background reading which informed the development of the above questions comprised 

two types: guideline frameworks and research outcomes. Guideline advisories included 

Prioritising Health in Planning, the Guide to Healthy Streets Indicators developed by Lucy 

Saunders for Transport for London, provision of safe walking and cycling infrastructure to 

encourage mobility and guideline for physical activity and the environment (Transport for 

London, 2015, 2017b; Stevenson et al., 2016; NICE, 2018; Saunders and Transport for 

London, 2018). Numerous published studies report elderly participants preferred street 

characteristics, presented in detail in Chapter three. Studies discussed highlight preferred 

street characteristics for walking (Bjornsdottir, Arnadottier and Halldorsdottier, 2012; 

Mahmood et al., 2012; van Cauwenberg et al., 2016).  

Maps  

Laminated maps of Fratton and Charles Dickens wards were used to prompt discussion 

about places in the neighbourhood where perceived health and well-being problems and 

salutogenic features occur. Frequently walked routes were identified and drawn on the 

maps. Annotated maps are useful to monitor changes in range of mobility over time 

(Bowering, 2019); map the inequality of urban perception (Salesses, Schechtner and 

Hidalgo, 2013); as an aide-mémoire in research including walking interviews (Holton, 2013); 

and in recent recommendations for future participatory citizen science methods to promote 

age-friendly environments (King et al., 2020).  
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Analysis  

Quantitative analysis of the questionnaire answers in the first phase interviews (Chapter six) 

was undertaken using SPSS Statistics for Windows, version 25.0. Armonk, NY: IBM Corp. 

Interviews from both first interviews (Chapter six) and second phase Walking Interviews 

(Chapter seven), were transcribed, analysed and interpreted using grounded theory (Glaser 

and Strauss, 1967) in a continuous iterative process. The QSR NVivo version 12 computer 

software programme was used as a mechanism to code, recode, contrast and define 

concepts arising from the data.  

Outcomes 

In depth results and findings are presented comprehensively in Chapter six. Discussion about 

the outcomes is presented in Chapter eight, in conjunction with outcomes from the walking 

interviews. Recommendations are made in Chapter six for follow-on Walking Interviews 

(phase two of this case study) to give participants the opportunity to point out objectively 

and take photographs of features they identify as being health and well-being barriers and 

facilitators. 

2.4.7 Methods: Phase Two Walking interviews     

Participatory, participant led, mixed methods were employed in the follow-on walking 

interviews. The rationale behind the walking interviews was to validate the spatial urban 

neighbourhood related comments made about the neighbourhood in the first phase 

interviews, so that these may be further represented in a map supported by photographs as 

well as the dialogue. To record the walking interview three mechanisms were used. These 

included an android telephone application called Track-Kit operated by the researcher, 

which records GPS co-ordinates, route walked, time taken and time stopped along the way. 

An Olympus voice recorder was used to record dialogue and a digital camera was used by 

the participants to record identified health and well-being barriers and facilitators. Six of the 

participants interviewed in phase one interviews held in Fratton and Charles Dickens 

community centres from March to July in 2018 volunteered to participate in the second 

phase.   
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The same eligibility inclusive/exclusive criteria from phase one interviews were applied to 

participants in the follow-on walking interviews. The walking interviews took place in August 

and September 2018, which was fortunate because the weather was mild.  

Walking Interview Procedure 

The routes were chosen by the participants and conducted with participants individually. 

Once the consent form was signed, we set off on the walking interview from community 

centres in Fratton and Charles Dickens led by the participant who took on the role of tour 

guide (Carpiano, 2009; Harris, 2016;Chang, 2017).  

Analysis 

Walking interviews audio recordings were transcribed, analysed and interpreted using 

grounded theory and the QSR NVivo version 12 computer software programme was used to 

facilitate the coding, recoding, contrast and comparison of the interview discussions which 

led to concepts arising. 

Outcomes 

Findings, including maps and photographs, together with the discussion and conclusion are 

presented comprehensively in Chapter seven. In the discussion chapter, Chapter eight, 

recommendations are made for ongoing research that is facilitated collaboratively between 

the PMCC, University of Portsmouth and elderly residents that may benefit from further 

development of a new hypothetical methodological toolkit. 

This gives the residents, who are considered experts on their neighbourhood (Chang, 2017; 

Rémillard-Boilard, Buffel and Phillipson, 2017; Yung, Ho and Chan, 2017), the opportunity to 

participate and contribute to research and neighbourhoods’ improvements.  

2.5 Conclusion  
Philosophical foundations relevant to this exploratory case study were summarised in this 

chapter. The contemporary methodological stance of research studies included in the 

literature review (Chapter three) was reviewed in conjunction with the broader literature, 

demonstrating how these influenced the choice of using interviews and grounded theory in 

analysis to provide answers to the aims and objectives. The research undertaken employed   
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an inductive grounded theory approach utilising both quantitative and qualitative methods 

to investigate neighbourhood environment health and well-being determinants.  

Mixed methods were chosen for this cross-sectional purposive exploratory case study 

because they allow the identification of urban environment determinants of health by the 

elderly and offer an opportunity to identify new information and, in so doing, provide a 

significant new contribution to local knowledge. In addition, new insights gained about the 

social and cultural factors about the population studied may afford an opportunity to 

understand how a local intervention or proposed regeneration may be received (Steinmetz-

Wood, Pluye and Ross, 2019).  

The use of mixed methods in this study and reflection of the outcomes across the in-depth 

literature review chapters presented in Chapters three to five and findings from the two 

interview studies presented in Chapters six and seven helped identify and guide 

development towards a new methodology toolkit proposal, which is presented in Chapter 

eight. Therefore, the use of mixed methods have helped with proposing a potential solution 

in the form of a new hypothetical methodology toolkit to address a complex societal 

problem, that of ongoing inequity experienced by the elderly living in highly deprived wards.  

This methodology and methods chapter has provided an informative overview of applied 

methods used in this exploratory case study. The next chapter examines Urban Environment 

Cues for Health and Well-being in the Elderly in a comprehensive literature review. 
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Chapter three: Urban Environment Cues for Health and Well-being 

in the Elderly 
 

This chapter was published in Cities and Health Journal on 2 August 2019 after undergoing 

peer review by three anonymous external reviewers. The chapter format is the final edited 

word document copy. The journal article word count limit resulted in a discussion regarding 

methods used in the studies being omitted in the publication. However, in-depth discussion 

of the methods used by the researchers included in the review is presented in Chapter two, 

in section 2.2, Contemporary Methodology Stance. 

3.1 Introduction  
Provision of healthy city infrastructures that are fit for purpose while catering for increasing 

older urban populations is an ongoing logistical challenge. The global ageing population is 

projected to accelerate from 12.3% in 2015 to 21.5% in 2050 (United Nations, 2017) when 

25% of the worldwide population is estimated to be over 65 years old (OECD, 2017), placing 

elderly in developing countries at particularly high risk due to unique challenges and 

contexts posed by each locale. Recognised positive urban environment determinants of 

health and well-being are found in an urban fabric incorporating human-scale design that 

includes green spaces, parks and opportunities for community cohesiveness (Mitchell and 

Popham, 2008; Maas et al., 2009; de Vries et al., 2013; Tallis et al., 2015; Ward Thompson, 

Silveirinha de Oliveira, et al., 2016; Lemes de Oliveira, 2017), neighbourhood orderliness 

(Taylor, Twigg and Mohan, 2015; Ambrey, 2016); and active transport (Frank and Engelke, 

2005; Koohsari, Badland and Giles-Corti, 2013; Chang, 2016; de Blasio, 2016; Sallis, Bull, et 

al., 2016; Lewis, 2017). Despite this evidence there remains a paucity in the literature 

defining specific features of the neighbourhood perceived by older residents to contribute 

to or moderate their health and well-being.  

The neighbourhood where people live their day-to-day lives provides complex influences 

that impact directly upon health and well-being. Socio-economic and health and well-being 

inequities within cities are the focus of a growing body of contemporary research, 

demonstrating the impact and legacy of living in a deprived area. This includes reduced life-  
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span, higher unemployment, lower education levels, and higher levels of anti-social 

behaviour and crime; together with increased prevalence of chronic disease (Marmot, 2015; 

Smith et al., 2015; Taylor, Twigg and Mohan, 2015; Nabielek, Hamers and Evers, 2016). In 

addition to lower socio-economic status and physical inactivity, poor lifestyle choices 

(Lakerveld et al., 2015; Nabielek, Hamers and Evers, 2016) may result in life-limiting 

morbidity in an obesogenic environment (Townshend and Lake, 2017). 

This article provides a review of the literature to identify, synthesise and classify perceived 

community characteristics by the elderly. Structured as follows: section 3.2 provides the 

literature context for relationship to place influence on health and well-being and the role 

that perception plays. Section 3.3 explains the methods undertaken to source and select 

relevant articles for this review. Section 3.4 reports on results and identifies perceived place-

associated indicators for health and well-being and the discussion in section 3.5 relates 

outcomes to the broader context of the literature. Section 3.6 makes recommendations for 

ongoing research to address identified gaps. In this article, the term “urban environment” 

encompasses all characteristics of physical structures in man-made environments in which 

we live, work, travel and play and is used interchangeably with the words’ neighbourhood 

and community. The term elderly is applicable to a population aged ≥65 chronologically 

according to the NHS in England (NHS England, 2018). In turn, the United Nations and WHO 

define older people as ≥60 years (Beard, 2014; United Nations, 2017a). In this thesis, the 

term “elderly” is used interchangeably with the terms older and ageing and includes 

participants that are ≥60 years of age. 

3.2 Relationship to Place and Influence on Health and Well-being 
The relationship between the neighbourhood environment and health and well-being has 

changed over time with increasing urban populations bringing added pressures on public 

health infrastructures. For example, prior to urbanisation, health problems were restricted 

to illnesses that included malaria, childbirth complications, predator injury and food 

availability (Milne, 2017). However, today urban health within and of itself is the product of 

complex political, environmental, social, cultural and economic variables (Wilkinson and 

Pickett, 2010; Marmot, 2015; Milne, 2015; Fioramonti, 2017). Milne (2017) argues that the 

humankind palaeolithic (hunter-gatherer) genome has not changed and that to function   
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optimally people need fresh air, fresh food and water; our lungs and digestive systems are 

not built to cope with urban levels of processed food and pollution.  

Physical inactivity on its own is predictive of poor health and well-being and increased 

prevalence of chronic disease (Blair, 2009; Lee et al., 2012; Booth et al., 2017; Heron et al., 

2019). For example, a study of 1.2 million women in the United Kingdom (Floud et al., 2016) 

showed that coronary heart disease in older women was associated, among other factors, 

with inactivity. This finding is not restricted to the elderly, as children living in high 

deprivation areas in New Zealand and lower socio-economic areas in England showed an 

increased diagnosis of morbid obesity, which increases cardiometabolic risk factor and early 

signs of vascular dysfunction (Garnett et al., 2016). 

In older elderly populations activity levels diminish due to increasingly limited mobility 

compounded by the likelihood of associated comorbidity. Ultimately, isolation and reliance 

upon external support increases. Yet the increasing physiological frailty trajectory may be 

moderated by the salutogenic role played by an urban and community design that promotes 

physical activity (Kerr, Rosenberg and Frank, 2012). Encouraging mobility and social 

interaction access requires proximity to resources such as recreational facilities, transport, 

and a user-friendly secure walking environment (Levasseur et al., 2016).  

The places where people live are predictive for health and well-being, as demonstrated by 

the index of multiple deprivation in England (Smith et al., 2015). One of the first studies to 

systematically review people and place examined features of two contrasting socio-

residential characteristics and mortality data in a North West, more affluent, and South 

West, less affluent area of Glasgow to attempt to help explain the differing health profiles 

by identifying environmental mechanisms that may positively or negatively influence health 

(Macintyre, Maciver and Sooman, 1993). The study concluded how important it is to find 

out more information on inherent mechanisms, beyond the numbers produced by statistics, 

hinting that there is more to it than social class or area of residence that might influence 

health and inform policy formation (ibid). One of these influencing factors is whether the 

environment lends itself to being physically active or not.  

The nexus effects of increased urbanisation, exposure to air pollution, living in a 

neighbourhood that is highly deprived and being physically inactive have particular dire   
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consequences for the ageing members of society. Increased urbanisation combined with an 

escalation in the ageing population and rising social and economic inequality in health (Grant 

et al., 2017) are on a convergent course with grim economic implications. To short circuit an 

increasing drain on finances the current dominant public health medical model (Iacobucci, 

2018) needs to be turned around to one that promotes health and well-being by providing 

equal access to environments that are salutogenic and promote well-being. 

Role of Perception 

Perception is a term that defines cognitive processing, integration and interpretation of 

complex external stimuli encountered in daily life that involves experience and memory, 

informing pre-existing life experiences (Bell et al., 2001). Therefore, how you locate and 

situate yourself in place requires your viewpoint and perspective from where you are as a 

starting point (Rietveld, 2010). In psychological terms there appears to be a preference for 

urban environments that are perceived to facilitate travel and finding the way along a route; 

not too open without defining features or too closed in so that the view ahead is obstructed 

(Bell et al., 2001). This includes not only the objective landscape but also the viewpoint of 

the observer who co-ordinates with people and things in the landscape, while bringing their 

own frame of reference and lived experience to the place (van Dijk and Rietveld, 2017).  

In an ageing population, a place perceived to be stressful or pleasurable impacts on what 

Lawton & Nahemow (1973) and Nahemow & Lawton (1973) refer to as environmental press, 

in other words the impact on an individual’s competence or adaptability. If the 

environmental press is negative, the elderly may be pushed beyond their comfort zone and 

adaptation level and find the situation intolerable and maladaptive behaviour may result. 

Conversely, if the environmental press is perceived to be positive, positive feelings and 

adaptive behaviour may occur (Lawton and Nahemow, 1973; Nahemow and Lawton, 1973). 

Furthermore, aesthetically pleasing environments may affect human experience and 

behaviour and create a cognitively distinct preference (Kaplan, 1987).  

Perception and wayfinding in a neighbourhood require visual image mapping at a starting 

point. The importance of being able to recognise the environment, otherwise known as 

legibility in familiar routes, was identified in the seminal work ‘The Image of the City’ as 

important considerations for planning (Lynch, 1960). Wayfinding through identifiable 

landmarks is almost an unconscious automatic process; however, if orientation in a place is   
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lost a level of distress may arise. Psychological distress is known to be related to objective 

measures of neighbourhood quality, amount of green space, land-use mix, industry and 

traffic volume (Gong et al., 2016), however, associated subjective environment perception 

is not commonly correlated with health outcomes in the literature. 

3.3 Methods 
A rapid evidence review method was undertaken systematically. Although with fewer stages 

than a systematic review, it has been deemed to provide similar conclusions to systematic 

reviews (Featherstone et al., 2015; O’Leary et al., 2017) and used to inform public health 

policy (Smith et al., 2018). Primary empirical research papers, or papers that analysed 

primary data generated by previous surveys retrospectively, published in peer-reviewed 

journals, were retrieved from the following databases: Discovery Ebsco host, which returns 

outputs listed in numerous bibliographic databases, including but not limited to, Scopus; 

Science Direct; PsycINFO; ERIC; CINAHL; SPORTDiscus; OAPEN Library; SocINDEX and JSTOR. 

Complementary searches were also run directly in Scopus, Medline, Web of Science and 

Geobase to ensure that relevant articles were not missed. The timeframe for publication 

date was set between 2010 and 2017 to hone the focus on contemporary additions to the 

literature. Only English research papers that comprised a cohort of  ≥20% older people 

(participants aged ≥60 years), or, if age of participants was omitted, that reported on 

research outcomes for older adults were included. Articles were rejected if they did not 

include participant identified perceived environmental characteristics and associations with 

health or well-being.  

Core keywords and synonyms were used in the searches to ensure that no relevant 

publications were overlooked. These included the terms “Health” AND “Well-being” OR 

“Wellbeing” OR “Well Being”; AND “Perception” OR “Attitude” OR “Opinions” OR 

“Experience” OR “View” OR “Reflection” OR “Beliefs” AND “Urban Environment” OR 

“Neighborhood” OR “Neighbourhood” AND “Elderly” OR “Aged” OR “Older” OR “Elder” OR 

“Geriatric” NOT “Children” OR “Adolescents” OR “Youth” OR “Child” OR “Teenager”.  

The suitability of publications for inclusion was appraised by using an adapted list of 

questions from two existing quality assessment tools: the NICE quality appraisal checklists 

for development of public health guidance and the Critical Appraisals Skills Programme 

qualitative study research screening questions   
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(NICE, 2013; Critical Appraisal Skills Programme, 2017). A criterion was rated positive when 

met, negative when not met. Overall quality was calculated by adding the scores and rated 

high if they had 100% positive score, medium with a 75-100% score and low if less than 75%. 

After initial selection from reading titles, abstracts and full text records a data extraction 

table was developed inductively and iteratively in Excel. Data was synthesised using thematic 

analysis (Joffe and Yardley, 2004).  

3.4 Results 
Database searches returned 1,480 publications, of which 1,069 were excluded based on 

applying inclusive and exclusive criteria. A further 251 were duplicates and 160 publications 

were eligible for full-text review of which 32 articles were included in the final analysis. An 

additional 17 articles were sourced through searching reference lists, bringing the total to 

49 articles included in the review. Most of the articles (11 of 49) were from the United States, 

followed by six articles from both Canada and Scotland. Three were from England, Germany, 

Brazil and Australia and the remaining 14 were from other countries. The authors, year of 

publication, participant demographics, methods used, study quality score and country of 

origin are summarised in Table 3.1. 
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Table 3.1 Authors, Cohort Demographic, Method, Study Quality, Country and Location 
Authors Cohort Age Number Method Quality  Country Location  

Adams et al. 
2012 

≥66  
 

(n=728) Cross sectional 
Mixed methods 

High  United 
States 

Baltimore and 
Seattle 

Blay et al. 
2015 

≥ 60  (n=6963) Cross sectional 
Mixed methods 

High Brazil Rio Grande do 
Sul  

Bjornsdottir et 
al. 2012 

Women 
72 to 97  

(n=10) Cross-sectional, 
qualitative 

High Iceland Akureyri 

Brookfield et al. 
2017 

≥60  (n=22) Cross sectional, 
qualitative 

Medium Scotland Edinburgh 

Browne-Yung 
et al. 2016 

≥60 (n=256) (n=601) Cross sectional 
Mixed methods 

Medium Australia Adelaide 

Chaudhury et 
al. 2016  

≥60  (n=434) Cross sectional 
Mixed methods 

Medium Canada & 
USA 

Vancouver 
and Portland 

Chudyk et al. 
2015 

≥65  (n=150) Cross sectional 
Mixed methods 

High Canada Vancouver 

Day.  
2010 

62 to 90   (n=45) Case study 
Qualitative 

Medium Scotland Glasgow 

De Donder et 
al. 2013 

≥ 60  (n=25,980) Cross sectional 
Mixed methods 

Medium Belgium Flanders 

Dong & 
Bergren. 2017 

≥60 (n=3158) Cross sectional 
Mixed methods 

Medium United 
States 

Chicago 

Douma et al. 
2017 

≥65  (n=66)  Cross sectional 
Qualitative 

High Nether-
lands 

North Eastern 

Eibich et al. 
2016 

≥60 (n=993) 
20-35(n=312) 

(n=1,305) Cross sectional 
Mixed methods 

Medium Germany Berlin 

Ferreira et al. 
2010 

≥60  
 

(n=1,611) Cross sectional 
Mixed methods 

Medium Brazil Belo Horizonte 

Gale et al. 
2011 

69-78 (n=1157)  Cross sectional 
Quantitative 

Medium England Hertfordshire 

Gao et al. 
2017 

≥60 (n=2719) Cross sectional 
Mixed methods 

Medium China Shanghai 

Gardner. 
2011 

≥75 (n=6) Longitudinal 
Mixed methods 

Medium Canada Toronto  

Gauvin et al. 
2012 

67-84 (n=521)  Longitudinal  
Mixed methods 

High Canada Quebec 

Giehl et al. 
2012 

≥60  (n=1656) Cross sectional 
Quantitative 

High Brazil Florianopolis 

Giraldez-Garcia 
et al. 2013 

Mean age  
72.07 ±7.83 

(n=1106) Cross sectional 
Quantitative 

High Spain  

Hayward et al. 
2015 

21-71  
50.6 ±12.3 

(n=28)  Cross sectional 
Qualitative 

Medium United 
States 

Baltimore, 
Maryland 

Huong et al. 
2012 

≥60  (n= 90)  
 

Cross sectional 
Qualitative  

Medium Vietnam  Urban and 
rural  

Jones et al. 
2014 

≥65 (n=1549) 
≤64 (n=6697) 

(n=8237) Cross sectional 
Quantitative 

High Scotland Glasgow 

Kearns et al. 
2015 

≥65 (n=951) (n=4,000) Cross sectional 
Quantitative 

Medium Scotland Glasgow 

Kent et al. 
2017 

45-64(n=199)  
≥65 (n=98) 

(n=562) Cross sectional 
Mixed methods 

Medium Australia Sydney 

Kolbe et al. 
2015 

Mean age 
65 ±8.5  

(n=44) Cross sectional 
Mixed methods 

Medium South 
Africa  

Cape Town 
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Authors Cohort Age Number Method Quality Country Location  
Lo et al. 
2017 

40-91 (n=118) Cross sectional 
Mixed methods 

Medium United 
States 

Montana 

Mahmood et al. 
2012 

≥65 (n=66) 
 

Cross sectional 
Mixed methods 

High Canada Toronto & 
Vancouver 

Malecki et al. 
2014  

50-64(n=311) 
≥65 (n=121) 

(n=939) Cross sectional 
Mixed methods 

High United 
States 

Wisconsin 

Mathis et al. 
2015 

≥65  (n=217) Cross sectional 
Mixed methods 

High United 
States  

Flint, Michigan 

Ory et al. 
2016 

≥60 (n=272) Cross sectional 
Quantitative 

Medium United 
States 

Texas 

Ottoni et al. 
2016 

≥60 
2012 (n=28)  

2014 
(n=22) 

Longitudinal 
Mixed methods 

Medium Canada Vancouver 

Rantakokko et 
al. 2012 

75-81 (n=214) Longitudinal 
Quantitative 

Medium Finland  Jyväskylä 

Rioux & Werner 
2011 

72 to 86 (n=103)  Cross sectional 
Mixed methods 

Medium France Central 

Roe et al.  
2017 

16 to ≥64 
47% 64-87 

(n=406)  Cross sectional 
Mixed methods 

Medium Scotland Central 

Scott et al. 
2011 

54-91 (n=282) 
 

Cross sectional 
Mixed methods 

Medium United 
States 

Northern 
Indiana 

Strobl et al. 
2016 

65 to 92  (n=78) Cross sectional 
Qualitative 

Medium Germany Augsburg & 
Gersthofen  

Tiernan et al. 
2013 

55 to 90 (n=501) Cross sectional 
Quantitative  

Medium United 
States 

Detroit 

Tilley et al. 
2017 

≥65 (n=43) Cross sectional 
Mixed methods 

Medium Scotland Edinburgh 

Tiraphat et al. 
2017 

≥60 (n=4183)  Cross sectional 
Mixed methods 

Medium Thailand Four regions 

Toma et al. 
2015 

Mean age 
64.1 ± 9.3 

(n=6134) Longitudinal 
Mixed methods 

Medium England  

Van Cauwen-
berg et al. 2016 

Mean age 
71.9 ±6.2 

(n=1131) Cross sectional 
Mixed methods 

Medium Belgium Flanders 

Vine et al. 
2012 

57-87 (n=12) Cross-sectional 
Qualitative 

High Australia Brisbane 

Völker et al. 
2013 

16 to 80 (n=42) Cross sectional 
Mixed methods 

Medium Germany Dusseldorf & 
Cologne 

Ward Thomp-
son et al. 2014 

≥65  
 

(n=61) Longitudinal 
Mixed methods 

Medium United 
Kingdom 

England, Wales 
& Scotland  

Wong et al. 
2017 

≥60 (n=719) Cross sectional 
Mixed methods 

Medium China Hong Kong 

Yahaya et al. 
2012 

≥60 (n=2980)  Cross sectional 
Quantitative 

Medium Malaysia   

Yu et al. 
2017 

≥60 (n = 181)  Cross sectional 
Quantitative 

High Hong 
Kong 

Sha Tin &Tai Po 

Zandieh et al. 
2017 

≥65 (n=173)  Cross sectional 
Mixed methods 

High England Birmingham  

Zuniga-Teran et 
al. 2017 

46.4% ≥ 60 (n=486) Cross sectional 
Quantitative 

Medium United 
States 

Tucson, Arizona 
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3.4.1 Topic Areas 

Topic areas within neighbourhood domains developed iteratively as analyses of the articles 

evolved. The final five domains include Neighbourhood Features, Transport Environment, 

Destinations and Land Use, Social Environment and Connectivity. Of the five domains that 

incorporate specific features in the urban environment, Neighbourhood Features (40/49) 

and Social Environment references (38/49) are present in most of the articles, followed by 

Transport Environment (19/49), Connectivity (18/49), and Destinations and Land Use 

(18/49). References in Table 3.2 show that considerable overlap occurred across the 

domains, within and between the studies. Following on from Table 3.2, major findings are 

summarised within neighbourhood domains.   



66 
 

Table 3.2 Assessment of Urban Environment Domains and Health and Well-being Outcomes  
Domain Features Health and 

well-being  
Reference 

Neighbour-
hood Features 

Presence of services 
& recreation facilities, 
aesthetic quality, 
streetlights, air 
quality, quietness, 
natural features  

Physical 
activity, health 
and well-being  

Adams et al., 2012; Blay et al., 2015; Bjornsdottir et al., 2012; Brookfield et al., 2017;Chaudhury et al., 2016; 
Chudyk et al., 2015; Day, 2010: De Donder et al., 2013; Dong & Bergren., 2017; Douma et al., 2017; Eibich et al., 
2016; Gale et al., 2011; Gao et al., 2017; Gardner, 2011; Gauvin et al., 2012; Giehl et al., 2012; Giraldez-Garcia et 
al., 2013; Hayward et al., 2015; Huong et al., 2012; Jones et al., 2014; Kearns et al., 2015; Kent et al., 2017; Kolbe-
Alexander et al., 2015; Lo et al., 2017; Mahmood et al., 2012; Ory et al., 2016; Ottoni et al., 2016; Rantakokko et al., 
2012; Rioux & Werner., 2011; Scott et al., 2011; Strobl et al., 2016; Tilley et al., 2017; Toma et al., 2015; Ward 
Thompson et al., 2014; Tiraphat et al., 2017; Van Cauwenberg et al., 2016; Völker et al., 2013; Wong et al., 2017; 
Yahaya et al., 2012; Zandieh et al., 2017. 

Transport 
Environment 

Walking/cycling 
infrastructure, 
pedestrian & traffic 
safety, public 
transport 

Well-being, 
perceptions of 
walkability and 
safety. 

Adams et al., 2012; Bjornsdottir et al., 2012; Chudyk et al., 2015; De Donder et al., 2013; Dong & Bergren., 2017; 
Eibich et al., 2016; Giehl et al., 2012; Guavin et al., 2012; Kent et al., 2017; Kolbe-Alexander et al., 2015; Mahmood 
et al., 2012; Malecki et al., 2014; Ory et al., 2016; Tiraphat et al., 2017; Ward Thompson et al., 2014; Van 
Cauwenberg et al., 2016; Vine et al., 2012; Yu et al., 2017; Zuniga-Teran et al., 2017. 

Destinations & 
Land Use 

Residential density, 
land use diversity, 
natural space access   

Physical 
activity, health 
and well-being 

Adams et al., 2012; Browne-Yung., 2016; Chudyk et al., 2015; Day, 2010; De Donder et al., 2013; Douma et al., 
2017; Gardner, 2011; Giehl et al., 2012; Kolbe-Alexander et al., 2015; Lo et al., 2017; Malecki et al., 2014; Ory et al., 
2016; Roe et al., 2017; Tilley et al., 2017; Vine et al., 2012; Völker et al., 2013; Yu et al., 2017; Zandieh et al., 2017.  

Social 
Environment 

Incivilities, Social 
Capital aspects, 
safety from crime, 
accessibility to 
neighbourhood 
amenities and 
recreation  

Physical 
activity, health 
and well-being 

Bjornsdottir et al., 2012; Brookfield et al., 2017; Browne-Yung., 2016; Chaudhury et al., 2016; Chudyk et al., 2015; 
Day, 2010; De Donder et al., 2103; Dong & Bergren., 2017; Douma et al., 2017; Eibich et al., 2016; Ferreira et al., 
2010; Gale et al., 2011; Gao et al., 2017; Giehl et al., 2012; Giraldez-Garcia et al., 2013; Huong et al., 2012; Jones et 
al., 2014; Kearns et al., 2015; Kent et al., 2017; Kolbe-Alexander et al., 2015; Mahmood et al., 2012; Mathis,Rooks 
& Kruger, 2015; Ory et al., 2016; Roe et al., 2017; Scott et al., 2011; Strobl et al., 2016; Tiernan et al., 2013; Tilley et 
al., 2017; Tiraphat et al., 2017; Toma et al., 2015; Völker et al., 2013; Ward Thompson et al., 2014; Wong et al., 
2017; Yahaya et al., 2012; Yu et al., 2017; Zandieh et al., 2017; Zuniga-Teran et al., 2017. 

Connectivity Ease of access, 
continuity of 
connectivity to 
services, crossing 
density, sidewalks 
quality 

Physical 
activity, health 
and well-being 

Adams et al., 2012; Bjornsdottir et al., 2012; Brookfield et al., 2017; Chaudhury et al., 2016; Day, 2010; De Donder 
et al., 2013; Ferreira et al., 2010; Gauvin et al., 2012; Giehl et al., 2012; Mahmood et al., 2012; Malecki et al., 2014; 
Rantakokko et al., 2012; Strobl et al., 2016; Tilley et al., 2017; Van Cauwenberg et al., 2016; Vine et al., 2012; Ward 
Thompson et al., 2014; Zuniga-Teran et al., 2017. 
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3.4.2 Neighbourhood Features  

Characteristics of the city neighbourhood domain included one or more of the following 

features: presence of services and recreation facilities, aesthetic quality, street lights, air 

quality and noise level, quietness, natural features which in turn were associated with 

physical activity and health and well-being outcomes assessed. Neighbourhood Features are 

cited in 40/49 of the articles. 

Services & Recreation Facilities 

Respondents living within proximity to a well-serviced area walked more often over time 

(Gauvin et al., 2012); similarly, in Chudyk et al. (2015), participants made three trips a day, 

mostly to grocery stores, malls and cafés. Complaints raised by 43.1% of participants in the 

Belgian Ageing Studies project (De Donder et al., 2013) included a shortage of benches; in 

addition, nearly one in four indicated their neighbourhood lacked practical services and 

recreation facilities and reported feeling unsafe when distances were too far.  

Satisfaction with community services related significantly to self-rated health and functional 

independence (Giraldez-Garcia et al., 2013). Features regarded as important for well-being 

included access to activities and amenities, more so than aspects of health and place (Douma 

et al., 2017). Public places access, such as cafés, post offices, and parks were key informal 

public life opportunities identified by Gardner (2011). Access to local services and 

community centres with varied exercise programmes were perceived as physical activity 

facilitators (Mahmood et al., 2012). Recreation centres in low inequality areas encouraged 

walking, conversely lack of recreation centres in high inequality areas did not encourage 

walking (Zandieh et al., 2017). Leisure time physical activity was lower with more limited 

access and proximity to services and facilities (Kolbe-Alexander et al., 2015).  

Availability of benches was identified as an important neighbourhood physical activity 

facilitator (Bjornsdottir, Arnadottier and Halldorsdottier, 2012; Ottoni et al., 2016; van 

Cauwenberg et al., 2016); a welcoming resting point (Brookfield, Thompson and Scott, 

2017); and as an important physical and social aspect of the neighbourhood (Mahmood et 

al., 2012). Significant age-friendly predictors of quality of life included attractive aesthetics 

and access to services (Tiraphat et al., 2017) and residential satisfaction depended on 

location with accessibility to local services in 70% of people (Rioux and Werner, 2011).  
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Aesthetic Quality 

People who rated their neighbourhood as being of lower quality were more likely than other 

respondents to report feelings of loneliness (Kearns et al., 2015) and negative environment 

features were perceived as functional limitations (Rantakokko et al., 2012). Lack of 

neighbourhood cleanliness contributed to stress (Scott, Jackson and Bergeman, 2011) and 

Hayward et al. (2015) identified it as a barrier to health. People reporting the presence of 

neighbourhood disorder were more likely to have a fair or poor quality of life (Dong and 

Bergren, 2017) and less enjoyment, lower levels of autonomy and self-realisation measured 

over two waves of the national English Longitudinal Study of Ageing (Toma, Hamer and 

Shankar, 2015). By comparison, people who reported fewer problems with their 

neighbourhood had higher levels for mental well-being (Gale et al., 2011) that was also 

associated with higher rated perceived aesthetic quality (Gao et al., 2017; Kent, Ma and 

Mulley, 2017). High satisfaction with outdoor spaces and buildings was significantly 

associated with increased odds of reporting good self-rated health by >20% of people 

(Wong, Yu and Woo, 2017). Adverse environment conditions, established in an internal and 

external built environment index drawn up by Blay et al. (2015), were significantly associated 

with poorer health in 12 of 19 health conditions. In addition, the index was significantly 

associated with lifestyle health-related behaviours such as decreased physical activity, 

increased tobacco and alcohol use (ibid).  

Street Lights 

Barriers to activity included specific contexts and inadequate night time lighting 

(Bjornsdottir, Arnadottier and Halldorsdottier, 2012; Giehl et al., 2012; Mahmood et al., 

2012; Strobl et al., 2016). For example, roads with poor lighting and waiting for public 

transport at a bus or train station at night (Strobl et al., 2016); sidewalk obstructions and 

lighting (Mahmood et al., 2012); poor lighting and fear of the dark (Bjornsdottir, Arnadottier 

and Halldorsdottier, 2012). 

Air Quality and Noise Level 

Air pollution was perceived to affect breathing and health in Scotland (Day, 2010) and the 

elderly living in a rural area were aware that their environment had better air quality and 

relative quietness in comparison to the city in Vietnam (Huong et al., 2012). Although a 

peaceful restorative view of the Rhine was appreciated, a high degree of noise was also   
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noted (Völker and Kistemann, 2013). Public seating away from heavy traffic in pleasant 

surroundings and near local services encouraged people to be outside (Day, 2010) while 

loud noise reported from traffic and other sources and seeing vandalism was correlated in 

Chicago (Dong and Bergren, 2017). Air pollution affected mental health more in the older 

group and higher noise levels were associated with worse mental health in both older 

(n=993) and younger (n=312) residents in Berlin (Eibich et al., 2016). Pollution was perceived 

to impact on safety by 82.6% of participants in Malaysia (Yahaya et al., 2012). Likewise, 

safety concerns were raised due to neighbourhood noise and pollution (Huong et al., 2012). 

Quietness & Natural Features 

Walking in a quiet natural urban space with flowers in Edinburgh appeared to bring pleasure 

and was calming according to objectively measured electroencephalography output (Tilley 

et al., 2017). Poor physical activity levels were associated with low recreation, park and poor 

aesthetics profiles (Adams et al., 2012). Similarly, Ward Thompson et al, (2014) found that 

outdoor physical activity depended on the presence of a local park, while physical activity 

was frequently undertaken at home or within one to three blocks of home in Chaudhury et 

al. (2016). Facilitators for outdoor activities included access to trails, hiking and fishing in 

Montana (Lo et al., 2017). Conversely, less attractive scenery and fewer open spaces 

discouraged walking (Zandieh et al., 2017). Ory et al. (2016) found that 75% of participants 

preferred to walk in neighbourhood streets, followed by green areas 34%, malls 25%.  

3.4.3 Transport Environment 

The transport environment domain includes aspects such as the walking and cycling 

infrastructure, pedestrian and traffic safety and public transport. These were associated 

with well-being and perceptions of neighbourhood walkability and safety and cited in 19/49 

articles.  

Walking & Cycling Infrastructure 

Significant age-friendly predictors of quality of life included provision of places for walking 

(Tiraphat et al., 2017). However, hilly topography and pedestrian and cycling conflict on 

shared pathways undermined walkability (Vine, Buys and Aird, 2012). Likewise, barriers to 

physical activity included hills near to the residential building (Bjornsdottir, Arnadottier and 

Halldorsdottier, 2012). Walking was the preferred activity by 42% of the sample in Flanders, 

followed by cycling 34% and motorised transport 23% (van Cauwenberg et al., 2016).   
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Perception of whether a built environment supported walkability had stronger effects on life 

satisfaction than objective measures of walkability (Kent, Ma and Mulley, 2017). Ory et al. 

(2016) found that preferred places to walk were neighbourhood streets and participants 

reporting poor mental health ≥2 days per month were 65% less likely to report frequent 

walking behaviours than those reporting fewer poor mental health days. 

Every 10-point increase in the Street-Smart Walk Score measuring walkability in Vancouver 

was associated with a 20% increase in the number of average walking trips per day (Chudyk 

et al., 2015). Participants in a Brazilian study reported that suitable infrastructure for bike 

lanes, pedestrian paths or neighbourhood trails were important for activity choices such as 

walking along streets, sidewalks and public spaces (Giehl et al., 2012). Between one third 

and over 40% of 67-84-year-olds living in a well-serviced urban area reported walking often 

(5-7 days per week) across three measured periods, yet between one fifth and one fourth 

of the participants reported never walking outside the home over a three-year period 

(Gauvin et al., 2012). 

Leisure time physical activity was a main contributor for participants in a higher rated socio-

economic area whereas transport-related activity was the main contributor in a lower socio-

economic area (Kolbe-Alexander et al., 2015). Urban environment improvements influenced 

positively on perceptions of walkability and safety at night but not on overall activity, self-

rated health or quality of life (Ward Thompson et al., 2014). 

Pedestrian & Traffic Safety 

In Zuniga-Teran et al. (2017) walking and traffic safety related significantly. Similarly, 

walkability rating and walking time were positively associated with traffic safety and 

significantly higher scores for well-being (Yu et al., 2017). Traffic volume and speed 

determined predominant walking choices (Van Cauwenberg et al., 2016). Four out of ten 

adults complained about heavy street traffic and road safety problems in De Donder et al. 

(2013), which correlated highly with feelings of unsafety. Perceived unsafe traffic conditions 

correlated with sidewalks and curbs that were in disrepair (Dong and Bergren, 2017), and 

Malecki et al. (2014) identified that the presence of pedestrian islands aided safety for 

crossing streets.  
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Public Transport 

Poor physical activity was associated with, but not limited to, low transport access (Adams 

et al., 2012). Important features identified in Toronto and Vancouver were the availability 

of bus shelters, bus frequency and bus routes (Mahmood et al., 2012) while accessibility to 

public transport was associated with increased well-being (Eibich et al., 2016). Poor public 

transport quality meant people preferred to use their cars (Vine, Buys and Aird, 2012). 

3.4.4 Destinations and Land Use 

This domain is comprised of one or more local aspects such as residential density, land-use 

mix diversity and natural open space access. These aspects were associated with physical 

activity, active transport, self-rated health and well-being and cited in 18/49 articles. 

Residential density 

Adams et al. (2012) found that poor activity was associated with low residential density and 

land-use mix plus low access to walking/cycling infrastructures, parks and recreation 

facilities, whereas best activity outcomes took place in high walkable and recreationally 

dense neighbourhoods. Moderate to poor physical activity was often associated with single 

vs. multi-family units in Malecki et al. (2014). In addition, prevalence of non-residential 

destinations was higher in neighbourhoods with individuals meeting recommended 

guidelines for physical activity (Malecki et al., 2014). Contrariwise, residential density was 

not related to outdoor physical activity (Zandieh et al., 2017). 

Land-use mix 

The land-use mix access score was significantly higher and related to active transport for the 

lower socio-economic group (Kolbe-Alexander et al., 2015); whereas significantly more 

leisure time physical activity was reported by residents living in a higher socio-economic area 

with a lower land-use mix score. In Gardner (2011) key sites for informal public life activity 

and participation included accessing diverse land-use facilities such as parks, cafés, post 

offices and main streets. Similarly, multiple destination access and interesting things to look 

at contributed to active community engagement (Malecki et al., 2014). Land-use mix access 

and perceived walkability were associated with significantly higher scores for life 

satisfaction, happiness and less loneliness (Yu et al., 2017). Chosen places to walk included 

access to a high land-use mix such as streets, green areas, malls, gyms and schools  
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(Ory et al., 2016) while local shops within walking distance highlighted the importance of 

mixed land-use patterns for walkability (Vine, Buys and Aird, 2012).  

Natural open space access 

Pleasant appealing surroundings away from traffic facilitated and supported walking (Day, 

2010) as did access to trails, hiking and fishing (Lo et al., 2017). Safety, nature access and 

being outside were important aspects of subjective well-being in females compared to males 

(Douma et al., 2017). Probability of low-stress seniors living in deprived neighbourhoods 

having a garden was 61% and living near to green space 75%; they also rated they were very 

satisfied/satisfied with the area (Roe, Aspinall and Thompson, 2017). The most common 

exercise destinations in Chudyk et al. (2015) were neighbourhoods, natural environments 

and recreation centres. Low spatial inequalities and attractive destinations encouraged 

walking whereas lack of green and attractive destinations discouraged walking (Zandieh et 

al., 2017). Access to green areas for physical activity rated as an important factor by 67% of 

participants in Giehl et al. (2012). A study comparing contrasting income areas in Australia 

found that Burnside participants who had positive perceptions of green spaces and lack of 

crime encouraged their physical activity, whereas Playford residents reported a lack of green 

spaces and discouraging presence of incivilities (Browne-Yung, Ziersch and Baum, 2016). 

Approximately 25% of participants in the Belgian Ageing Studies project indicated there 

were insufficient green spaces and parks (de Donder et al., 2013). Access to promenades for 

activities or peaceful viewing of the Rhine were favourite places to spend restorative time 

(Völker and Kistemann, 2013). Green urban space access was perceived to be calming and 

quieter in subjective interviews and objectively confirmed on electroencephalography (Tilley 

et al., 2017). 

3.4.5 Social Environment 

This domain includes social capital aspects such as perception of safety from crime, 

neatness, reputation, neighbourhood cohesion (neighbourliness) and accessibility to 

neighbourhood and recreational amenities, which were associated with physical activity and 

health and well-being. Social Environment references are cited in 37/49 articles. 
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Perception of safety from crime 

Neighbourhood safety, engagement perceptions and health and well-being were correlated 

(Tiernan et al., 2013). Participants with poor self-rated health were 21% more likely to report 

fear of crime and twice as likely to have chronic conditions, compared to those with excellent 

self-rated health (Mathis, Rooks and Kruger, 2015). Significant age-friendly predictors of 

quality of life were places free of crime, with social trust, cohesion and support (Tiraphat et 

al., 2017). Neighbourhood safety was a significant predictor for perceived quality of life 

(Yahaya et al., 2012); conversely, older participants’ ≥85 years highlighted the importance 

of home and did not mention the outdoor environment, garden or safety (Douma et al., 

2017). Higher scores for perceived safety from crime were associated with higher levels of 

moderate to vigorous physical activity (Kolbe-Alexander et al., 2015) and daytime safety was 

an activity facilitator (Giehl et al., 2012). In a comparison of neighbourhoods perceived lack 

of crime encouraged activity which impacted positively on health and well-being in Burnside, 

whereas Playford incivilities and perceived poor reputation and disorder impacted 

negatively on health and well-being (Browne-Yung, Ziersch and Baum, 2016). People with 

poor self-rated health were 21% more likely to report fear of crime compared to those with 

excellent self-rated health, and 6% more likely to participate less in social activities and 3% 

more likely to experience racism (Mathis, Rooks and Kruger, 2015). Concerns about crime, 

poor lighting and fear of the dark moderated choices to go out (Bjornsdottir, Arnadottier 

and Halldorsdottier, 2012), while facilitators for activity included going for walks together. 

Neighbourhood concerns included fear of being robbed (Ferreira et al., 2010), and although 

perception of drug threat was common, 81.5% of residents felt safe in their neighbourhood 

(Yahaya et al., 2012).  

Neatness & reputation 

Negative perceptions of environment features and times of day led to avoidance behaviour 

(Brookfield, Thompson and Scott, 2017) and outdoor activity prevalence depended upon a 

nuisance-free local park (Ward Thompson et al., 2014). Likewise, perceived social disorder 

discouraged walking (Zandieh et al., 2017). Feeling of belonging and social cohesion had the 

strongest relationship with mental well-being but as perceptions of social environment 

incivilities increased well-being decreased (Jones et al., 2014). Perceptions of antisocial 

behaviours were associated with three or more reported neighbourhood problems and   
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frequent loneliness (Kearns et al., 2015). Greater perceived neighbourhood incivility and 

crime were significantly associated with less enjoyment in life, lower sense of autonomy and 

poorer overall well-being at baseline and follow up assessment (Toma, Hamer and Shankar, 

2015). The more that disorder, degeneration and physical incivilities were experienced the 

more feelings of unsafety were reported (de Donder et al., 2013). Loud noise was reported 

emanating from neighbours, traffic or other sources by 43.9% of a study of Chinese elderly 

in Chicago (Dong and Bergren, 2017); loud noise related to aggression, particularly at night, 

was disliked (Day, 2010).  

Neighbourhood cohesion 

Social participation, perceived social inclusion and age-friendliness of built environments 

was associated with the likelihood of reporting good health (Wong, Yu and Woo, 2017). 

Seniors with poorer health and well-being were less likely to be active (49%) but likely to 

have good social well-being (Roe, Aspinall and Thompson, 2017). The most important 

domains selected for well-being were social life, activities, health, space and place (Douma 

et al., 2017). Higher levels of perceived social support were associated with significantly 

greater mental well-being while people less emotionally stable had a lower sense of 

cohesion and were more likely to score higher for perceived neighbourhood problems (Gale 

et al., 2011). Perceived well-connected community and an aesthetically pleasing 

environment were associated with life satisfaction (Kent, Ma and Mulley, 2017). Promenade 

users reported strong place attachment (Völker and Kistemann, 2013) and perceived social 

unity and interaction was positively associated with well-being that influenced collective 

place attachment (Gao et al., 2017). People reporting low social cohesion were 66% less 

likely to report frequent walking (Ory et al., 2016) whereas invitations to be active from 

friends or neighbours were positively associated with physical activity (Giehl et al., 2012). 

Likewise, neighbourhood social environment and sense of community had a positive 

influence on physical activity (Chaudhury et al., 2016; Yu et al., 2017) and was significantly 

associated with walking (Zuniga-Teran et al., 2017). 

Friendship and neighbourhood cohesion identified as important facilitators for community 

participation (Strobl et al., 2016). Likewise, social interactions were significant for both the 

older, >65 years, and younger group, <65 years, but more so for the older group (Jones et 

al., 2014). Residential satisfaction corresponded with location and satisfaction with   
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neighbour relations rather than behavioural aspects (Rioux and Werner, 2011). The 

presence of benches in the neighbourhood contributed to cohesion and social capital 

(Mahmood et al., 2012; Ottoni et al., 2016).  

Physical health linked to a sense of purposeful community engagement (Huong et al., 2012; 

Tiernan et al., 2013). Positive mood states, measured on electroencephalography, were 

elicited when people were greeted on their walk, whereas lack of acknowledgement led 

them to feel more negative about the environment (Tilley et al., 2017). Huong et al. (2012) 

found that participants rated the environment, physical health, social interaction, financial 

status and religion as important dimensions of quality of life. The highest risk group for 

perceived stress in later life was social isolation with loneliness being especially detrimental 

to health and well-being (Scott, Jackson and Bergeman, 2011).  

Accessibility to neighbourhood and recreational amenities 

Access to local amenities for social contact in Mahmood et al. (2012) was rated important. 

In Chudyk et al. (2015) the most common destinations for socialisation and eating out were 

restaurants, cafés and private residences. Social support associations rated significant for 

life and health satisfaction in older, ≥60 years, residents, whereas there was no discernible 

impact on health and well-being of the younger residents (Eibich et al., 2016). Satisfaction 

with physical and social environments was associated with better self-rated health; contrary 

satisfaction with community services was associated with depression and chronic medical 

conditions (Giraldez-Garcia et al., 2013). Occasional or frequent loneliness was reported by 

people who did not feel part of their community, compared to those who did, while those 

(44%) who used the fewest local amenities compared to those who used the most (34%) 

also reported more loneliness (Kearns et al., 2015). Significant predictors for health and well-

being were the length of time lived in the neighbourhood and access to social club 

membership (Jones et al., 2014). 

3.4.6 Connectivity 

This domain includes one or more of the following aspects: ease of access, continuity of 

street connectivity to services, intersection density, sidewalks quality that are associated 

with health and well-being, active commuting, physical activity and are cited in 18/49 

articles.  
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Ease of access 

Women who had a car, who perceived user-friendliness of walking environments to be poor 

and whose depression scale scores were higher, had a lower likelihood of walking more 

often (Gauvin et al., 2012). Outdoor barriers increased walking difficulty almost threefold 

(Rantakokko et al., 2012) while obstacles to community participation included poor health, 

poorly designed access and municipal infrastructure (Strobl et al., 2016). 

Continuity of street connectivity to services 

Highest values of connectivity, land use and traffic safety meant walking for recreation and 

transport was significant (Zuniga-Teran et al., 2017). Conversely, low perceived walkable 

transit connectivity was associated with poor physical activity levels (Adams et al., 2012; Lo 

et al., 2017).  

Intersection density, sidewalks quality 

Pedestrians felt insecure on narrow pathways (Strobl et al., 2016), while narrow sidewalks 

with obstructions (Mahmood et al., 2012) were perceived activity barriers. Approximately 

70% of participants considered sidewalk quality as regular or poor (Giehl et al., 2012) while 

the presence of bad quality sidewalks led to a perception of danger (de Donder et al., 2013). 

Barriers to physical activity included steps, uneven sidewalks and curbs that led to falls 

(Brookfield, Thompson and Scott, 2017). Similarly, high kerbs, large bins, heavy traffic and 

slopes (Day, 2010); converging vehicular and non-motorised routes; and insufficient time 

allocated to cross the road at intersections (Vine, Buys and Aird, 2012) were barriers to 

walkability.  

Outdoor activity facilitators included the presence of non-slippery sidewalks (Bjornsdottir, 

Arnadottier and Halldorsdottier, 2012), and even sidewalks for transportation walking (van 

Cauwenberg et al., 2016). The most frequent rate of physical activity was undertaken at 

home or close to home in a study across eight neighbourhoods in Vancouver and Portland 

(Chaudhury et al., 2016). 

The residential street improvements programme ‘Sustrans ‘DIY’ Streets’ outcomes showed 

that paths to open spaces were easily walkable when attractive features existed in the local 

open space, however, there was no change in overall physical activity, quality of life and 

health and well-being (Ward Thompson et al., 2014). Having to look out for uneven paving   
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and street obstacles elicited more events recorded on electroencephalography (Tilley et al., 

2017). 

Independence in activities of daily living was associated with working men ≤80 years who 

were not concerned about leaving home because of fear of falling due to sidewalk defects 

(Ferreira et al., 2010). Adverse sidewalk conditions were associated with moderate to poor 

physical activity (Malecki et al., 2014; Lo et al., 2017).  

3.5 Discussion 
This literature review has been undertaken systematically using a rapid review method to 

gain a better understanding of ageing residents’ perceptions of whether and, if so, how 

urban environment characteristics and features are perceived to influence their health and 

well-being. Some overarching topic areas emerged as health and well-being barriers or 

facilitators that were summarised in five domains. Within each domain that arose, specific 

features of the neighbourhood that influenced health and well-being were noted. These are 

summarised in this discussion bearing in mind WHO established Global Network of Age-

friendly Cities and Communities domains (Kalache et al., 2007) core indicators of equity, 

accessibility and inclusiveness (WHO Kobe Centre, 2015). 

Despite the increased focus of contemporary literature evaluating the links between cities 

and health, there is a distinct lack of prospective studies identifying direct causal 

relationships. Given that only three studies (3/49) asked the direct question of participants 

to identify the perceived neighbourhood features that contribute or detract from their 

health and well-being demonstrates a distinct paucity in the literature on this topic. 

Although neighbourhood features were seldom directly identified by participants as having 

an impact on their health and well-being, urban characteristics that mitigated or encouraged 

the choice to be active were identified as health and well-being determinants and 

interpreted as a proxy instead. Therefore, because walkability assessments and 

neighbourhood perceptions defined barriers and facilitators for activity these are regarded 

as proxy health and well-being determinants in this paper.  

Perceived neighbourhood barriers and facilitators to health and well-being are 

place/context dependent. For example, leisure time physical activity was a main contributor 

for participants in a higher rated socio-economic area whereas transport-related activity was   
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the main contributor in a lower socio-economic area (Kolbe-Alexander et al., 2015). Then 

again, access to open spaces, walking and biking trails was higher in a neighbourhood with 

younger low-income participants (Malecki et al., 2014). There were significant associations 

between poor self-reported health and well-being, reduced physical activity, hypertension 

and a negatively perceived environment (Blay et al., 2015). Unsurprisingly, a comparison of 

perceived neighbourhood disorder, security and reputation across contrasting income areas 

in Adelaide showed that in Playford, a combined perceived lack of suitable green outdoor 

access and presence of graffiti, discarded needles and broken glass was not conducive to a 

sense of well-being (Browne-Yung, Ziersch and Baum, 2016). Conversely, positive 

perceptions by residents in Burnside who reported abundance of green spaces and lack of 

crime encouraged physical activity. In addition, Burnside residents reported significantly 

greater cohesion, neighbourliness, and sense of community whereas Playford residents 

perceived their neighbourhood was unsafe, unfriendly with a poor reputation and 

participants reported worse mental and physical health (Browne-Yung, Ziersch and Baum, 

2016). Similar implications are seen in the self-reported neighbourhood indicators, forming 

part of the Built Environment Index drawn up by Blay et al. (2015), which included the 

presence of garbage collection and proper public street illumination; participants who 

reported three or more adverse conditions were 33% less likely to report adequate physical 

activity, compared to no adverse conditions reported. 

Social inclusion in a city neighbourhood may be regarded as a health and well-being 

determinant. For example, with significance level alpha set at p <0.05 for all statistical 

analysis, there were significant Spearman’s rank correlation coefficient associations (p<.001) 

between community engagement, neighbourhood perceptions, and health and well-being 

(Tiernan et al., 2013). Perceived social inclusion in the neighbourhood was likely to be 

associated with good health (Eibich et al., 2016; Douma et al., 2017; Wong, Yu and Woo, 

2017) whereas the converse, social isolation and loneliness, were detrimental (Scott, 

Jackson and Bergeman, 2011). Important social networks for ageing in place included 

sidewalks, parks, cafés, post offices while semi-public spaces such as porches, patios, 

backyards and balconies offered a convenient threshold for social interaction (Gardner, 

2011). Social interactions with neighbours were also significantly associated with walking 

(Zuniga-Teran et al., 2017) and the neighbourhood social environment had a positive   
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influence on physical activity (Chudyk et al., 2015; Chaudhury et al., 2016; Yu et al., 2017). 

Perceived social capital and the sense of belonging in a friendly neighbourhood encouraged 

and facilitated physical activity (Bjornsdottir, Arnadottier and Halldorsdottier, 2012); 

furthermore, invitations from friends or neighbours to engage in physical activities increased 

leisure time activity (Giehl et al., 2012). However, elderly who were less likely to be active 

were also likely to have good social well-being (Roe, Aspinall and Thompson, 2017), 

demonstrating that perceived social inclusion does not automatically mean an association 

with good health. 

Perceived social support was associated with greater mental well-being (Gale et al., 2011; 

Jones et al., 2014; Gao et al., 2017) and people who used the fewest local amenities reported 

more loneliness (Kearns et al., 2015), which may suggest that they were either unhappy with 

the choice of activities on offer or were disinclined to participate for other reasons. Inclusion 

of measures of quality of local amenities and the transport routes to community centres are 

recommended in future studies. High satisfaction with community services significantly 

related to health and functional independence (Giraldez-Garcia et al., 2013), plus social 

support associations were rated significant for life and health satisfaction (Eibich et al., 

2016). However, walkability and accessibility to amenities was not significantly related 

(Chaudhury et al., 2016). Neighbourhood social friendship and cohesion had a positive 

influence on physical activity, while voluntary social work activity was regarded as an 

important way to be socially active (Strobl et al., 2016). Volunteering is defined as a key 

subjective well-being determinant elsewhere (Brown, Abdallah and Townsley, 2017) and is 

linked with increased levels of well-being (Department of Health, 2014). 

The availability of benches in the neighbourhood facilitated walking activity in the elderly as 

they provided an opportunity to rest (Bjornsdottir, Arnadottier and Halldorsdottier, 2012; 

Ottoni et al., 2016; Van Cauwenberg et al., 2016; Brookfield, Thompson and Scott, 2017), 

and doubled up as opportunities for socialising (Mahmood et al., 2012). Living in 

neighbourhoods with more accessible destinations resulted in more walking trips. For 

example, in Chudyk et al. (2015) the most common destinations for shopping or running 

errands included grocery stores, malls, health and personal care facilities and library and 

significant age-friendly predictors of quality of life included attractive aesthetics and access 

to services (Tiraphat et al., 2017).   
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A high walkable recreationally dense environment profile was associated with best physical 

activity outcomes and lower body mass index levels in both Baltimore and Seattle-King 

County and Washington in Adams et al. (2012), suggesting that these environments are 

health and well-being facilitators and therefore salutogenic.  

Barriers for moderate to poor physical activity were often associated with poor sidewalk 

conditions (Giehl et al., 2012; De Donder et al., 2013; Malecki et al., 2014); poorly 

maintained sidewalks or broken curbs (Dong and Bergren, 2017); lack of sidewalk continuity 

(Lo et al., 2017); narrow sidewalks, obstructions, inadequate lighting (Mahmood et al., 

2012); and, defects that led to fear of falling (Ferreira et al., 2010; Bjornsdottir, Arnadottier 

and Halldorsdottier, 2012; Brookfield, Thompson and Scott, 2017). Furthermore, of interest 

and relevance for public health management providers such as local councils and CCGs, is 

that reporting of outdoor barriers preceded the onset of mobility decline over time 

(Rantakokko et al., 2012).  

Urban environment health and well-being facilitators for physical activity include diverse 

mixed-use land accessibility, increased urban density, street connectivity, accessibility to 

service and quality of the neighbourhood features (Adams et al., 2012; Malecki et al., 2014; 

Chudyk et al., 2015; Kolbe-Alexander et al., 2015), which is congruent with the literature 

(Renalds, Smith and Hale, 2010; Turrell et al., 2013; Sallis, Cerin, et al., 2016; Ward 

Thompson, Aspinall, et al., 2016). Greater activity is estimated to provide significant 

potential health benefits and reduce health-care costs (Zapata-Diomedi, Herrera and 

Veerman, 2016). 

Accessibility to green space and its effects on health and well-being were positively related, 

both with and without considering the amount of physical activity undertaken (Malecki et 

al., 2014). Seniors who rated they were very satisfied/satisfied with the local space were 

more likely to have access and live close to green space (Roe, Aspinall and Thompson, 2017). 

Less attractive scenery and lack of green spaces discouraged walking whereas the presence 

of green and attractive destinations encouraged walking (Lo et al., 2017; Zandieh et al., 

2017) which is confirmed elsewhere (Giles-Corti et al., 2016; Chen et al., 2017). When 

participants were asked to reflect on neighbourhood design a significant proportion 

indicated there were insufficient green spaces and parks and that there was a lack of suitable 

green spaces to create a sense of well-being (De Donder et al., 2013).  
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Furthermore, walking in a natural green space was preferred by participants and appeared 

to bring pleasure and was calming on electroencephalography output (Tilley et al., 2017).  

Mental health is associated with walking. For example, in Ory et al. (2016) participants who 

reported poor mental health ≥2 days per month were 65% less likely to report frequent 

walking behaviours than those reporting fewer poor mental health days. In addition, a 

significant association was reported between life satisfaction and mixed land-use access and 

perceived walkability (Yu et al., 2017) while mental well-being was higher in neighbourhoods 

where fewer problems were reported (Gale et al., 2011). Perception of whether a 

neighbourhood supports walkability and has a well-connected community also had strong 

effects on life satisfaction and happiness (Kent, Ma and Mulley, 2017). 

Perceived neighbourhood safety or unsafety is associated with physical activity and health 

and well-being. Instinctively, it appears that crime, disorder and transport-related safety are 

particularly relevant considerations for the outdoor activity choices of the elderly. It stands 

to reason therefore that barriers to activity will have a direct consequence for health and 

well-being. For example, unsanitary environment conditions were identified to contribute 

to poor health (Hayward et al., 2015) and lack of cleanliness contributed to stress (Scott, 

Jackson and Bergeman, 2011). Fear of crime and poor self-rated health were also strongly 

associated (Mathis, Rooks and Kruger, 2015). Furthermore, a longitudinal study showed that 

greater perceived antisocial incivility and crime was significantly associated with less well-

being at baseline and four years later (Toma, Hamer and Shankar, 2015). As perceptions of 

social incivilities increased well-being decreased (Jones et al., 2014); and, reported presence 

of neighbourhood disorder meant people were more likely to have a fair or poor quality of 

life (Dong and Bergren, 2017). Safety from crime was regarded as a predictor for quality of 

life (Tiraphat et al., 2017) and people with lower emotional stability who sensed less 

cohesion were likely to score higher for perceived neighbourhood problems (Gale et al., 

2011). Barriers to active living included a fear of being robbed (Ferreira et al., 2010) while 

safety at night and concerns about enough lighting also impacted on choices to go out 

(Bjornsdottir, Arnadottier and Halldorsdottier, 2012). In addition, social disorder affected 

the walking rate (Ory et al., 2016).   
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However, an anomaly in Yahaya et al. (2012) showed that despite the common perception 

of drug threat most residents felt safe (Yahaya et al., 2012). Satisfaction with the 

neighbourhood depended on accessibility to local services; however, although most elderly 

participants lived close to essential services, they hesitated to go out because of safety 

concerns and transport quality (Rioux and Werner, 2011). People who were satisfied with 

life lived in a walkable neighbourhood with: contiguous streets, destination density and 

accessibility, and a cohesive community (Kent, Ma and Mulley, 2017). Perceived community 

safety was a key daytime physical activity facilitator (Adams et al., 2012; Giehl et al., 2012; 

Kolbe-Alexander et al., 2015; Browne-Yung; Chaudhury et al., 2016), which is supported by 

the literature (Stronegger, Titze and Oja, 2010; Bahrainy and Khosravi, 2013; Gao, Ahern and 

Koshland, 2016). 

Air pollution was perceived to affect health (Day, 2010; Huong et al., 2012; Yahaya et al., 

2012); perception of loud noise was associated negatively with mental health (Eibich et al., 

2016) and reduced urban comfort level (Huong et al., 2012). Rural participants 

acknowledged that psychological health depended on feeling useful whereas both rural and 

urban groups agreed that the most important factor is a mind free from worry (Huong et al., 

2012). Perceived social environment issues, environmental pollution, and noise were also a 

concern for urban elderly (Huong et al., 2012).  

Renewed public health and well-being strategies are required to turn the tide on the 

inequities experienced within cities around the world. Updates by PHE to the Wider 

Determinants of Health include density of food outlets, fine particulate matter levels in air 

pollution, economic inactivity and long-term unemployment levels (PHE, 2017), and 

evaluation of these criteria needs to be included in future research that examines 

neighbourhood characteristics associated with health and well-being. Direct associations 

between participant perceived urban environment characteristics and health and well-being 

outcomes are lacking in the literature, highlighting a need to examine their impact at 

individual and combined characteristic levels. This shortfall has been identified previously 

(Koohsari et al., 2015).  

Limitations in this review are the exclusion of grey literature, and inclusion of only English 

published research. Multi-faceted methods used in the studies were not discussed and are 

worthy of in-depth analysis and exploration in a separate paper.  
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Although a recognised method of rapid review was undertaken systematically, there are 

areas within the review that warrant further in-depth analysis as a separate exercise such as 

the differences in results within studies that included more than one neighbourhood, plus 

outcomes across countries of origin.  

Increasing participatory governance for health is becoming more commonplace with 

voluntary membership of public participation groups in the NHS (Public Participation Team, 

2017) and Healthwatch England welcomed to strengthen patient and public participation to 

improve outcomes in health and social care delivery (Healthwatch England, 2018). It is 

recommended voluntary participation be extended to the elderly living in highly deprived 

areas in well-established older neighbourhoods to identify perceived neighbourhood health 

and well-being social and physical environment core indicator determinants at local level. 

Ongoing collaboration outcomes may then be incorporated in the monitoring and reporting 

mechanisms already in place, such as the English Indices of Deprivation and JSNA (Smith et 

al., 2015; NHS Portsmouth Clinical Commissioning Group, 2016). 

Research outcomes in this review have far-reaching implications for age-friendly new build 

neighbourhood community design and regeneration projects policy solutions such as NHS 

Healthy New Towns (NHS, 2016), Age Friendly Transport (Bristol Ageing Better, 2018c), and 

prioritising health in planning (Pineo, Chang and Pinto, 2015; Saunders and Transport for 

London, 2018). Health professionals, health governance stakeholders and city planners need 

to collaborate closely with communities to build and promote healthy cities by considering 

the eight WHO Age-friendly City Criteria to help cities aspire to become age-friendly (Kalache 

et al., 2007).  

Further translation of findings may also inform the Building Research Establishment’s 

International Healthy Cities Index (Pineo et al., 2018). In addition, although this review did 

not include dementia-related studies, it is timely to incorporate the design principles of 

dementia friendly neighbourhoods for life in planning principles (Mitchell & Burton, 2010). 

The core indicators of equity, inclusivity and accessibility need to be translated to 

community design and outdoor space programs that consider physical, social and health 

service provision needs for the elderly (WHO Regional Office Europe, 2017).   
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This review found that perceptions of the neighbourhood play a pivotal role in the health 

and well-being of the elderly. These include fear of crime, the presence of social incivilities, 

sense of belonging and neighbourhood cohesion, presence of traffic and community safety, 

satisfaction with local services, social capital, access to facilities and open spaces, as well as 

seating areas. However, the development and validation of a theoretical framework that 

uses reliable valid measures of core indicators of equity, accessibility and inclusivity to rate 

both health and well-being and environmental characteristics consistently would add 

substantially to the evidence. In this way, real-world implications are generated to better 

inform and shape public health policies and planning practices for age-friendly environments 

in cities and communities. 

3.6 Conclusion 
This article and literature review contribute to the understanding of perceived 

environmental characteristics that facilitate or serve as barriers to the health and well-being 

of the elderly living in an urban environment.  

Outcomes of this review show that perception of the environment plays a role in influencing 

physical health and mental well-being outcomes in the elderly. Examples of perceived 

predominant neighbourhood determinants facilitating health and well-being are those that 

encourage social interaction, invite participation in physical activity, promote active 

transport and present with greater variation in land use mix. These include perceived 

residential density, quality of the built environment, appearance, connectivity, transport 

accessibility, walkability, green access, safety and social cohesion. Examples of barriers to 

health and well-being include perceived neighbourhood disorder and incivility, lack of social 

capital, poor street and sidewalk quality, discontinuity and lack of safety. Of note particularly 

is that early identification of mobility barriers coincided with long-term impact on mobility 

choices. 

However, what remains unclear is the role that perception of individual features or 

combination of features plays on health and well-being. Characteristics perceived to 

contribute to or detract from health and well-being in this review were indirectly 

represented in walkability assessment scoring tools; however, the question ‘How do you 

think your environment contributes to your health and well-being?’ was not asked in most   
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of the studies and warrants further investigation, particularly amongst vulnerable elderly 

cohorts.  

The contextual viewpoints of the elderly regarding environment features are an important 

consideration for future research involving environment assessment impact on the elderly. 

The effects of ageing on physiology means that movement becomes slower, therefore active 

transport infrastructures need to incorporate features such as the inclusion of traffic islands 

and resting places along a walking route. Establishing what works for and against health and 

well-being from the collective residents’ perspective will help inform public health and 

neighbourhood community planning policy at localised level. Recommendations are made 

to encourage and engage public participation in research and particularly ask ageing 

residents, who are experts in the lived experience of their environment, to identify which 

neighbourhood characteristics they perceive have an impact on their health and well-being 

and how it does so.  

This review contributes towards a more robust evidence base providing urban environment 

specific cues for health and well-being for architects and planners of new and regenerative 

community design projects. Delivery of public health provision that ensures safe equitable 

access to ageing-friendly active transport and community activities is a key priority. Including 

ageing residents in stakeholder discussions is pivotal to promote and sustain age-friendly 

city communities which will contribute to improved health and well-being for all in the long 

term. 

The next chapter, Chapter four, expands the focus of this literature review by focusing on 

Healthy Cities and what it takes for a city to be regarded as healthy. 
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Chapter four: Healthy Cities  
Above all, do not lose your desire to walk. Every day I walk myself into a 

state of well-being and walk away from every illness. I have walked myself 

into my best thoughts, and I know of no thought so burdensome that one 

cannot walk away from it. Søren Aabye Kierkegaard, Danish philosopher, 

1813-1855.  

4.1 Introduction   
The aim of this chapter is to provide an informative context through discussion and analysis 

of the role physical inactivity plays in health and well-being and what it takes for city to be 

classified as healthy. It presents diverse literal, theoretical and practical meanings 

underpinning a ‘healthy city’ and discusses the work of influential seminal experts who 

continue to inspire architectural design and city mobility infrastructures to the present day. 

Related statutory body functions and public health and well-being policy advocated by 

western constitutional bodies are also examined to provide a broader understanding of their 

function. These include The CDC, United Nations, European Union Horizon 2020, PHE and 

the WHO. In addition, this chapter focuses on examining the underpinning of two recognized 

designated age-friendly cities: Manchester in England and The Hague in the Netherlands - 

demonstrating that the processes are unique, not uniformly alike. The evolution of Public 

Health in England is discussed followed by an analysis of guidelines for Healthy City 

Frameworks and an identification of shortfalls across the frameworks. The gaps identified 

support the necessity of embarking on empirical research to understand how perceived 

urban environment barriers impact on health and well-being in deprived areas in the city, as 

this PhD aims to achieve. 

4.1.1 Physical inactivity 

Physical inactivity is a recognized global pandemic causing over five million deaths annually 

in people diagnosed with chronic disease (Lee et al., 2012; Sallis, Cerin, et al., 2016) and 

contributes to at least 35 unhealthy conditions including cardiorespiratory, endocrine, 

autoimmune, digestive and nervous disease (Booth et al., 2017). Inactivity speeds up the 

loss of cardiovascular and strength fitness and lowers the age for the onset of chronic 

disease (ibid).   
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In addition, physical inactivity on its own is predictive of poor health and well-being and 

increased incidence of chronic disease (Blair, 2009; Lee et al., 2012; Heron et al., 2019). Built 

and natural environment interventions to promote physical activity could be an effective 

way to turn this picture around. Sport England, supported by PHE, have drawn up an Active 

Design checklist which considers all ages and abilities, ‘enabling activity for people who want 

to be active and encouraging those who are inactive to become active’ (Copsey et al., 2015, 

p.78). Applying the checklist design tool has met with success. For example, in South Park, a 

Grade II listed Historic Park and Garden in Darlington, Durham, walking routes were 

improved by removing vegetation to improve lines of sight which greatly enhanced public 

perception and the park has become a centre of activity in the town (Copsey et al., 2015). 

Another example is Bristol, achieving higher than average levels of walking and cycling 

through initiatives supported by City Council and active travel champions that are reinforced 

by high level political support. Higher activity levels were achieved by, amongst others, a 

growing network of walk/cycle paths, bridges and facilities promoting active travel, 20mph 

streets, places to sit and campaigns to raise awareness (Copsey et al., 2015, p.80).  

Modelling cost benefit analyses that appraise estimated change in physical activity due to 

built environment interventions, demonstrate a potential towards healthier urban designs 

in future (Zapata-Diomedi et al., 2017). This is particularly relevant for the ageing population 

when a diagnosis of multiple co-morbidity is more common and closely related to frailty and 

care dependence (Patel et al., 2018). To turn this around, the World report on ageing and 

health encourages considering and promoting health by optimising inherent functionality 

(de Carvalho et al., 2015). Inherent functionality is the normal physiological functioning of a 

human being in which skeletal, muscular and nervous systems combine with the will and 

desire to move, facilitating activities such as walking. Inactivity across the lifespan, together 

with poor lifestyle factors such as smoking, poor nutrition and excessive alcohol intake have 

serious consequences for health and well-being. Functionality is generally superior in the 

elderly population who are active; as a result health, well-being and aging processes are 

optimised (Harridge and Lazarus, 2017). Nonetheless, the relationship between aging and 

physiological function is complex. The default position for health to be optimised and 

maintained is to be physically active; physically active people generally age unaffected by   
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disease complications (Harridge and Lazarus, 2017). In addition, the physical and social 

environments influence and shape capability trajectory and a fundamental consideration is 

therefore to maximize innate capacity and ability to enable independence. This aligns with 

rethinking chronic disease and disability as a medical issue to social models that look beyond 

treating symptoms to what can be done to ameliorate or prevent them in the first place 

(Goering, 2015). Two particularly relevant recent proactive examples from England and 

Australia in terms of advocating social prescribing and an active transport policy that have 

been translated into practice are discussed next. 

 

Social Prescribing, England  

In England, a recent mainstream approach is for health care professionals to refer patients 

to non-medical services in order to improve health and well-being through social 

prescribing. For instance, referrals may include signposting to community support at a local 

community centre (NHS England Healthy New Towns, 2019c) and engagement with the 

historic (Reilly et al., 2018) and natural environment (Pleasant, Scanlon and Pereira-Leon, 

2013; Bragg and Leck, 2017). Engaging in community centre activities designed for the 

elderly, engaging with historic environment exploration and becoming involved in growing 

produce in community gardens all involve becoming physically active. Furthermore, social 

prescribing has been incorporated in a putting health into place governance structure for 

healthier new places by the NHS England Healthy New Towns framework (NHS England 

Healthy New Towns, 2019b). The vision is to create a cohesive community in each new town 

and the goal is to launch an asset based social prescribing project; allowing residents to 

connect with community groups and services to support people with social, emotional or 

practical needs (NHS England Healthy New Towns, 2019b, p.10). The protocol for a baseline 

and feasibility study of long-term health and well-being impacts of Healthy New Towns was 

published recently (Watts et al., 2020) and it is therefore too early to tell if they have been 

successful. The study aims to examine the feasibility of a larger study to assess longer term 

impacts of the Healthy New Towns model by examining programme development, contexts 

and expected impacts and outcomes on health, well-being, behavioural and economic 

outcomes across the ten sites (Watts et al., 2020, p.1). 
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Queensland’s walking strategy, Australia  

Making walking an easy everyday choice for all ages and abilities is at the heart of 

Queensland’s walking strategy to improve public health and well-being outcomes. The 

Australian Healthy Active by Design website showcases studies of neighbourhood 

improvements such as Plan Melbourne 2017-2050, which is guided within a 20 minute 

neighbourhood principle; providing people with access to meet daily needs within safe 

walking, cycling or public transport options within 20 minutes from home (Victoria State 

Government, 2019). Infrastructures such as the Action Plan for Walking 2019-2021 and 

Queensland Walking Strategy 2019-2029 are dedicated to building continuous safe walking 

environments that facilitate access for all residents across their lifespan (Department of 

Transport and Main Roads, 2019a, 2019b). The Queensland Walking Strategy was informed 

by consultation over a two-month period in engagement with local residents and 

organisations across the state, which included sharing comments and photographs, surveys, 

written submissions and workshops with local agencies and local governments (Department 

of Transport and Main Roads, 2019b).     

The Action Plan for Walking (Department of Transport and Main Roads, 2019a) includes a 

multifaceted approach, from training for delivery of infrastructure provision and 

maintenance to pilots to assess and evaluate case studies. Identification of training needs 

and subsequent training builds the capability to deliver the plan across planning, designing, 

constructing and maintaining walking infrastructures. Pilot projects include and support 

walking for everyone, including those with mobility impairments to access footpaths while 

potential for further rollout is also assessed. Features evaluated in pilots include connected 

network plans, amenity access, shade and encouragement programmes (Department of 

Transport and Main Roads, 2019, p.12). The Walking in Queensland Report (2019) presented 

three case studies demonstrating impact of changes made previously on walking and 

accessibility infrastructures, which informed the Action Plan for Walking and Queensland 

walking strategy 2019-2029.  

The three case studies include a bridge connecting two communities, reduced speed limits 

and Active School Passports, which are presented next.   
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• The Galeen-Honeyeater Green Bridge connecting communities on the Gold Coast 

built in 2012, which improved pedestrian access to nearby facilities by up to 25 

minutes. Walking times for residents living north of the bridge walking to Burleigh 

was reduced, and residents south of the bridge benefited from reduced distances 

to Bond University, shopping precincts and shopping facilities. Accessibility tools for 

land use and public transport are now being used to identify opportunities to 

improve walking access and measure the benefits of changes. 

• Reduced speed limits in high walking and bike riding sites in Cairns Central Business 

District introduced in December 2018 and February 2019, chosen because of high 

levels of pedestrians in crash data, demonstrate how low-cost infrastructure 

upgrades and effective community engagement with community and stakeholder 

groups are an effective strategy. 

• Changing school travel habits from one that has become more reliant on motor cars 

over time, was initiated by the Active School Travel programme in 2004, 

demonstrates that in 2018, 51% of students at schools involved in the programme 

were actively travelling to school every day, walking trips increased from 19 to 35% 

and car trips reduced from 70 to 49%. Resources used to support schools in the 

programme include a dedicated council expert providing specialist advice; Active 

School Passports for every student including rewards and incentives, travel maps, 

bike and scooter training and road safety sessions (Department of Transport and 

Main Roads, 2019c). 

A 12 month report on the Queensland Walking Strategy 2019-2029, issued in August 2020, 

demonstrates how Queensland Government Department, agencies, transport professionals 

and community groups have worked together to initiate an extensive range of actions to 

facilitate walking by making it an easy option (Department of Transport and Main Roads, 

2020). Plans delivered, amongst others, include: a Model Code for Neighbourhood Design 

in new developments; a Queensland Walking Alliance to engage and encourage 

communities to advocate for improved places to walk; state-wide roll out of smart crossings 

to provide people with more time to finish crossing the road; promotion of new ways for 

local governments to reallocate road space to revitalise local centres and improve quality of   
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walking environments to facilitate social distancing (Department of Transport and Main 

Roads, 2020). Assessment of the current Action Plan for Walking 2019-2021 to establish if it 

has worked is targeted for delivery in 2020-2021 (Department of Transport and Main Roads, 

2019, p.15). 

Although assessments of the efficacy of the two examples from England and Australia are 

forthcoming, the programmes demonstrate that there is a will to reduce inactivity and 

improve health and well-being by improving active travel infrastructures in Australia and 

signposting patients to take part in community activities included in social prescribing in 

England. 

4.1.2 Healthy city definition  

Examining a concept such as a ‘Healthy City’ raises the question of how to deal with its 

inherent subjectivity, and the meaning of both the individual and combined words. A city is 

defined firstly as ‘A large town’, secondly as (in the case of a British City) ‘a town created a 

city by charter and usually containing a cathedral’, and thirdly as ‘a place or situation 

characterized by one or more special attributes’ (Oxford Dictionary, 2018a). The Oxford 

English Dictionary defines healthy as being: ‘In a good physical or mental condition; in good 

health; not diseased; indicating or promoting good health; making a healthy profit’ (Oxford 

Dictionary, 2018b). The Cambridge University Press dictionary interpretations of both 

‘healthy’ and ‘city’ are in agreement with the Oxford English Dictionary with the caveat that 

the Cambridge dictionary offers a further explanation of ‘city’ by stating that ‘many of the 

world’s cities have populations of more than 5 million’ and that ‘healthy’ interpreted in the 

context of success may be applied to the meaning ‘healthy [successful] economy’ 

(Cambridge English Dictionary, 2018).  

The Oxford Learner’s Dictionary takes the explanation of meaning a step further, providing 

implied understanding regarding what is good for your health, namely: ‘a healthy 

diet/climate/lifestyle; to have a healthy appetite’; doing what is normal and sensible ‘healthy 

curiosity/successful and working well’; and extends the meaning to include ‘a healthy 

economy/a healthy profit/a healthy bank balance’ (Oxford Advanced Learner’s Dictionary, 

2018).   
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Nevertheless, it is relevant to bear in mind the WHO Constitution definition of health for 

humans in the first instance: ‘Health is a state of complete physical, mental and social well-

being and not merely the absence of disease or infirmity’ (World Health Organisation, 1948). 

The WHO subsequently expanded on the definition to include ‘a state of well-being in which 

every individual realizes his or her own potential, can cope with the normal stresses of life, 

can work productively and fruitfully, and is able to make a contribution to her or his 

community’ (World Health Organization, 2014).  

Yet, a semantic challenge arises when combining the disparate words ‘Healthy’ and ‘City’ as 

one understanding, namely ‘Healthy City’, because the implied meaning may be clear cut 

and validated by rigorous evidence according to measurable criteria, yet the inferences 

made in the subjective perception of individual residents may elicit a somewhat different 

picture (the process and role of perception of the environment is examined and presented 

in Chapter three). Moving on from an individual definition we need to ask ourselves, what 

does it mean for a city to be healthy and how does one define a Healthy City that provides 

infrastructures to support the health and well-being of its residents throughout their life 

course? To expand on this question two quotes, one from the ONS (a UK Government 

Department), and one from an independent health education charity and the world’s oldest 

public health body, the Royal Society for Public Health, offer examples of possible answers 

which prioritise opposing points of view. These quotes were chosen because they inform 

how complementary viewpoints prioritise different aspects. The first one considers 

capitalism and fiscal economy foremost, whereas the second quote deliberates tangible 

health and well-being needs of residents from a healthy high street viewpoint:  

• ‘The well-being of the nation [ergo every city in a nation] is influenced by a broad 

range of factors including economic performance, quality of life, the state of the 

environment, sustainability, equality, as well as individual well-being’ (Self, Thomas 

and Randall, 2012, p.3).  

• ‘The architecture of the high street would foster active urban design principles 

including pavements, seating, shade and shelter. Above all the high street would 

provide a safe environment where the public don’t live in fear of crime, violence, 

harassment, or accidents’ (Royal Society for Public Health, 2015, p.3).  
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The quote by Self et al, (2012) comes from the first annual report on measuring National 

Well-being in the UK. Although the authors acknowledge that traditional progress measures 

such as gross domestic profit (GDP) are ‘an incomplete picture of the state of the nation’ and 

that ‘economic, social and environmental measures are needed alongside GDP to provide a 

complete picture of how society is doing’ (Self, Thomas and Randall, 2012, p.1), the well-

being questions asked are limited. The four questions measure general self-rated 

perceptions about Life Satisfaction, Feeling Worthwhile, Happiness and Anxiety (GOV.UK., 

2018).  

The second quote by the Royal Society for Public Health places an emphasis on the 

architecture of the high street that encourages and invites public participation to walk to 

local destinations from home. This is an important consideration because if the walking 

environment features a poor quality of user-friendliness and poor neighbourhood security 

there is a negative association with mobility in the elderly (Levasseur et al., 2015), leading 

to physical inactivity. Active urban design principles in the second quote highlight the 

importance of walkability features that encourage accessibility to local services; encouraging 

and facilitating normal physiological functioning that help, per Søren Aabye Kierkegaard’s 

quote at the start of this chapter, to maintain well-being. Urban environment accessibility 

requirements, including the provision of benches along walking routes, are identified as a 

health and well-being facilitator for elderly physical activity because they not only provide 

an opportunity to rest, they also act as an opportunity for socialising, becoming like porches 

(Ottoni et al., 2016). This is discussed further in a contemporary literature review, presented 

in Chapter three.  

To bring this discussion of the literal, inferred and implied meaning of a Healthy City to a 

point of closure it is relevant to include the definition of a ‘Healthy City’ by the WHO that 

demonstrates a more inclusive social consideration of the community. The WHO Healthy 

Promotion Glossary in 1998 broadly defines a Healthy City as ‘one that is continually creating 

and improving those physical and social environments and expanding those community 

resources which enable people to mutually support each other in performing all the functions 

of life and developing to their maximum potential’ (World Health Organization, 2020). To 

conclude this semantic dialogue regarding definition and meaning in the context of this   
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thesis, it is argued that a healthy city is an active city, mindful of health and striving to 

improve it by ‘continually creating and improving opportunities in the built and social 

environments and …to enable all its citizens to be physically active in day-to-day life’ 

(Edwards and Tsouros, 2008, p.3).  

 

Economic performance 

The comparison of the two quotes by Self, Thomas and Randall (2012) and the Royal Society 

for Public Health (2015) demonstrate opposing priorities and while it is generally argued that 

economic performance indicators are a barometer for fiscal health, the focus in economic 

performance is growth led. There is a need to invest more, to build more to keep GDP on an 

upward trajectory, with little consideration of the impact on environmental health factors, 

such as air quality (Stiglitz, Sen and Fitoussi, 2009; Fioramonti, 2017). It is short-sighted to 

ignore the impact an increase in GDP has on environmental health factors because that is 

when the health and well-being of the most vulnerable members of society falls by the 

wayside. 

A key example of this within the city of Portsmouth is demonstrated through the rhetoric 

and goals of a prominent local enterprise, Shaping Portsmouth. Shaping Portsmouth has a 

vision for growing and improving the city that is backed by PMCC, The Guildhall Trust and 

other key local businesses, patrons, partners and associates, including the University of 

Portsmouth. A new subsidiary action group within Shaping Portsmouth called ‘Portsmouth’s 

Future Together’ aims to co-ordinate support for the city’s economic recovery from the 

Covid19 Pandemic. Members of the subsidiary group include council, Hampshire Chamber 

of Commerce, Solent NHS and Jobcentre Plus, amongst others. Shaping Portsmouth has a 

vision for Portsmouth to be the best city in the UK to invest in, live, work and visit, stating 

that Portsmouth is predicted to be the second fastest growing city in the United Kingdom, 

taking second place to Reading (Nienaltowski, 2020). There is a distinct focus on economic 

growth and employment alongside motivating the population at large to increase 

educational attainment (Shaping Portsmouth, 2020). However, the organisation pays scant 

attention to health and well-being in a manner that is inclusive of vulnerable local 

populations such as the elderly, with emphasis instead on how to improve the well-being of 

the Portsmouth workforce.  
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Although the overall efforts by Shaping Portsmouth are commendable and are supported by 

PMCC Deputy Leader, Cllr Steve Pitt, there is no mention of support for the health and well-

being of the most vulnerable populations in the city such as the people living in deprived 

wards, which raises some concerns about lack of inclusivity.  

Another factor to consider is the impact of the Covid19 pandemic on GDP and influence on 

local health and well-being. Expectations for the UK economy for the year ahead are at their 

worst level recorded (Vassilev and Beynon, 2020) and this may have an added impact on the 

health and well-being of isolated elderly populations who are already in a vulnerable 

position. The impact of Covid19 is discussed further in Chapter nine. One only has to review 

the impact of the pandemic on the local economy and how, after months of isolation and 

local shop closures, PMCC have launched a drive encouraging residents to support a revival 

of the local economy, per their ‘Go Shop, Go Eat, Go Safe, Go Local’ campaign (Portsmouth 

City Council, 2020b). This drive is not only facilitated and promoted by Shaping Portsmouth 

in conjunction with PMCC, it is subsidised from the Re-opening High Streets Safely Fund that 

is funded by the European Regional Development Fund. It remains to be seen what happens 

to this type of funding support in future crises once the transition period for the UK to leave 

the European Union ends on 31 December 2020. It is likely that economic support of this 

nature will no longer be forthcoming. 

The digression towards economic influence on the health of a city in the paragraphs above 

demonstrates how fiscal and human health are in opposition yet in some ways remain 

inextricably intertwined. Leading on from this a curiosity arises about who has been 

influential in prescribing to and providing WHO advocated enabling healthy city qualities in 

the planning and regeneration of cities. Four influential authors emerged who are 

fundamentally in agreement about what needs to be considered when designing and 

planning healthy city infrastructures at human scale. Two present-day examples of 

translating recommended policy into practice by prioritising health in planning are discussed 

next. 

4.1.3 Healthy city design 

Healthy city design requires provision of infrastructures that are multifaceted and include 

design and planning of city layout, transport infrastructures and healthcare provision.   
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To examine the vast swathe of literature on the subject warrants a PhD in and of itself 

therefore, discussion will be limited to providing context for the thesis in this chapter. This 

section includes an initial discussion identifying the problem that needs to be addressed, 

namely inequity and the associated impact on the health of people living in the city. This is 

followed by an introduction to the influence of past and present seminal authors, including 

Jan Gehl and Lucy Saunders. Managing public space in the ‘New Normal’ per Covid19 

concludes this section. 

The ongoing problem regarding health and well-being within cities is the level of inequity 

experienced between neighbourhoods; living in a deprived area results in compromised 

health and well-being, including reduced lifespan. Higher unemployment, lower education 

levels, higher anti-social behaviour and increased chronic disease are also associated with 

deprivation. This is discussed further in Chapters three and five and the subject is well 

documented by seminal authors (Marmot et al., 2010, 2020; Wilkinson and Pickett, 2010; 

Dorling, 2015; Marmot, 2015). It is evident from consecutive reports on the Index for 

Multiple Deprivation that deprivation levels for Portsmouth are not improving (Smith et al., 

2015; Noble et al., 2019) with the same wards falling within the highest 10% of deprived 

wards in England. These therefore warrant further investigation, as discussed in Chapter 

five, and a start is made locally in this exploratory case study to establish what the 

determinants are so that shortfalls may be addressed. People who have made a considerable 

contribution to healthy city design and continue to influence urban design are discussed 

next.  

Donald Appleyard (born 1928, died 1982), professor of urban design at the University of 

California, listed specific criteria for protected healthier neighbourhoods. Appleyard drew 

up a charter of Street Dwellers Rights, demonstrating that for the street to be a liveable, 

healthy environment, pre-requisite criteria needed to include: reduced traffic volume, noise 

and speed, improvements in the rights of way for pedestrians and an inclusion of heritage 

to augment a rich significant identity with place (Appleyard, 1980a). He introduced the 

concept of a ‘Woonerf’ to the US in 1980. Originated in Delft in the Netherlands, a woonerf 

is about creating a sense of place which means the streets belong to residents and the car 

is only one of its users and not a dominant feature (Appleyard and Cox, 2006).  
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‘Drivers and pedestrians are on the same level and drivers are directed by bollards, street 

furniture, trees, and continuous curbs are eliminated’ (Appleyard and Cox, 2006, p.33). 

Britain imported the woonerf concept in the late 1990s in the form of a home zone initiative 

which focused more on easing traffic and reducing accidents as opposed to creating a sense 

of place (ibid). Appleyard recognised that with increasing motor car volumes streets had 

become dangerous and argued that they needed to be redefined as sanctuaries; places that 

were liveable and could be used for play, resident territories, communities and greenery 

(Appleyard, 1980b). In a similar vein, Jane Jacobs, born 1916 - died 2006, a Canadian and 

American author and activist, brought to light the dangers of urban renewal proposed by 

modern city planning, housing and rebuilding in New York City’s West Village, and 

particularly the proposed new Lower Manhattan Expressway. Master builder Robert Moses 

proposed to build a freeway which ignored the needs of the people; a ten lane elevated 

highway would destroy neighbourhoods such as SoHo and Little Italy, including Washington 

State Park, demolishing homes and businesses, displacing thousands of families (Waiser, 

2016). A young mother and local resident, Jacobs joined local activists and vehemently 

opposed the expressway by organising protests and rallies. She became chairman of the 

Joint Committee to ‘Stop the Lower Manhattan Expressway’ and ultimately, together with 

fellow protestors, was successful in stopping the building of the expressway (Waiser, 2016). 

Jacobs believed that the city is not about buildings but about people and illustrated how the 

perceptions of the environment between ‘foot people’ versus ‘car people’ (phrases coined 

by Jane Jacobs, 1961, p. xii), are vastly different. For example, looking out from a moving 

vehicle the detail of the environment flashes by, it is not truly participated in and the bustle 

and fabric of the city is not experienced. In the Modern Library Edition of her book, The 

Death and Life of Great American Cities, she wrote: ‘Experts of the time did not respect what 

foot people knew and valued’ (Jacobs, 1961, p. xii). 

In his seminal book, The Image of the City, American urban planner and author Kevin Lynch, 

identified five main elements that construct the image of the city for inhabitants and are 

used for wayfinding in urban environments; his conclusions were built upon analysis of 

interviews he undertook with residents in Boston, Jersey City and Los Angeles (Lynch, 1960). 

His findings demonstrate how participants identified key elements that help them orient 

themselves in place.   



98 
 

These elements included: paths (streets, sidewalks, walkways, canals, railways); edges 

(boundaries between places, including shorelines, wide spaces, breaks between buildings 

and open spaces); districts (medium to large sections of the city); nodes (terminals, 

intersections of pathways, corners where people hang out); and landmarks (signs, stations, 

stores, hills), (Lynch, 1960). Macionis and Parillo (2017, p. 201) summarise the common 

elements and differences in interpretation of images in Boston, Jersey City and Los Angeles 

as defined by Lynch (1982) in his book, Common Elements of Images, as follows:   

• Most people from the same city agreed on the same elements in their own hand 

drawn images; for example, Bostonians recognised the Charles River as a major 

edge. 

• Some cities stimulated residents to conceptualize more complex images; for 

example, in Boston almost everyone identified numerous paths, edges, nodes, 

districts and landmarks whereas in Jersey City residents only identified few such 

elements. 

• Residents in Los Angeles had less of a sharp image for their city due to the sprawl 

and uniformity of cross streets, making it difficult to locate anything with confidence 

(Macionis and Parillo, 2017, p.202). 

 

Gehl Architects, founded by Danish architect Jan Gehl in 2000, is comprised of a team of 

interdisciplinary specialists who research public life, public space and how people use it. The 

team are committed to making cities, neighbourhoods and urban environments places 

where people have control over their health and well-being. The Gehl website explains that 

this is facilitated by creating ‘mutually beneficial relationships between people’s quality of 

life and their built environment’ (Gehl, 2020). Gehl has researched and observed numerous 

city outdoor spaces worldwide, from Copenhagen to Melbourne, in particular the spaces 

between buildings, and found that there is a substantial relationship between time spent 

undertaking optional activities where the quality of the physical environment is perceived 

to be good (Gehl, 2011, 2020; Falconer, 2020). His seminal book, Cities for People, 

underscores the need to take the human dimension into consideration in planning for high 

quality public spaces in cities to be lively, safe, sustainable and healthy.   
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Gehl emphasizes the importance of life in public space, and how the potential for a lively 

city is strengthened when infrastructures are in place that invite a natural inclination to walk, 

cycle and use public transport (Gehl, 2013). Papers co-authored by these authors combined 

a focus on the importance of urban quality for residents and aspects such as the view from 

the road (Appleyard, Lynch and Myer, 1963) and consideration of an urban design manifesto 

(Jacobs and Appleyard, 1987). The number of citations for Appleyard, Jacobs, Lynch and 

Gehl, as quoted by google scholar on 27th August 2020, gives an indication of their credibility 

and the importance of their contribution to healthy city design by focusing on people first. 

For example, the book, The death and life of great American cities by Jacobs (1961), was 

cited 27,070 times; Liveable streets: protected neighbourhoods? (Appleyard, 1980a) was 

cited 1692 times; The Image of the City (Lynch, 1960), was cited 21,343 times; Gehl’s book, 

Life between buildings was cited 4,957 times. 

Another way to look at healthy city design is to use estimated modelling. Estimated 

modelling of changes in land use effects on health of a local population is a method used to 

predict impact, demonstrating how urban design, transport and health are related. In an 

estimated modelling of land-use changes in six geographically and density disparate cities, 

namely, Melbourne, Boston, London, Copenhagen, Sao Paulo and Delhi the results showed 

health gains for diabetes cardiovascular disease and respiratory disease in all cities 

(Stevenson et al., 2016). What the researchers did was to increase the density and diversity 

in land-use and reduce distances to public transport, including a shift from the use of private 

motor vehicles to active and public transport. However, for Melbourne, London and Boston, 

which are highly motorised, a simultaneous predicted increase in road trauma for cyclists 

and pedestrians suggest that government policies need to support a shift away from private 

motorised transport to walking, cycling and low-emission public transport and include active 

transport infrastructure regeneration requirements (Stevenson et al., 2016, p.2925). 

Therefore, to provide a means and opportunity for all city residents to become healthier and 

ameliorate chronic disease, government transport infrastructure policy and public health 

policy need to undergo a radical modal shift.  

To facilitate this shift and create health promoting environments requires health and 

planning to reunite and in 2012 The Town Country Planning Association (TCPA) started a 

project supported by PHE, the UK Healthy Cities Network and numerous county councils,   
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which resulted in a handbook for planning healthier places (Chang et al., 2014). The 

handbook highlights the importance of place-based policies dovetailing with public health 

to guide long-term health promoting developments. This is particularly relevant at a local 

level when the local authority is responsible for public health and well-being. 

Prioritising health in planning is a remit ably demonstrated by Lucy Saunders, the founder of 

Healthy Streets. A public health specialist, urbanist and transport planner Saunders (2018) 

focused on framing the priorities and developed a Healthy Streets approach in London for 

Transport for London. Based on 10 evidence-based indicators a healthy street is one which: 

has things to see and do; places to stop and rest; shade and shelter; clean air; pedestrians 

from all walks of life, as well as being safe, easy to cross, relaxing and not too noisy (Lovell 

and Bibby, 2018; Saunders and Transport for London, 2018). When action is taken to 

improve the indicators, an overall improvement is seen. For example in Archway in north 

London, seven road dangers were eliminated by redesigning the junction (Lovell and Bibby, 

2018). The benefits of the Healthy Streets approach are measured using a Health Economic 

Assessment Tool (HEAT) which was developed by the WHO to monetise health benefits of 

reduced mortality gained by increases in walking and cycling. Extensive examples of 

improving public spaces, streets, town centres and junctions and links are presented in 

Better Streets Delivered 2, Learning from regeneration schemes (Transport for London, 

2017a). The combined health and planning focus and translation of theory into practice 

demonstrate significant improvements and augur well for the future of a healthy city design 

but a new curved ball in 2020 has created an unprecedented challenge.  

Managing public space for Covid19 has brought in a ‘New Normal’ which requires 

consideration of social distancing in the urban environment. The Covid19 pandemic places 

more pressure on elderly residents who, by virtue of their age alone, are at higher risk of 

morbidity from the disease, which is further exacerbated in people already diagnosed with 

chronic disease. The lockdown rules will also have increased elderly social isolation and 

loneliness. As restrictions of movement have been lifted more elderly residents can be seen 

going about their business but the two-metre distancing rule poses challenges with narrow 

pavements forcing people to step into the road to avoid close contact.   
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To resolve this dangerous situation observation of public behaviour in city streets is a top 

priority to identify areas of risk and widening of pavements is called for to ensure safe 

mobility for everyone. This places additional financial pressure on local authorities, however, 

evaluation of improving safe walkability and implementing changes can help improve 

outcomes in the long run for everyone.  

Thus, it is clear that the urban environment, neighbourhoods and public spaces, play an 

important role in the way of life, commuting and communication for all residents. The 

concept of social sustainability, connectivity, accessibility and walkability principles 

emphasise the fact of using the urban environment as a tool to stimulate social cohesion 

and inclusivity. Access to public services that encourage all age groups to participate in 

activities and contribute to forums committed to improving the quality of the built 

environment, keeping health and well-being at the centre of focus, are encouraged. The 

Healthy City Design conference, due to be held in virtual format at the Royal College of 

Physicians in London from 30 November to 3 December 2020, offers an opportunity for 

international experts to present scientific findings and propose how best to rewire the urban 

landscape for people and planetary health. Covid19 has brought a new urgency to dedicate 

focus that reunites health with planning and creating health promoting environments. The 

next section examines the concept of active aging. 

 

4.1.4 Active ageing 

Currently, physical activity guidelines for people aged ≥65 include undertaking at least 150 

minutes activity per week, including walking or cycling, to improve cardiorespiratory fitness 

and reduce the risk of chronic disease, depression and cognitive decline (World Health 

Organization, 2011). Chronological age is not regarded as the definitive feature 

accompanying ageing changes or defining activity level. Furthermore, individual diversity 

increases with age. In society it is clear there are two ends of the spectrum – young old and 

old young. Sometimes older people may be debilitated and inactive due to disease or 

multiple comorbidities at a younger age and others may incorporate an active lifestyle with 

healthy eating and defy immobility onset into the nineties and beyond. Nevertheless, 

‘population ageing and urbanization are two global trends comprising major forces shaping 

the 21st century’ and a guiding framework to engage cities to become more active and ageing   
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friendly was developed to address this convergence (Kalache et al., 2007, p.1). Active ageing 

is defined by Edwards (2002) as ‘the process of optimizing opportunities for health, 

participation and security to enhance quality of life as people age’ in de Carvalho et al., (2015, 

p.5). However, in conjunction with inherent fitness and activity potential of an individual, 

the urban environment contributes to determinants for active ageing too. 

City landscape, structures, transport infrastructure and housing contribute to mobility 

confidence which are, in turn, affected by lifestyle choices and social participation that may 

lead to inactivity and social exclusion (Kalache et al., 2007, p. 72). In an attempt to address 

these complex urban environment health and well-being determinants, the guide to global 

age-friendly cities promotes an agenda that includes ‘anticipating and responding to ageing-

related needs and preferences, protecting those most vulnerable and promoting inclusion in 

and contribution to all areas of community life’ (Kalache et al., 2007, p. 5). 

Furthermore, a combination of poor lifestyle choices, physical inactivity and lower 

socioeconomic status (Lakerveld et al., 2015; Nabielek, Hamers and Evers, 2016) may result 

in life-limiting morbidity (Townshend and Lake, 2017). On the other hand infrastructures 

including accessibility for the elderly encourages mobility, facilitating access to recreation 

and community centres which provide opportunities for social interaction and exercise 

(Levasseur et al., 2015). Furthermore, urban neighbourhood design that promotes active 

transport in the form of walking to nearby destinations may ameliorate the tendency to 

chronic comorbidity (Kerr et al., 2013) because regular activity is beneficial for health and 

well-being. Therefore, the importance of an urban neighbourhood active transport 

infrastructure design that encourages and facilitates walking cannot be overemphasized 

enough. Moreover, it is considered crucial enough to be included in human rights law. 

Accessibility to neighbourhood infrastructures facilitating active ageing is recognised in 

international human rights law, the Madrid international plan of action on ageing and the 

WHO policy framework on active ageing (de Carvalho et al., 2015). Ensuring health and well-

being is maintained into old age; and that the elderly benefit from supportive 

neighbourhood environments was included by the United Nations General Assembly 

recommendations prioritising an international action plan on ageing in 2002 (Marengoni et 

al., 2011). At the same time the WHO released an active ageing policy framework that 

encourages decision making to reduce disability burden by thinking about enablement   
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instead of disablement; enabling processes to support and restore function, where possible, 

and expand participation of the elderly in all aspects of society (Edwards, 2002, p.36). 

Consequently, an age-friendly framework needs to include a design for diversity to cater for 

frailty as well as high functioning elderly. Although the WHO active ageing policy framework 

offers a succinct relevant guideline, the asserting question asked next should be, do present-

day statutory principles assigned to public health and healthy cities include considerations 

for active ageing?  

 

4.2 Statutory Principles 
As at 2018 more than 80% of people live in cities in the UK and Northern Europe (United 

Nations Department of Economic and Social Affairs, 2019). This figure is estimated to 

increase to 90% in 2050 (ibid), placing considerable pressure on local service provider 

infrastructures. Discussing Statutory Healthy Cities Principles in this section aims to provide 

a snapshot of the function and input of relevant bodies to improve health and well-being of 

the population, providing additional context regarding systems underpinning Public Health 

in this thesis. International constitutional bodies advocate healthy cities through their 

manifestos and guidelines that focus on public health. These are exemplified by international 

bodies such as the CDC, the United Nations sustainable development agenda and 17 goals 

to be delivered by 2030, EU Horizon 2020, the WHO and nationally PHE. The primary 

functions and mechanisms employed by these constitutional bodies are discussed next and 

demonstrate how they are inclusive of health and well-being considerations for the elderly.  

4.2.1 United States  

The primary function of the CDC, at the time it was set up in July 1942, was to prevent 

malaria from spreading across the USA. From this modest beginning the CDC went on to 

make significant contributions to and changed the practice of public health (CDC, 2018). The 

vision for resolution of health disparities and promoting health equity was initiated in 1987 

and the meaning of the acronym was modified to the Centers for Disease Control and 

Prevention in the USA. Today, the CDC is a major operating component of the Department 

of Health and Human Services in the USA and undertakes practical research in challenged 

communities worldwide.   
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The CDC provides a conduit between epidemiology research, public health practice and 

translating research into practice by engaging with communities (Prevention Research 

Centers Program and Centers for Disease Control and Prevention, 2017). The CDC 

Prevention Research Networks undertake continuing research on chronic disease, physical 

activity policy research and evaluation, amongst others. An example of impact includes a 

low-cost group Enhance Fitness exercise programme developed by the School of Public 

Health at the University of Washington to improve physical and mental functioning in older 

adults, which is offered at over 1,250 sites in 43 states in the US and has reached more than 

74,000 people (Petrescu-Prahova et al., 2020). The CDC is therefore focused on improving 

health outcomes across the life course in the US and, in addition, undertakes practical 

research to help challenged communities worldwide. 

The United Nations (UN), founded in 1945, set up a primary head office in New York, and 

today comprises 193 international member states who have subscribed to a charter to 

eradicate extreme poverty, and integrate and balance the three dimensions of sustainable 

development (United Nations, 2018). These dimensions include economic, social and 

environmental development in a united global vision (United Nations, 2018, 2019). 

Particularly relevant to this thesis is the 2015 Agenda for Sustainable Development, listing 

17 goals to transform our world by 2030 that was adopted by the UN (UN News Centre, 

2015). These goals include making cities inclusive, safe and resilient while simultaneously 

ensuring healthy lives and promoting good health and well-being for all citizens (ibid). The 

Agenda clearly demonstrates inclusivity of the elderly.  

4.2.2 EU Horizon 2020 

Horizon 2020 is an international collaborative European Framework Programme for 

Research and innovation (European Commission, 2019). The joint declaration of the 

European Commission and WHO Health 2020 European policy framework includes calls for 

a paradigm shift in how cities at local, national and global levels are planned, financed, 

developed, governed and managed in a long-term vision in order to address shortfalls and 

improve outcomes. It is evident, as mentioned in the previous section, that city landscape, 

transport infrastructure and social participation have a direct impact on health and need to 

be considered. Urban development and regeneration planning considering determinants of 

health are considered to be fundamental for health and well-being promotion, while   
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adopting health inclusion in all policies is also increasingly recognized (WHO: Regional Office 

for Europe, 2013). Therefore, health and well-being promotion is one of the core elements 

in the call for innovative design, development and governance of public spaces and urban 

commons in cities (WHO: Regional Office for Europe, 2013; Innovate UK Knowledge Transfer 

Network, 2017). Funding of €2 billion was set aside for calls and proposals on health, 

demographic change and well-being, including active ageing (European Commission, 2020).  

Benefits besides health are included in the framework. Cities are asked to collaborate with 

pertinent stakeholders and demonstrate their ability to establish innovative commercial, 

private and people partnerships. These partnerships foster regenerative processes 

promoting health and well-being by using a Circular Economy framework incorporating 

nature-based solutions and cultural heritage for sustainable growth (Innovate UK Knowledge 

Transfer Network, 2017).  

Horizon 2020 is made up of a number of action groups that include a focus on age-friendly 

environments. The Horizon 2020 2018-2020 D4 action group is a collaboration of ‘regional 

and local authorities across the EU, European NGOs, technology providers, research centres 

and small and medium enterprises’ (Switters, Ruszanov and Usero, 2019, p.107). The D4 

action group meetings stimulated policy makers, organisations and individuals to address an 

improved, user inclusive, collaborative approach that resulted in age-friendly environments 

being placed on the agendas of policy makers, research centres, universities and citizens 

(Switters, Ruszanov and Usero, 2019). Resulting activities and the results and impact of these 

activities, drawn up by contributing partners in the D4 Action Group, include six topics 

focused on improving outcomes for the elderly through Digital Innovation for Active and 

Healthy Ageing. The first topic, relevant to this thesis, is: 

Mapping previous experiences or projects with evidence-based results on disease 

prevention and personalised health and care provision based on age-friendly 

environments and/or smart cities. Mapped results with initiatives geolocated, 

classified and published will inform an overview and dissemination of good practices 

around Europe on age-friendly environments and/or smart cities (Switters, Ruszanov 

and Usero, 2019, p.114). 

The D4 Action Group propose a scientific framework to measure and map outcomes of   
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previous projects, similar to the Healthy Streets approach (Saunders and Transport for 

London, 2018), to determine which improvement projects have impacted positively on 

disease prevention and personalised health and care provision so that they may be 

considered for application elsewhere. This approach offers considerable potential to 

improve outcomes for the elderly living in deprived wards throughout the UK and is an 

important reflection when discussing final outcomes of interviews in this PhD in Chapter 

eight. Consequently, the Horizon 2020 D4 Action Group offers a significant and highly 

relevant informing influence on this PhD because it specifies mapping of age-friendly 

features in cities and monitoring outcomes over time. 

 

4.2.3 The World Health Organization  

The WHO Constitution was ratified and came into legal effect on 7 April 1948 and now has 

offices in more than 150 countries worldwide. Staff collaborate closely with governments 

and partners worldwide to ensure policies and processes are in place that promote the 

highest level of health for all throughout the lifespan (WHO, 2018a). Following on from the 

1948 historical milestone came the WHO Ottawa Charter in 1986 that recognized ‘health 

promotion should target the different settings of people’s everyday life’ (Drevland, 2016).  

Furthermore, health promotion was extended beyond healthy lifestyles to include the 

prerequisites of a stable-ecosystem, sustainable resources, education, shelter, social justice 

and equity (WHO, 1986). The creation of supportive environments was encouraged through 

reciprocal maintenance by taking care of each other, communities and the natural 

environment. Strengthening effective community action was advocated in the development 

of flexible systems to support public participation. In this way empowerment was 

encouraged by collaborative ownership and public control of projects (WHO, 1986), which 

in turn led to the Healthy Cities Project.   

Starting in 1987, the WHO Healthy Cities Project professed commitment to the future role 

of cities achieving health for all by 2020 (Tsouros, 1990). Established within local municipal 

departments, each city project is responsible for health and environment infrastructures. 

The project progressed to become a movement of Healthy Cities networks in all six WHO 

regions and was established in the UK in January 2011 with Department of Health funding 

(Dooris, 2011). Of 100 WHO designated Healthy Cities in Europe there are 14 within the UK,   
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namely: Belfast, Brighton, Cardiff, Carlisle, Derry, Glasgow, Liverpool, Manchester, 

Newcastle, Preston, Sheffield, Stoke-on-Trent, Sunderland and Swansea (Dooris, 2011).  

The WHO European region Healthy Cities international conference in Belfast in October 

2018 marked the 30th anniversary of the Healthy Cities Network (WHO: Regional Office for 

Europe, 2020) and present-day focus is on six interdependent core themes in phase VII 

(2019-2024). The core themes are based on the Copenhagen Consensus of Mayors, namely: 

• Investing in people 

• Designing urban places that improve health and well-being 

• Promoting greater participation and partnerships for health and well-being 

• Improving community prosperity and accessibility 

• Promoting peace and security through inclusive societies 

• Protecting the planet through sustainable consumption and production (WHO: 

Regional Office for Europe, 2019) 

The core themes key words, known as the 6Ps (italicised in the bullet points for emphasis), 

have a common thread dovetailing them that are also relevant and applicable to this PhD, 

namely, highlighting the importance of investing in people, i.e. people, including the elderly, 

need to participate in planning places to improve health and well-being and to ensure 

equitable accessibility. This will support community prosperity, security and peace while also 

protecting the planet by reducing air pollution.  

Focus on the 6Ps was the agenda for the first event of phase VII UK Healthy Cities, held in 

Newcastle in October 2019. The UK Healthy Cities website shows the event was attended by 

nine UK Healthy Cities including representatives from their political leads, public health, 

policy and partnerships (UK Healthy Cities Network, 2019). Following on from this meeting, 

the next event, a combined UK-Ireland conference on developing and promoting health-

supportive environments across the life-course was due to take place in April 2020, has been 

postponed to April 2021 due to Covid19.  

The vision of the UK Healthy Cities Network is ‘To develop a creative, supportive and 

motivating network for UK cities and towns that are tackling health inequalities and striving 

to put health improvement and health equity at the core of local policies’ (Dooris, 2011, p. 

8). A globally recognized concept of the meaning of ‘age-friendly city’ is supported by the   



108 
 

WHO movement of more than 200 age-friendly cities globally as one that primarily enables 

good quality of life for older people (Manchester City Council, 2020). Highlights of 

designated Healthy Cities include collaborations between core cities, age-friendly cities and 

health and planning. A common vision unites them to improve the environment, advance 

health and well-being through health promotion, which is closely aligned with the 

recommendations made to improve outcomes for the elderly in Chapter eight. 

4.2.4 Public Health England  

Public Health England works towards protecting and improving health and well-being while 

reducing health inequalities. This is important because improving health and well-being 

helps not only to improve quality of life and extend lifespan, it helps ensure the public is able 

to participate and contribute to society. An executive agency of the Department of Health 

and Social Care, PHE provides central and local government, the NHS, Parliament, industry 

and the public with evidence-based expert scientific, delivery expertise and support (Public 

Health England, 2019c). In 2012 The Health and Social Care Act was amended to embed 

public Health and Wellbeing Boards in upper tier local government authorities. Local 

housing, planning and environment strategies were grouped together with CCGs to lead the 

local healthcare system and improve the health of local people (DoH.Gov.UK, 2012). An 

encompassing vision for public health, government outcomes and public health indicators, 

provided by the Public Health Outcomes Framework for England, was updated in 2019 to 

include high level outcomes of increased life expectancy and reduced differences between 

people and communities (Public Health England, 2019c).  

However, the update also acknowledged that because of the nature of public health it can 

take years, sometimes decades, to translate a vision to reality. Paramount to the success of 

translating a vision for equitable public health outcomes requires close collaboration with 

numerous government divisions, including the Ministry of Housing Communities and Local 

Government involvement and the National Planning Policy Framework (NPPF). The NPPF 

demands that ‘Good design is a key aspect of sustainable development, is indivisible from 

good planning, and should contribute positively to making places better for people’ 

(Communities and Local Government, 2012, p.14). This highlights the recognition of the 

importance of improving places to make them better for everyone and does not necessarily 

mean the regeneration of an entire neighbourhood, because simply adding benches to   
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extend walkability options for the elderly has been found to be most effective (De Heus, 

2019). The National Planning Policy Framework is examined further in this chapter in section 

4.4, Healthy City Framework. The following section explores examples of recognized age-

friendly cities in more detail. 

 

4.3 Age-friendly cities  
Ageing people have varying needs and capacities, increasingly so as they become older, 

when physiological functioning declines and mobility is reduced. In addition, presbyopia 

(biopic vision, difficulty seeing clearly reading) and presbycusis (deafness) are normal ageing 

features. The elderly therefore require safe walkable environments that consider these 

factors, such as dropped kerbs, public benches, street lighting and safe pedestrian crossings 

(Pinoncely and Hartkoorn, 2014). If the elderly are not assured of access to safe walkable 

environments, they are disinclined to venture out and can become sedentary because 

mobility declines over time (Rantakokko et al., 2012). This inactivity has a direct associated 

relationship on the incidence of cardiovascular disease, depression and injury in the elderly 

(Kerr, Rosenberg and Frank, 2012). However, reducing environmental press (aspects of the 

environment that are perceived to be demanding) (Lawton and Nahemow, 1973; Nahemow 

and Lawton, 1973), promotes healthy ageing because when barriers are removed walking is 

stimulated (Lager, Van Hoven and Huigen, 2019). Furthermore, living in a well-serviced 

urban area is associated with continued frequent walking (Gauvin et al., 2012).  

In response to addressing issues with mobility in the elderly the Global Age-Friendly Cities 

Project was launched in 33 cities worldwide in 2005, culminating in an ageing framework 

guide advocating structures and services for outdoor spaces and buildings, transportation, 

active ageing, social inclusion, civic participation and community support and health services 

adapted to older people (Kalache et al., 2007). An infrastructure that promotes active 

transport such as walking and cycling, is increasingly considered in planning to promote 

physical activity with a particular emphasis on a ‘walkable city’ (Moon and Smith, 2018). In 

addition, as discussed in Chapter three, connectivity and access to retail and health services 

plus community centres that afford social connection are also important health and well-

being facilitators in the elderly. Cities that are not age-friendly, with poor urban form 

features such as uneven or obstructed paving, restricted access for mobility scooters and   
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uneven road crossings, are barriers to health and well-being because they impact on the 

choice to be active. 

Barriers to walkability of a place influence the choice to be mobile and the NEWS is a useful 

evaluative tool that can help assess these barriers, as discussed in Chapter two, section 2.2. 

The NEWS is a 98-question survey assessing perception of neighbourhood features related 

to physical activity, connectivity, infrastructure for walking/cycling, safety from crime, and 

neighbourhood satisfaction (Saelens and Sallis, 2002). Barriers to walkability in the elderly 

include neighbourhood disorder, incivility, poor street and sidewalk quality and lack of safety 

(Giehl et al., 2012; de Donder et al., 2013; Strobl et al., 2016). Therefore, transport access, 

walking environments and physical mobility are crucial connectivity factors that need to be 

considered in an all-inclusive practical way (Harper et al., 2016).  

Turning towards what works well, a recent explorative study of age-friendly city facilitators 

and hindrances in the built environment and ageism in design found several visual age-

friendly features (van Hoof et al., 2019) in alignment with five aspects of the WHO age-

friendly model (Kalache et al., 2007). These features include management of communication 

and information; housing; transportation; community support and health services; and, 

lastly, outdoor spaces and buildings (van Hoof et al., 2019). In practise, this means the 

presence of: enlarged clear signs to facilities and shops; signage listing rules of behaviour for 

tenants of social housing apartments depicting consideration of the elderly; leaflets and 

posters for older people; access to transport systems that are wheelchair and mobility 

scooter friendly; access to options for seating in the city and benches along a route; wide 

isles in shops and parking provision for mobility scooters (ibid). It stands to reason therefore 

that elderly people with mobility difficulties and those who use a mobility trolley will choose 

not to walk to the nearest bus stop or services when the pavements are uneven, inadequate, 

or obstructed. Likewise, when there is insufficient provision for resting places and toilets 

along a longer route these factors may cause anxiety and act as barriers to walking. This 

leads to the following question: what does it take for a city to be designated and recognized 

as age-friendly? The next section examines Manchester in England and The Hague in the 

Netherlands, providing a local and European example to shed some light and answer this 

question.  
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4.3.1 Manchester 

Qualification for the award of a Global Network City by the WHO involved a lengthy process 

of preparation and implementation. Initially called ‘Valuing Older People’ and subsequently 

‘Age Friendly Manchester’, it was launched in 2003, and the Manchester Ageing Strategy 

called ‘Manchester: A Great Place To Grow Older’ was launched in 2009 and updated in 2017 

(Manchester City Council, 2020; WHO, 2020a).  

Communication was identified as a key enabling factor to provide more age friendly cities; 

therefore, infrastructures and activities were set up to enable elderly participation. These 

included a city-wide forum, local networks, task groups and quarterly newsletters which 

include an updated guide to services (Valuing Older People, 2009). In addition, age-friendly 

neighbourhood networks were set up in north, central and south Manchester, bringing local 

organisations together to organise events, providing opportunities for the elderly to have 

their say about their city. The citywide older people’s forum have held regular board 

meetings since 2004 and help shape the strategic direction of the age-friendly programme, 

influencing the age friendliness of wider Manchester Council policy (WHO, 2020a). An older 

people’s culture programme was also launched and in 2010 Manchester was recognized as 

the UK’s first age-friendly city when it joined the WHO Global Network of Age Friendly Cities 

and Communities (WHO, 2020a). 

In 2015 an Older People’s Charter comprising a blueprint for an age-friendly Manchester 

was launched and in 2016 the book ‘Living in Manchester, our age-friendly city’ was 

launched (Manchester City Council, 2020). The Older People’s Charter illustrates the rights 

of the elderly to be regarded and treated with value, autonomy and independence. To 

facilitate this the elderly are afforded equitable access to information; health and well-being 

services; decision-making and having a voice; safety, security and justice (Manchester City 

Council, 2015).  

The detailed charter is presented next.   
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Older People’s Charter 

• Access to information, advice and guidance that is up to date, appropriate and 

relevant, in a range of formats. 

• To lead a healthy and proactive life wherever they live, with access to social and 

creative opportunities. They have the right to access health and well-being 

services and to be fully involved in later-life decisions. 

• Choice and control and to meaningfully influence the decision-making processes 

that affect their lives. They have the right to be engaged in shaping all aspects of 

life, including involvement in the design and delivery of the services that are 

provided to support them. 

• To be taken seriously when they are afraid. When they need the law to protect 

them, they should not be treated differently because they are older (Manchester 

City Council, 2015).  

Ongoing research closely allied with the University of Manchester is also a key part of this 

initiative that culminates in improvements on age-friendliness in Manchester. The University 

of Manchester is the first university in the UK to position social responsibility as a core 

strategic goal and was identified as a best practice example of involving older people as co-

investigators in ‘age-friendly’ cities research by the WHO (Buffel, Skyrme and Phillipson, 

2017). This is important because it not only acknowledges that the elderly bring a valuable 

contribution to participatory research, it acknowledges the capacity of the elderly to give 

input to translate findings into practice and policy recommendations. Furthermore, 

collaboration with the elderly, providing opportunities for communication, inviting 

viewpoints and taking them seriously acknowledges a vulnerable cohort. The community, 

city and the University benefit in this process because an extensive knowledge transfer 

partnership is forged. This helps inform key service providers about local issues affecting the 

elderly. Consequently, early identification and recognition of key neighbourhood issues and 

addressing them will help the elderly remain active, improve access and be included in 

everyday community activities for longer. This meets the core indicators of the WHO age-

friendly framework operational definitions of equity, accessibility of the physical 

environment and inclusiveness of the social environment (WHO Kobe Centre, 2015).   
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Through inviting local elderly residents to participate in research the University is able to 

demonstrate that it is not only providing tertiary education to students, it also has a serious 

role to play in research within the local community and translates findings into practical 

solutions.  

Co-researchers in the project formed a permanent group that engages older residents in 

pioneering outreach programmes, such as The Translating Research Into Action Project, 

aiming and focusing on improving health and well-being (Doran and Buffel, 2018). The 

project method involved a participatory action research approach, involving collaboration 

with elderly co-researchers from the outset. Focus group meetings transcripts were 

analysed using thematic analysis (Braun and Clarke, 2006). Synthesis and reflections on 

findings were discussed at public events, engaging with the wider community and 

encouraging them to offer solutions to problems. Further reflection on input from the wider 

community resulted in New Directions for Research and Policy to improve neighbourhood 

environment age-friendliness, discussed next.  

Findings of the research by Doran and Buffel (2018) in the Manchester group, demonstrate 

how validated outcomes established at a public event in co-produced research may be 

translated into concrete recommendations for policy and practice interventions looking to 

improve age-friendliness of urban neighbourhoods. The group continue to be involved in 

improving age-friendly activities in Manchester (Buffel, 2018; Doran and Buffel, 2018; Buffel, 

Phillipson and Remillard-Boilard, 2019), however it is too early to tell whether their 

recommendations to improve outcomes and translate them into policy and practice have 

been implemented and whether they have been successful. In the meantime, Buffel et al., 

(2019, p.8) have also identified common wider problems facing urban environments, i.e. 

increasing inequalities, the impact of climate change, homelessness and lack of affordable 

housing.    

4.3.2 The Hague  

The Hague aims to be carbon neutral by 2030 (The Hague Convention Bureau, 2020), is 

home to the International Court of Justice and was the first city in the Netherlands to join 

the WHO Global Network of Age-friendly Cities and Communities in 2015 (European 

Commission, 2017; The Hague Municipal City Council, 2020a). The city subsequently hosted 

two related key events.   
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The first was The International Age-friendly Conference on innovation, health and active 

ageing from 2-4 October 2017 (European Commission, 2017) with local and international 

experts showcasing initiatives undertaken to improve age-friendliness in their cities. 

Initiative examples included the Accessibility Challenge, presented by the Municipality of the 

Hague, Older People’s Participation in Manchester by Esmé Ward, Age-friendly NYC by 

Donna Corrado and the Commissioner from the NYC Department for the Ageing (The Hague 

Municipal City Council, 2020a). This event offered an opportunity to showcase important 

lessons learned in initiatives undertaken in diverse major cities. The second key event was 

an Age-Friendly Environments Activists study tour from 7-11th October 2019 for elderly 

participants from Austria, Germany, Italy and Lithuania to learn more in practice about what 

an age friendly city looks like and to take ideas back to inform choices about implementing 

improvements in their cities (Agefriendlyeurope.org, 2019). 

The Hague has been elderly centric and focused on improving outcomes for the elderly prior 

to joining the WHO Global Network of Age-friendly Cities and Communities in 2015. The 

Stedelijke Ouderen Commissie (The Urban Elderly Commission) was established in 1990 and 

organises at least three meetings per year inviting the elderly to give their view on topical 

issues and propose improvements for identified problems (Socdenhaag, 2020). Diverse 

issues such as mobility, safety, care, well-being, working and earning, sport and activity, 

active cultural participation and loneliness are discussed. Ongoing improvements to the city, 

including those motivated by the elderly for the elderly in this forum, are featured in a free 

local monthly newspaper issued and delivered to all residents by The Hague municipality. 

The December 2019 issue features an article on the placement of 16 new benches, and the 

addition of armrests on 38 existing benches (De Heus, 2019), providing resting places that 

also offer opportunities for social interaction.  

The Hague Age-Friendly City Policy targets over 65’s and encourages collaborative 

participation to implement the city’s governing coalition based on three priorities to improve 

outcomes for the elderly. These priorities include improving vitality, reducing loneliness and 

encouraging autonomy and independence. Translated into initiatives underpinning the 

development of The Hague as an age-friendly city, the priorities include Vitality Awards, Out 

of the Box and the Granny Hip Hop Crew (The Hague Municipal City Council, 2020a).   
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The Vitality Awards invite the elderly to share ideas on how to improve the city to meet their 

needs while Out of the Box is a collaboration of innovative entrepreneurs, professional 

people and volunteers working in coalitions to combat loneliness (ibid). Weekly hip hop 

lessons delivered by the Granny Hip Hop Crew are enjoyed by the elderly, increasing vitality 

and quality of life (The Hague Municipal City Council, 2020c).  

In a similar manner to Manchester, ongoing research that culminates in recommendations 

for improvements on age-friendliness in The Hague is closely allied with the Hague 

University of Applied Sciences. For example, an explorative study of facilitators and 

hindrances in the built environment and ageism in design in the Dutch municipalities of The 

Hague and Zoetermeer found both positive and negative age-stereotypes in visual 

communication and information features (van Hoof et al., 2019). These were discussed in 

detail earlier in section 4.3, Age friendly cities. In March 2020 the Hague municipality 

assigned the University of Applied Sciences (Professor Joost van Hoof, Urban Ageing), 

Hulsebosch Advies (Loes Hulsebosch) and AFEdemy (Willeke van Staalduinen) to develop a 

monitoring platform using mixed methods to investigate the age-friendly status of The 

Hague (WHO, 2020c). 

Collaborative meetings held between the elderly and The Hague’s Urban Elderly Commission 

demonstrate how giving the elderly an opportunity to voice their concerns and offer up 

solutions leads to the concrete resolution of a problem; providing adapted raised benches 

at key city sites, make it possible for the elderly to sit down, rest and get up again easily to 

continue their onward journey (De Heus, 2019). Solving this problem for the elderly offered 

new opportunities on several fronts; support for disabled and less mobile, facilitate walking 

further, rest when tired on route and provide opportunities for social interaction. Findings 

demonstrate how collaboration with the elderly may be translated into concrete 

recommendations that are realised in practise.  

Although examination of designated age-friendly cities are limited to The Hague and 

Manchester in this chapter, there are many other cities that have made great strides 

towards inclusive equitable health and well-being approaches in policy and practice that 

include age-friendly principles. To name only two internationally, in Copenhagen half of all 

commuting is done on bicycles after public space was redesigned, while Oslo is moving 

towards banning cars from the city centre to meet the aim of being carbon neutral by the   
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end of the decade (University of Western England, 2020). Commitment to age-friendliness 

in the UK is presented next.   

4.3.3 The United Kingdom   

In the United Kingdom there is a commitment to progress and becoming more age-friendly 

in numerous cities. In Leeds, Brighton, Edinburgh and Newcastle the elderly are involved in 

inspirational local programmes. These include neighbourhood network schemes in Leeds, 

ageing well coffee and conversation meetings in Brighton, place-making research with older 

adults in Edinburgh, and an Elders Council in Newcastle who facilitate peer research, arts 

projects, focus groups and arts projects. The Elders Council began operating in 2001 and 

holds regular meetings with service providers and policymakers (elderscouncil.org.uk, 

2020). In Leeds a neighbourhood network scheme was established in 1985 that is run by 

voluntary sector organisations promoting the independence, health and well-being of older 

people. Each scheme is responsive to local community needs and works towards providing 

services, activities and opportunities older people want (Opforum.org.uk, 2020). Examples 

of topics include healthy living activities, leisure and recreation, transport and general 

support. The scheme is managed by locals, committed staff and volunteers – including the 

elderly, and has expanded to over 40 schemes throughout the city supporting over 25,000 

older people every year (Opforum.org.uk, 2020).  

Place-making with Older Adults, an extensive research project undertaken by the University 

of Oxford from 2016 to 2019 in close collaboration with the elderly, examined 18 

neighbourhoods in six different Brazilian and British cities. Funded by the Economic and 

Social Research Council, using surveys and interviews, experimental methods included go 

along walks, video diaries and community mapping. The three British cities were Edinburgh, 

Glasgow and Manchester and outputs include Place-Age friendly policy and Practice 

Guidelines and Recommendations (Woolrych et al., 2019). Bristol has facilitated progress in 

age-friendly improvements through the development of Bristol’s Age-friendly Charter (Age 

UK Bristol, Bristol Ageing Better and Bristol City Council, 2018; Bristol Ageing Better, 2018a, 

2018b) and in Brighton through development of a code of practice for dementia-friendly 

communities that include easy to navigate physical environments (RTPI, 2014b; Lewis, 

2017). This is highly relevant for the age-friendliness of place because when an area is 

adapted to cater for people with dementia it is adapted simultaneously for people with   
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disabilities, families with young children and the elderly (Lewis, 2017). Furthermore, given 

that there are 850,000 people living with dementia in the UK and numbers are projected to 

increase to 1.6 million by 2040 (Alzheimer’s Society, 2019) it is important to adapt urban 

residential environments to make wayfinding easier. Therefore, it is incumbent on public 

health directors and service providers in every city to collaborate in planning, designing and 

building active transport infrastructures that provide access to local services and open-air 

green/blue spaces in an equitable and age friendly manner, leaving no one out.  

Leading on from collaborative, co-designed resolutions for elderly identified urban 

environment issues this raises another question: what underpins a healthy city and what 

principles are encompassed in the framework for a healthy city?  

 

4.4 Healthy City Framework 

4.4.1 Origins 

The origins and motivations for establishing the criteria of Healthy Cities in a British context 

is traceable to the Health of Towns Association UK 1844, set up in response to Edwin 

Chadwick’s poor living conditions in towns and cities investigations summary ‘The Sanitary 

Report, 1842’ (Awofeso, 2003; Bloy, 2016). The Sanitary Report was an objective summary 

of Chadwick’s investigation between 1839 and 1841, influenced by cholera scares in 1831 

and 1839 and sponsored by the Poor Law Commission (Bloy, 2016). Without the aid of 

medical knowledge, the report highlighted the correlation between lack of sanitation, 

disease, high mortality rates, and low life expectancy. Chadwick was a social reformer who 

experienced resistance to his report by the Poor Law Commission. According to Bloy (2016), 

they refused to publish it because it was published in his name and therefore did not have 

the authority of an official document. He was not deterred by this and based on his belief in 

the importance and associated economic implications of this report, he paid to publish the 

report himself. Despite lack of medical knowledge Chadwick identified correlations from 

social demographic records that together with the 1847-48 cholera epidemic informed the 

basis of the first Public Health Act passed in England in 1848 (UK Parliament, 1848; Bloy, 

2016).   
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The 1848 act stated that local Boards of Health were to be established where death rates 

are above 23 per 1000. Although some boroughs such as Sunderland had formed a 

corporation to take responsibility for drainage, water supplies, removal of nuisances and 

paving, the main limitation of the act was that while it provided a framework for local 

authorities it did not require action (UK Parliament, 1848), effectively rendering it defunct. 

This oversight was rectified with the Public Health Act of 1875, setting up a framework in 

public health for the ensuing 50 years (GOV.UK., 2020b). 

The 1875 Public Health Act named local authorities as rural and urban sanitary authorities, 

imposing obligatory duty to provide clean water, dispose of sewage and refuse and ensure 

only safe food was sold. The act gave local authorities power to: ensure homes were 

connected to the main sewerage system, forbidding the building of new homes without one; 

make regulations to prevent spread of diseases such as cholera; work together with other 

local authorities to prevent or reduce epidemics (GOV.UK., 2020b). 

Amongst numerous acts passed, key events associated with public health in the 20th century 

include the promulgation of the National Insurance Act in 1911, and NHS in 1945 (Pringle, 

1912; Beveridge, 1942). The National Insurance Act provided a system to protect working 

people against loss of income due to sickness or unemployment. World War II in 1939 and 

necessity of setting up provision of services for war wounded coincided with the publication 

of the Beveridge Report; a review of social insurance schemes and recommendation of 

bringing them together under a compulsory social insurance scheme. This was pivotal 

because it resulted in the implementation of the welfare state and NHS by the Labour 

government in 1945 (Beveridge, 1942). 

This section demonstrated briefly how there is a general trend in developing society to move 

through epidemiological transition, like the cholera epidemic, to a public health act in 1875 

that required each new building plan to include an independent water supply and sewerage 

drainage to be in place. This freed up the focus of public health to examine other health and 

well-being determinants and put policies in place to address these. The National Insurance 

Act in 1911 and subsequent NHS in 1945 demonstrate extensive social considerations to 

alleviate poverty and provide equitable access to health care.   
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4.4.2 The 21st Century 

Fast forwarding to the twenty-first century, since 2007 it has been a requirement of the 

Local Government Authorities and Public Involvement in Health Act for Primary Care Trusts 

(PCTs), subsequently replaced by CCGs in April 2013, to identify and support the needs of 

local population communities through effective commissioning of services. However, for 

CCGs and local authorities to deliver the services essential for health and well-being in local 

communities it remains crucial to first establish and understand the needs of the population. 

Therefore, longitudinal population monitoring and examination of JSNA current indicators 

include analysis of demographic, social and environmental factors such as lifestyle and risk 

factors, burden of ill-health and services delivery (NHS, 2018). The JSNA report provides an 

analysis of people’s health and life expectancy across the city and identifies deprived areas. 

Local councils can then, together with additional local knowledge, focus efforts on reducing 

avoidable inequalities to improve health outcomes. Partly in an effort to avoid inequalities 

arising in the first place, the NHS, PHE, the Town and Country Planning Association, The 

King’s Fund, The Young Foundation and PA Consulting collaborated on what it takes to put 

health into new places. As a result, the NHS launched a Healthy New Towns programme in 

2015 (NHS England Healthy New Towns, 2019a). 

The Healthy New Towns programme extends across ten demonstrator sites across England 

‘to explore how the development of new places could provide an opportunity to create 

healthier and connected communities with integrated and high-quality health services’ (NHS 

England Healthy New Towns, 2019a, p.4). The Healthy New Towns projects translates policy 

into practise to address national health and well-being concerns (NHS, 2016; Carmichael, 

2017). Other examples include the Housing White Paper (Chang, 2017); Healthy Cities 

Networks (Wilding, 2013); Understanding local needs for well-being data measures and 

indicators (Brown, Abdallah and Townsley, 2017); localised Change 4 life Healthy Living 

programme (BH Live, 2017; National Health Service Choices, 2017), amongst others.  

Although each Healthy New Town demonstrator site is different the aims are the same; to 

put in place similar structures to help establish shared leadership through a multifaceted 

approach.   
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Healthy New Towns include: 

• A healthy place steering group, comprising multiple partners and a project team to 
co-ordinate and deliver activities. 

• A programme management team and manager to convene senior people across 
organisations and sectors. 

• Involvement of all parties with controlling interests over land, buildings and services 
provided in the area, including planning powers, skills and capacity, sources of 
finance and other considerations. 

• A project plan that focuses on jointly agreed key work streams or themes including 
the built environment, innovative models of health and care, creating strong 
communities and evaluation. 

• A communications structure to align with external organisations. For example, in 
Cranbrook, branding, engagement platforms (such as Facebook), target audiences 
and a timeline of activities (NHS England Healthy New Towns, 2019b). 
 

To implement the plan requires an agreed joint health vision statement, a shared 

understanding and integrated care system in an agreed community strategy. This is 

facilitated in a sustainable transformation plan partnership which is the responsibility of a 

health and well-being board or integrated care system who help forge collaborations with 

the local NHS, local authorities and third sector (charities, voluntary and community 

organisations, social enterprises and cooperatives) (NHS England Healthy New Towns, 

2019b, p. 11)  

The efficacy of the NHS England’s Healthy New Towns model over the course of the next 

decade, when outcomes are measured against baseline data, remains to be seen. In the 

meantime, the principles of planning, designing, delivering and managing the projects have 

been documented in four ‘Putting Health into Place’ outputs ranging from planning design 

to delivery of access to health services (NHS England, 2020).  

 

4.4.3 Healthy City Frameworks Comparison 

A comparison of healthy city frameworks principles drawn up by key professional bodies 

including the Ministry of Housing Communities and Local Government, Royal Town Planning 

Institute, Portsmouth Healthy City Plan and WHO are presented in Table 4.1. Analysis of the 

key aims, principles, and guidelines are summarised under the themes: environment, 

sustainability, participation, access, green and health and well-being. The table illustrates 

common principles and consistencies from a western first world standpoint which supports 

the context of this thesis.   
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Examples range from the provision of access to a built environment inclusive of access to 

health services, safe walking and cycling infrastructures, to safe access to protected safe and 

attractive places. Fulfilment of basic human needs such as access to water in third world 

countries is not featured in this presentation because it does not fall within the context or 

remit of this thesis. Shortfalls across the framework are presented in 4.5.2, the Discussion 

section of this chapter.  
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Table 4.1 Healthy City Frameworks  

 Environment Sustainability Participation Access Green HWB 

NPPF  

(Ministry of 
Housing 
Communities 
and Local 
Government, 
2019) 

• Conserve & 
enhance 
natural 
environment 

• Preserve 
historic towns 

• Achieve 
sustainable 
development 

• Promote 
sustainable 
transport 

• Interaction 
promoting 
places 

• Engage with 
local com-
munity to  
improve 
development 

• Provide access to 
safe transport & 
walking/cycling 
infrastructure  

• Protect green 
belt land 

• Provide access 

• Create safe, 
secure, 
attractive 
places  

• Promote healthy, 
inclusive, safe 
communities 

• Enable and 
support healthy 
lifestyles 

• Access to 
healthier food 

Portsmouth 
Healthy City 
Plan 

Robinson 
(2012) 

• Incorporate 
safety in 
design  

• Improve 
active 
transport 
infrastructure  

• Design and 
construction 

• Agricultural 
opportunities 
 

 

• Facilitate social 
interaction, 
and collabora-
tion with 
authorities 

• Increase ac-
tive transport 

• Local services 

• Healthcare 
Facilities 

 

• Protect 
natural 
habitats 

• Enhance and 
extend infra-
structure 

 

• Increase PA 

• Reduce emissions 

• Reduce road 
accidents  

RTPI (2014) • Health 
Promoting 
Design 
principles 

• Health impact 
Assessments 

• BE to be 
inclusive, safe, 
resilient and 
sustainable 

• Community 
engagement in 
UE health 
problems,  

• Healthy Equity 
 

• Healthcare 

• Good food 

• Local knowledge 
 

• Availability of 
green 
infrastructure 

• Transport systems 
to encourage 
active travel 

TCPA 

(Chang, 
Egbutah and 
Jukes, 2015) 

• Sustained 
upgrade of 
housing  

• Maintain and 
monitor active 
travel 

• Create health 
promoting 
environments 

• Develop 
healthy 
sustainable 
places  

 

• UE centres for 
community 
members  

• Mixed-use 
developments 

• Active street 
frontages 

• Monitor access 
to provision of 
healthy food 

• Safe 
environments 

• Maintain and 
monitor 
access to 
quality open 
spaces 

• Opportunities 
for play, sport 
and recreation 

• Support public 
health and 
evidence for use 
in planning 
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• Create healthy 
partnership 
with planning 

UK Healthy 
Cities Network  

Wilding (2016) 

• Draw 
attention to 
health-
damaging 
environments 

• Create 
resilient 
environments 

• Become 
sustainable 
development 
voice 

• Inclusive and 
supportive of 
all citizens 

• Inform local, 
regional and 
national policy 

• Share ideas 
and best 
practice 

• Provide 
opportunities to 
support healthy 
lifestyles 

• Be a platform for 
knowledge 
exchange 
between cities  

• Develop and 
promote good 
practice 
database for 
Healthy Cities 

• Improve HWB for 
all 

• Reduce 
inequalities 

• Become HWB 
equity voice 

WHO Healthy 
City Checklist 
(2016) 

• Basic needs 
met for all the 
city’s people  

• Clean, safe, 
high quality 
housing 

• Current and 
long-term 
eco-system 
stability 

• Create strong 
mutually 
supportive 
communities 

• Collaboration 
and control by 
citizens over 
HWB decisions 

• Wide range 
resources 

• Connectedness 
with past, and 
cultural heritage 
of city dwellers  
 

• Biological 
heritage  

• Optimum public 
health services 
and care for all 

• High health status 

Key: BE Built Environment; HWB Health and Well-being; NPPF National Planning Policy Framework; PA Physical Activity; RTPI Royal 
Town Planning Institute; TCPA Town and Country Planning Association; UE Urban Environment 
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Recurring health promoting framework themes in Table 4.1 include provision of access to 

active transport and/or sport infrastructures, fostering community collaboration and 

provision of safe environments. 

The NPPF is regarded as the overriding framework setting Government’s planning policies 

for England. First published in 2012, and updated in 2019 (Department for Communities and 

Local Government, 2012; Ministry of Housing Communities and Local Government, 2019), 

strategic environmental factors that impact on health and well-being are included. For 

example: air quality; landscape features that give a sense of place; design that considers safe 

and inclusive accessibility to public places including green spaces; healthy communities that 

include infrastructures promoting active travel and physical activity; and engagement with 

the local community (Ministry of Housing Communities and Local Government, 2019). 

Although the Healthy City Framework Guidelines include public participation and 

collaboration with service provider authorities (in italics in the table) what is missing is a 

suggested proposal, protocol or mechanism to initiate and maintain an ongoing practise. 

This has been shown to be a key method for success in the previous examples discussed, 

e.g. in The Hague; issues raised by the elderly are taken seriously and resolved in a tangible 

manner through this process (refer to section 4.3.2). Other similar examples in the UK 

include Leeds, Bristol and Newcastle, which were discussed further in 4.3.3.  

Furthermore, challenges facing cities in the UK over the next 50 years require 

comprehensive forecasting that lead to the creation of policies for long term positive 

resilient outcomes. This is discussed in the next section.  

4.4.4 Foresight Future of Cities 

The UK government’s Foresight Future of Cities project, established in 2013, reviews 

opportunities and challenges facing UK cities over the next 50 years (Government Office for 

Science, 2016b). The project uses evidence and futures analysis to 2065 to consider living 

and working conditions for everyone, and interactions across national city and sub-city 

systems. Evidence from working papers and essays, outcomes from futures workshops, 

supporting and working with more than twenty cities across the country informs 

policymakers to help them create policies in the short term which lead to long term more 

resilient positive outcomes for UK cities (ibid).   
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Aimed primarily at local government officials and partners, a report summarising evidence 

offers practical lessons for applying and managing a forecast that includes evaluation of 

opportunities and challenges facing UK cities over the next 50 years (Government Office for 

Science, 2016a, p2.). Although the practical lessons offered to manage a city as the 

population grows are aimed at policymakers for consideration of inclusion it does not 

necessarily mean that they are adhered to if they are included despite campaigns to address 

an issue, such as air pollution. However, it remains the responsibility of local authorities to 

manage public health and a complex issue such as air quality, directly associated with health 

and well-being, remains a key determinant that needs to be addressed. For example, the 

Royal College of Physicians and Lancet Countdown collaboration shows that 44 UK cities are 

in breach of recommended WHO guidelines for air quality (RCP policy: public health, 2017; 

RCP, 2018). Local authorities manage and influence regulation across 98% of the road 

network in England and have approximately 300 statutory transport responsibilities 

(Government Office for Science, 2019). This means the onus is on UK local authorities to 

ensure all motorised transport reduces emissions to be in line with DEFRA and WHO air 

quality guidelines (DEFRA, 2018a; RCP, 2018) so that air quality can be improved.  

Foresight Future of Cities research and analyses outcomes, intended in part to guide 

policymakers to prepare for the future of an ageing population, consider evidence of 22 

commissioned peer-reviewed evidence reviews. The reviews are aligned with the subject of 

this thesis case study research project, examining the nexus between the urban 

environment and health and well-being of the elderly. A sample of reviewed topics include:  

1. Developing environments to facilitate and maintain well-being over the life course.  

2. Addressing transport provision that meets mobility needs of individuals as they age. 

3. Developments in the built environment and local neighbourhoods that ensure 

people age well in place, stay safe and maintain independent lives. 

4. The role of local and national supportive services to foster independent and healthy 

living in individuals 65 and over (Harper et al., 2016, p.17).  

The Foresight Future of Mobility project considers what 2040 will look like and poses four 

possible future scenarios to help policymakers make decisions that are more resilient in 

diverse futures. The scenarios were developed from an identification of areas critical to 

preparing for the future that have the highest uncertainty in influencing mobility for   
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everyone in the UK. They represent future levels of: automation, electrification, use of active 

transport, levels of social inequality, relative roles of public and private actors and trade-offs 

between individual choice and social and environmental values (Government Office for 

Science, 2019, p.118). Four diverging possible future scenarios include: Technology 

unleashed; Individual freedoms; Greener communities and Trends unmodified (Government 

Office for Science, 2019). A hypothetical timeline to 2040 for Trends unmodified paints a 

scenario where ‘private car use reaches a record high, driven by forced car ownership in poor, 

suburban and rural households with limited public transport or sharing opportunities; 

decarbonisation of transport is patchy, with gaps in electric railways; high car dependence 

and limited active travel contribute to a range of health challenges’ (Government Office for 

Science, 2019, p.120).  

On the other hand, a hypothetical timeline to 2040 for Greener communities suggests a 

scenario where ‘transport sharing is widespread; transport is largely decarbonised, with 

electrification of rail and widespread uptake of electrical vehicles; road charging has 

increased transport sharing leading to reduced congestion on the roads; active travel has 

significantly grown, improving air quality and providing health benefits’ (Government Office 

for Science, 2019, p.124).  

Although these are speculations with opposing outcomes, they highlight present day 

tensions between traffic related emissions and impact of exposure on public health. This is 

particularly relevant to and associated with poor households including the elderly, young 

children and young adults who emit the least emissions yet because they live in high density 

areas near busy roads experience the highest concentrations of nitrogen dioxide (Barnes, 

Chatterton and Longhurst, 2019). The authors highlight a problem that also impacts 

deprived areas such as Fratton and Charles Dickens in Portsmouth, which is discussed 

further in Chapter five. For resolution of the problem a review of policies that take into 

account the differences between those who cause the problems and those who bear the 

costs needs to take place (Barnes, Chatterton and Longhurst, 2019, p. 65).  

Outcomes from evidence gathered in Foresight Future Cities research highlights the intrinsic 

relationship between people, their neighbourhood environment and health and healthcare 

provision. In addition, considering that the largest environmental health risk at urban level 

is emissions from transport, heating and industrial activities (Carmichael et al., 2017), the  
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two Foresight of Future Mobility hypothetical timeline examples highlight the urgency for 

cities to reduce harmful emissions.  

4.5 Discussion  
This chapter aimed to gain a better understanding of the meaning of healthy cities, ranging 

from the importance of remaining active on a personal level for health and well-being, to 

age-friendliness of a place and the principles that inform a Healthy City Framework. A key 

take home message from this chapter is that a healthy city infrastructure needs to offer 

ageing friendly opportunities to remain active.  

Although there has been consistent improvement in Public Health management in England 

over time, urban population growth is projected to grow at a pace that potentially outstrips 

the capacity of existing city infrastructures to cope. Considering that 70% of the world 

population is expected to be urban by 2050 with 82 countries projected to have at least 20% 

of their population aged ≥65 (Kaneda, Greenbaum and Patierno, 2018) the accompanying 

pressure of increased drain on health and social services will be significant. Furthermore, 

the global ageing population is projected to increase significantly from 12.3% in 2015 to 

21.5% in 2050 (United Nations, 2017a).  

Meanwhile the majority of households growth in England is attributed to the rise in number 

of ≥65 year olds over the next 25 years (Harkrader, 2018). Increasing numbers of older 

adults’ places pressure on the economy, particularly city services such as public health, social 

services and transport provision infrastructures at a time when the elderly are no longer 

contributing to the economy. As a result, many developed countries are increasing the 

statutory retirement age. This highlights a key requirement to consider how to best keep 

the elderly well for their lifespan to minimise the fiscal drain on medical and social services. 

Furthermore, seeing that the global urban population is expected to nearly double, this 

poses exceptionally daunting challenges for economic infrastructures, health, safety and 

natural resources in all cities (United Nations, 2017b). This means that the design of a new 

neighbourhood and review of existing urban environments and transport infrastructures 

need a wholesale rethink if they are to fulfil the requirements of all the people living there. 

Consequently, urban street planning and design needs to serve the functional, economic, 

social and cultural aspects of people across the lifespan. In order to achieve this lofty ideal a  
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city neighbourhood needs to be walking oriented and inclusive of human scale 

considerations at ground level (Lynch, 1960; Jacobs, 1961; Appleyard, 1980a; Gehl, 2013).  

However, in order to proceed, recognition of interdisciplinary collaborative work that 

appreciates the importance of inviting and encouraging vulnerable residents such as the 

elderly to participate and contribute to knowledge is required. Looking from a top down 

perspective, comparing statistics and service providers’ experiences, is one side of the 

evaluation. More of a bottom up perspective, examining the glue of what keeps the 

cityscape urban environment and health and well-being nexus patent is required by using 

an empirical investigative approach that includes and considers the voices of elderly 

residents (Asumu et al., 2015; King et al., 2020). This has not happened in the RPAs of 

deprived wards in Portsmouth, undertaken by PMCC in 2016, resulting in reports that are 

weighted in favour of service providers viewpoints (discussed further in Chapter five).  

Including the voices of elderly residents may highlight recurring identified shortfalls, 

demonstrating where the problems occur so they can be prioritised and addressed. 

Likewise, identified ‘sweet spots’ demonstrating characteristics perceived by the elderly to 

be working towards improving health, well-being and mobility may be nurtured and 

expanded upon in ongoing collaboration with service providers. The process of observing 

and listening to elderly people, exploring their daily routines when walking between home 

and services and facilities provides an opportunity and starting point to improve their 

experience and establish what works and what does not. This is not a new idea. Much of 

Jacobs’ (1961) information in her seminal work ‘The Life and Death of American Cities’ came 

from observing and listening to people on foot. In addition, Gehl (2010) identified an 

emphasis on high quality public spaces and human scale, with physical and social activities 

kept at the centre of focus, in a practice that is maintained to the present day. 

As discussed in Chapter three, ensuring routes and destinations are inviting, attractive and 

safe is essential to keep people active, especially with increasing age when comorbidities of 

chronic disease are more common. Consequently, local council in conjunction with public 

health service providers need to make provision for healthy high streets that have ‘clean air, 

less noise, more connected neighbourhoods, things to see and do, and a place where people 

feel relaxed’ (Self, Thomas and Randall, 2012, p.3).   
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Recognition that active transport and unpolluted air is important for health and well-being 

is becoming more commonplace, which is evident in a vast literature output. Examination 

of active transport and the walkability of place are increasingly the emphasis of empirical 

research that focuses on human physical activity in the urban environment, as discussed 

previously in the literature review in Chapter three. Place and health are related, 

opportunities and infrastructures that encourage and facilitate activity and walkability are 

important to maintain health and well-being in the elderly (Gardener and Lemes de Oliveira, 

2019). Furthermore, outcomes from previous research in an international study across 14 

cities worldwide by Sallis et al.,(2016) found that ‘design of urban environments has the 

potential to contribute substantially to physical activity’ (Sallis et al., 2016, p. 2207). 

Nevertheless, actual needs of the ageing users of a city and its spaces are the most important 

quality to consider, evaluate and re-evaluate over time because urban environment qualities 

are influenced by the characteristics of outdoor spaces that direct specific activities. These 

activities may be characterised as having necessary, optional and social qualities (Gehl, 

2011). Successful city spaces offering the opportunity for activity may be described as 

welcoming, safe, easy to access, find your way and incorporate six design principles: 

familiarity, legibility, distinctiveness, accessibility, comfort and safety (Mitchell and Burton, 

2010). However, a city that is age-friendly warrants further mention and is explored next. 

 

4.5.1 Age-friendliness and health and well-being  

It is argued that if a city is age-friendly, it will cater to the needs of the elderly population, 

fostering health and well-being. The city will embed an infrastructure to encourage and 

facilitate physical activities, including active transport because remaining active reduces the 

potential to develop chronic disease. As presented in detail in Chapter three, elderly 

residents will automatically be encouraged to walk because it is safe, with contiguous routes, 

accessible to services and salutogenic elements in green and blue spaces facilitating 

relaxation and providing opportunities for physical activities (Braubach et al., 2017; Buffel, 

Handler and Phillipson, 2018; Gardener and Lemes de Oliveira, 2019). In London, the largest 

city in the UK, Transport for London initiatives to prioritise health in planning recognise that 

the biggest impact on health is related to motorised transport and therefore instigated a   
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Healthy Streets approach (Saunders and Transport for London, 2018). Ten Healthy Streets 

indicators consider people from all walks of life such as the young, elderly, and disabled and 

include, amongst others, ease of access, safe routes, clean air and easy opportunities to 

cross the road (ibid). 

The indicators can be used as a Healthy Streets check by designers to gauge the impact of 

improvements made to streets and pavements with baseline testing before and after 

improvement projects have been delivered. We can learn from this scheme in London that 

it pays to identify and frame the priorities in an area, find a champion to help deliver the 

vision and make a clear shift away from private car use and ultimately embed the vision in 

policy (Saunders and Transport for London, 2018). The mayor of London, Sadiq Khan, is the 

champion who endorsed and placed the Healthy Streets approach at the centre of his 

Transport Strategy. The strategy requires all transport decisions and investments to benefit 

health by improving the ten Healthy Street indicators, as illustrated in detail in 4.1.3.  

The focus on age-friendly environments and mapping of evidence-based results with 

baseline data gathered before and after an intervention in the Horizon 2020 D4 Action 

Group is closely aligned with the Healthy Streets approach by Saunders (2018). However, 

the Healthy Streets approach includes considerations for people from all walks of life and 

comprises a framework that addresses the mayor’s transport strategy; Healthy Streets and 

healthy people, a good public transport experience and planning that includes walking, 

cycling and public transport to unlock growth in new areas (Saunders and Transport for 

London, 2018, p.13). The D4 Horizon 2020 Action Group is focused specifically on mapping 

age-friendly aspects, measuring impact on disease prevention and working to exploit 

innovations to increase independent living and improve health outcomes (Switters, 

Ruszanov and Usero, 2019, pg. 119). As such it is more closely aligned with this PhD topic. 

Successful independent community schemes and research undertaken by local councils in 

the UK, the University of Manchester and the University of Oxford University focused on 

age-friendliness and improving outcomes for the elderly are effective because they are 

inclusive, collaborative and value driven. Working together with local charities, age-friendly 

forums, voluntary sector and local service providers including councils produced tangible 

results. However, the same cannot be said for Healthy City Frameworks and place-based 

health and well-being in the elderly.  
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4.5.2 Shortfalls in Healthy City Frameworks 

Examination of Healthy City Frameworks criteria, proposed by formally recognized 

establishments illustrated in 4.4.3, Table 4.1, illustrates evidence of gaps in the nexus 

between place-based health and well-being in the elderly. Although the frameworks 

highlight consistencies such as provision of safe environments, encourage physical activity, 

and emphasize engagement and participation with the local community, there is a lack of 

recommended processes or guidelines to implement the latter. Crucially, what is missing is 

how to translate the theoretical guidelines into practice and initiate and maintain regular 

collaboration between residents and service providers to monitor successes and failures. As 

residential experts on their lived environment (Asumu et al., 2015; Chang, 2017), the elderly 

have first-hand knowledge, insight and understanding regarding which outdoor 

environment characteristics have an impact on their health and well-being, yet there is 

minimal inclusion of elderly in the creation and development of policies and age-friendly 

initiatives (Rémillard-Boilard, Buffel and Phillipson, 2017).  

4.5.3 Recommendations  

Health and well-being promotion is a core consideration in the Horizon 2020 call for ground-

breaking design, development, regeneration and stewardship of public spaces and 

governance of urban commons in cities (WHO: Regional Office for Europe, 2013; Innovate 

UK Knowledge Transfer Network, 2017). To address the gap identified in the Healthy City 

Frameworks criteria and translate theory into practice to implement age-friendly policies 

requires five key steps that need to be undertaken (Warth, 2016):   

1. Working collaboratively to develop partnerships. 

2. Identifying areas for action in a transparent manner. 

3. Involving the elderly in the decision-making process. 

4. Monitoring the evolution. 

5. Translation of the plan in situ and evaluating the results. 

In the first instance, the elderly need to be invited to participate in meetings with service 

providers that are accessible, inclusive, equitable and collaborative because older people as 

co-investigators have a wealth of experience to contribute to research (Asumu et al., 2015). 

Informed planning is required to arrange a baseline assessment of age-friendliness (Warth, 

2016) against which improvements can be measured and assessed, in an ongoing process.   
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This is in keeping with present day practice such as the evaluation of age-friendliness project 

in The Hague, a city that was formally recognized as being age-friendly in 2015 (European 

Commission, 2017; The Hague Municipal City Council, 2020a). 

Furthermore, involving the elderly informs local providers through participatory methods 

such as walking interviews and community audits (de Donder et al., 2013; Asumu et al., 

2015; Buffel, Handler and Phillipson, 2018). Once neighbourhood priorities are identified by 

the elderly, an action plan can be drawn up in partnership with the city and progress 

monitored in an ongoing iterative theory of change cycle that has community health and 

well-being as the central focus (South et al., 2017; Bagnall, South, Di Martino, Southby, 

Pilkington, et al., 2018). 

Recommendation is therefore made for local public health policy and transport 

infrastructure policy to merge and focus on the health and safety of all citizens, working 

together to create equitable health promoting environments. Cities need to steer the 

transition to mitigate and prevent socioeconomic inequalities for urban residents in 

conjunction with protecting and promoting health and well-being (Carmichael et al., 2017).  

Urban environment management begins with planning the design of urban infrastructure 

and needs to include ongoing collaboration between service providers and residents in 

transparent processes. Ensuring equitable safe access to services is crucial for vulnerable 

groups such as the elderly and it is only achieved by sitting down together with residents, 

i.e. the city management will get to hear first-hand what is happening on the ground from 

an experiential viewpoint as demonstrated in The Hague (De Heus, 2019; van Hoof et al., 

2019) in section 4.4.2 of Age-friendly cities.  

4.6 Conclusion 
This chapter presented clarity on the literal meaning, origins of theory, statutory guidelines 

and application of what it takes for a city to be regarded as a Healthy City. A fundamental 

Healthy City philosophical thread and theme, demonstrated by influential experts, is one 

that is people centred, human scale focused and walking oriented (Lynch, 1960; Appleyard, 

Gerson and Lintel, 1981; Jacobs and Appleyard, 1987; Gehl, 2013). Analysis of prerequisites 

and shortfalls of contemporary Healthy City Frameworks in 4.5.2 identified an avenue for  
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empirical research and meaningful contribution to the literature that is directly associated 

with impact on future policy and practice.  

The gaps identified in Healthy City Frameworks (Table 4.1), together with those identified in 

the literature review in Chapter three provide considerable motivation for the empirical 

research setting and research methods employed and examined in this thesis. The next 

chapter, Chapter five: Portsmouth in context, offers a broader understanding about the city 

and the people living in it, from a historical and present-day perspective. It is the 

examination of the RPAs undertaken by PMCC in 2016 in Chapter five that reveals further 

gaps in knowledge, which further boost the motivations to undertake empirical research in 

Portsmouth.  
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Chapter five: Portsmouth in Context 

5.1 Introduction  
The aim of this chapter is primarily to provide a background context of the city of Portsmouth 

for this thesis. In the process it identifies further gaps in research undertaken by PMCC RPAs 

in 2016. It therefore also serves as an adjunct to recommendations for future research made 

in the previous two chapters. 

At approximately 40 square kilometres, Portsmouth is the only city in the UK situated on an 

island and is the most densely populated city outside London with an average of 5,100 

people per km2  (World Population Review, 2017). Portsmouth has a rich naval history and 

is home port to two of the largest and most advanced warships launched recently by the 

Royal Navy, HMS Queen Elizabeth and HMS Prince of Wales, drawing crowds of onlookers 

to the rampart walls, Sally Port, Round and Square Tower viewing points in Old Portsmouth 

whenever they leave or return to port.  

Setting out the context of the people and place from which the population sample is drawn 

from informs the reader about relevant historic and recent events that could influence their 

opinions or behaviours. This chapter is presented in four distinct subject areas:  

1- Portsmouth’s rich historic heritage.  

2- A précis summary of aging community support. 

3- The city’s air quality, building regeneration and construction. 

4- An exploration of Portsmouth health and well-being in two categories: the Joint 

Strategic Needs Assessment and Index of Multiple Deprivation. This will be followed 

by an overview of the RPAs undertaken by PMCC in 2016. The shortfalls in the 

appraisals are presented in the discussion section at the end of this chapter, which 

concludes with identifying potential local case studies of wards in Portsmouth for 

more in-depth examination.   
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5.2 Historic heritage 
This section first explores the role that the navy has played in Portsmouth over time, then 

demonstrates how the introduction and exposure to historic heritage has an impact on 

health and well-being. Famous people are introduced and the role women play in activism 

to improve living conditions is discussed. To conclude this section a brief review of the 

history of housing in Portsea sheds light on the conditions which prevailed in early years and 

how they improved over time. A map of Portsmouth wards with Charles Dickens ward 

expanded is illustrated in Figure 5.1. 

 

Figure 5.1 An overview of Portsmouth ward boundaries, source Hampshire County 
Council (2008) with Charles Dickens infographic showing locations of community 
centres, adapted from Hampshire hubnet & PMCC RPA (2016) 
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5.2.1 Portsmouth navy base 

The navy has dominated the history of Portsmouth and it is famous for its prominent tourist 

attractions. Portsmouth has been a naval base since 1194 and the Historic Dockyard leased 

to Portsmouth Naval Base Property Trust attracts approximately 400,000 visitors a year 

(Jaffry, Clark and Asteris, 2012). Contractors have been maintaining and affecting dockyard 

management and operations since the 1690’s and the first Royal Navy accommodation for 

4,000 men was built in 1899-1903 on the original Anglesey Army Barracks site (Coats et al., 

2015). The Portsea area, adjacent to the Historic Dockyard in Charles Dickens ward, 

originated when Queen Anne granted permission to the dockyard shipwrights to build 

houses on land just outside the wall of the yard in 1703, with Queen Street and Prince 

George Street remaining in place in commemoration of the event (Triggs, 1984).  

Consequently, dockyard workers and navy staff all lived in one area, placing considerable 

pressure on housing and there were associated issues with decline that are discussed further 

in 5.2.4. Women were employed for the first time in the dockyard as unskilled or semi-skilled 

workers in the first world war and in the second world war 3,000 women out of a total 

workforce of 25,000 were employed; their roles reverted to limited clerical or non-industrial 

work after the war (Day, 1998 in Coats et al, 2015, p.30). Women were paid considerably 

less until there was a breakthrough in equal rights and Bannister (2014), cited in Coats et al., 

(2015, p.31), established that in 1969 the first five female apprentices were admitted to the 

dockyard alongside 159 male apprentices and when they qualified were the first women to 

get the same rate of pay as the men.  

Portsmouth was heavily bombed in the second world war and the dockyard and city was 

badly damaged. By mid-twentieth century the British Empire (called the Commonwealth) 

ceased to be viable, several countries gained their independence and dockyards previously 

managed by Britain either closed down or were handed over to the local government (Coats 

et al., 2015, p. 20). The last ships were launched in Portsmouth in 1960, and apart from the 

period 2002-2014 shipbuilding went to private yards according to Cain & Hopkins, (2001) 

and Lunn (1999) in Coats et al., (2015, p.19).   
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Portsmouth is still seen as important on a national level from a sea defence and naval 

ministry of defence personnel employment point of view. Historic new development was 

recently completed in the dockyard after eight years of environmental assessment and six 

years of construction in preparation for the arrival of the newest additions to the Royal Navy 

(Gain, 2019). Two 65,000-tonne naval aircraft carriers, the HMS Queen Elizabeth and HMS 

Prince of Wales, have since August 2017 and November 2019 been accommodated at the 

Portsmouth MoD naval base after £30 million harbour adaptation work to prepare for their 

arrival was completed (BBC News, 2019b). The most expensive Royal Navy ships built to 

date, costing £3.1 billion each, they are a spectacular sight to see leaving and returning to 

port and frequently feature in the press (BBC News, 2019b; Melton, 2019). Portsmouth’s 

Portsea island has limited electricity capacity and the ships are powered by a dedicated 

electricity source when in port. A standalone £13 million combined heat and power plant 

was built that produces electricity from mains gas and captures heat generated for use, 

reducing the naval base’s carbon footprint (Gain, 2019).  

The navy base plays a major role in the economy of Portsmouth and it employs the second 

largest global defence supplier, BAE systems, that in turn employed 29,000 people in 2011 

to support it with air, maritime and advanced technology (Jaffry, Clark and Asteris, 2012, 

p.17). There has been a significant fluctuation in employment numbers at the naval base 

over time, ranging from 25,000 employed in the second world war (Coats et al., 2015) to 

approximately 11,900 core permanent staff in 2012 (Jaffry, Clark and Asteris, 2012). High 

numbers employed at the dockyard were associated with a local high-density population, 

poor housing, high levels of poverty and deprivation and these are discussed further in 5.2.4. 

5.2.2 Heritage, health and well-being 

The start of the Portsmouth heritage trail or story begins with auspicious beginnings, 

namely, numerous mentions in the Domesday book. The wards examined in the RPAs project 

by PMCC are featured in the oldest complete record of a survey of land and landholding. 

Commissioned by William I in 1085 the Domesday book has records of early Saxon 

settlements in Portsmouth (GOV.UK., 2020a). Buckland, a residential area in Charles Dickens 

ward, was known as Bocheland (Public Health Portsmouth, 2016a, p.5); Fratton was named   
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‘Frodda ing tun, meaning the farm (or village) belonging to Frodda’ (Public Health 

Portsmouth, 2016b, p.5); likewise, Paulsgrove was called ‘Palla’s Grove’ and Wymering was 

known as ‘Wygmaer ingas’ (Public Health Portsmouth, 2016c, p. 5). 

Heritage, culture and the arts help shape the community and physical environment where 

we live; contributing to a sense of pride, belonging and well-being outcomes (Bagnall, South, 

Di Martino, Southby, Mitchell, et al., 2018). The main benefits reported by Rasbery and 

Goddard (2011) in Reilly et al., (2018, p.39) include social inclusion and development of new 

social networks, education, skills development, creativity and expression. Exploration of the 

use of heritage in health has also been undertaken by University College London Museums 

Collection in conjunction with hospitals and healthcare providers with patients in an 

inclusive manner; involving all ages, ethnicities, socio-economic background and diagnosis 

(Reilly et al., 2018). Quantitative analysis of subjective and psychological well-being scores 

before and after handling historic artefacts demonstrated improved outcomes with slight 

variations dependent on certain health issues (Reilly et al., 2018, p.37).  

As part of a combined orienting, personal interest and knowledge gathering exercise the 

researcher assisted Dr Coats from the University of Portsmouth with what may be 

considered as well-being related heritage walking tours and knowledge gathering focus 

groups between 2017 and 2019. The walking tours and focus groups were arranged and 

overseen by Dr Coats. Assisting with walking tours of Portsea heritage sites for Portsmouth 

University of the third age (U3A) members, a continuing education group mainly comprising 

an older local retired population in 2018 & 2019, and other combined Portsea heritage and 

Portsmouth Friends of the Earth walking tours helped inform, bring an appreciation and 

understanding of the rich heritage in Portsmouth. This was experienced personally and 

observed in the discussions between participants.  

Walking tours started at the entrance to the Portsmouth Historic Dockyard; the first U3A 

tour explored the area south of Queen Street and subsequent tour explored the area north 

of Queen Street with a tea break halfway. In addition to these the researcher observed focus 

group meetings on Portsea Heritage held at John Pounds Centre in Charles Dickens ward in 

2017 and 2019. Dr Coats’ Heritage Property students ran the focus groups under her 

supervision. The interview rooms were prepared beforehand with historic photographs of   
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the area placed on the walls and some interviewees brought their own photographs that 

became a central focus of discussion. The students interviewed older elderly residents about 

their historic experiences of the area and rich data was gathered.  

It was evident from a personal observer’s point of view that both the elderly in the U3A and 

the general public attending Portsea Heritage walking groups enjoyed being made aware of 

Portsmouth’s rich heritage. Likewise, the older elderly clearly enjoyed sharing their 

knowledge of a time gone by and appreciated the opportunity to interact with the students 

in the focus groups. This highlights the importance of involving the elderly in community 

research (Tiernan et al., 2013; Asumu et al., 2015). 

5.2.3 Influential people 

In addition to the impressive fame, honour and glory brought by King Henry VIII and Horatio 

Nelson, several prominent historic figures are associated with Portsmouth and honoured 

with plaques and memorials in the city. A comprehensive summary of individuals associated 

with or who were born in Portsmouth may be examined further on the Memorials in 

Portsmouth website, memorialsinportsmouth.co.uk. To follow is a brief example list of 

commemorated famous people: 

• Isambard Kingdom Brunel was born in Portsea, Portsmouth in 1806. He is the 

prominent civil engineer who built a range of tunnels, bridges, the Great Western 

Railway and who played a key role in naval engineering by contributing to the 

development of the first propeller driven iron ship. 

• Dr Arthur Conan Doyle practised as a medic and authored two Sherlock Holmes 

novels while living in Southsea from 1882 to 1890. 

• John Pounds, 1766-1839, born in Southsea, was a cobbler whose work and care 

helping educate and feed impoverished children inspired the Ragged School 

Movement which provided free education for destitute children. 

• Charles Dickens, born in Portsea Portsmouth 1812. 

• Actor and comedian, Peter Sellers, 1925-1980, was born in Southsea (Backhouse, 

2020). 

Women have also played a significant role in the history of Portsmouth more recently in an 

intertwined heritage and activism manner. An oral history project researching and recording   
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women’s activism in Portsmouth was undertaken by Dr Sue Bruley and Laurel Forster, co-

project leads from the University of Portsmouth, on a Heritage Funded Project in partnership 

with the U3A Portsdown and Portsmouth museum and library service. The U3A Portsdown 

members were involved in the research and recording first person testimonies. The 

researcher attended a public lecture on the findings of the research in June 2019 in King 

Henry building at the University of Portsmouth and the following paragraphs summarise the 

key points from the lecture.  

Portsea, a neighbourhood in Charles Dickens electoral ward, was recognised as highly 

deprived in the 1960’s and 1970’s and this led to a female action group taking legal action 

against PMCC for failing to undertake repairs of council dwellings (Bruley and Forster, 2019).  

The range of topics covered in the Portsmouth Women’s Activism Project included local 

politics and improvements to the community, women and health and protests against 

environmental pollution (Bruley and Forster, 2019). The researchers produced a Talking 

Table travelling exhibit which can now be seen on display at Portsmouth Central Library. A 

non-hierarchical and collective women’s liberation movement, the action group began on a 

small scale in the 1960’s and subsequently contributed to drawing up women’s rights (ibid). 

The impact of the movement was considerable as it persuaded PMCC to fund and open the 

first refuge for women and children in 1983 that to the present-day continues to conduct 

and provide outreach and abuse services (Bruley and Forster, 2019). 

The oral history project brought to light the importance of the role that activism played to 

improve outcomes for the people of Portsmouth, both those living in deprived areas and 

their more well-off counterparts working in the navy and civil service. Hosted by the 

University of Portsmouth, the project has played a valuable part in preserving the role of 

women in the history of Portsmouth with outputs produced that include booklets, learning 

for schools and a permanent contribution is available to view in the Portsmouth city library 

(Bruley and Forster, 2019). A Portsea action group, comprising members of the local 

community across all age groups, meets regularly in the John Pounds Library in the 

community centre to discuss concerning community issues and how best to take action to 

address them. At a meeting attended by the researcher in June 2018, two members of the 

local police force were also present. Their presence at the meeting demonstrates an active 

interest in the local community and gave residents an opportunity for a direct discussion.  
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The introduction of prominent people and the outcomes of research on the Portsmouth 

Women’s Activism Project in this section demonstrates that Portsmouth was historically, 

and remains today, home to influential members of local society and elderly are welcome 

to become involved in local events. Introduced and discussed in Chapter four, Shaping 

Portsmouth, in conjunction with PMCC, also play an influential role to improve economic 

outcomes. Nevertheless, poverty and health inequality continues to be an everyday reality 

for the people living in highly deprived wards in Portsmouth. A synopsis of the evolution of 

housing in Portsea, derived from a History of Council housing in Portsmouth by Hill (2011), 

offers an insight into the origins of poverty and improvement in living conditions over time. 

5.2.4 Housing in Portsea 1800 to 2000 

Inadequate water supply, primitive sewerage systems and unsanitary living conditions 

combined to create a breeding ground for disease across the country, including Portsmouth. 

Occupants in Portsea were generally dockyard workers but work was not consistently 

available and sometimes men were out of work for weeks (Hill, 2011, p.11). In 1811 the first 

piped water supply was installed but only wealthy and middle classes were able to afford it 

and it is unsurprising that a cholera epidemic killed around 1,000 people in 1849 (Hill, 2011). 

In 1850 Rawlinson, a government health inspector described Portsmouth as:  

One huge cesspool. At present the soldiers’ wives and families inhabit one of the 

most wretched, crowded and unhealthy quarters of the town; and the usual haunts 

of the sailor, when on shore, are dens so vile and degraded that language cannot 

describe them (Rawlinson in Hill, 2011, p.7). 

Properties in Portsea were badly constructed, riddled with damp, infested with bugs and 

mortality rates were high; many children died before the age of two. Tenants shared outside 

toilets, washing facilities with up to 16 other properties and a soup kitchen at All Saints 

Church helped stem hunger for those in extreme poverty. Much help was also forthcoming 

from members of the local community, including pawn brokers, rabbi, school teachers and 

policemen as well as the Salvation Army and Royal Naval Benevolent Trust (Hill, 2011, p.12).  

The unsanitary situation was turned around when in 1910 the Medical Officer of Health, Dr 

Fraser, requested the Lord Mayor to authorise slum clearance under the new Housing of the 

Working-Class Act and two hundred properties were set alight in Whites Row Portsea, prior   



142 
 

to demolition to kill vermin, fleas and bugs (Hill, 2011). The site was renamed Curzon Howe 

Road and 43 two storey houses were built that had their own water and WC facilities, 

kitchens and bathrooms, trees were planted along the property frontages and an open space 

afforded a playground for children (Hill, 2011, p. 16). Slum clearance continued over the 

years and faulty design of replacement high rise council housing blocks, such as Barkis and 

Nickleby house in Landport (adjacent to Portsea) built after the second world war, had to be 

reinforced with steel frames in the 1970’s, gas supplies were cut off and electric heating and 

cooking facilities installed (Hill, 2011, p.37).  

Although improvement in housing quality has addressed the filth and squalor recorded in 

the early 1900s and today residents have, by comparison, the luxury of private sanitation 

facilities that do not need to be shared with the neighbours, the legacy of deprivation still 

prevails in the deprived wards in the city today and warrants further investigation. 

5.3 Aging community support  
Aging community supporting bodies and initiatives in Portsmouth range from adult social 

care support in the form of community nurses attending to elderly patients, which may be 

free depending on financial situation, to community-based initiatives held at local 

community centres that ask for a small contribution to costs. A Portsmouth Pensioners’ 

Association meeting, open to all once a month at the Guildhall, and a free magazine called 

Pompey Pensioner is issued bi-annually and distributed widely (Fay and Petrie, 2019). 

Attending the meetings gives local mobile pensioners an opportunity to be involved, 

participate and keep up to date with all matters elderly focused and the magazine is filled 

with news of local events, the latest government rulings on matters such as TV licences, 

summaries of historical events plus updates about adult social care.  

Elderly residents who otherwise lead solitary, isolated lives are supported through meetings 

offered by local charities and groups such as Age UK, The Salvation Army, Spinnaker Lodge 

and Cedar House Day Centres (Healthwatch Portsmouth, 2019). The University of 

Portsmouth Ageing Network (UPAN) supports elderly involvement in research and 

educational activities and researchers in the Department of Sport and Exercise Science are 

examining physiological changes that occur in ageing to inform understanding and define 

concepts of healthy ageing and frailty (University of Portsmouth, 2020). In addition, a fully 

funded National Lottery Community award was granted to reduce loneliness and social   
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isolation amongst the elderly in Portsmouth. Called ‘Close Encounters’, the project is a 

collaboration between Age UK Portsmouth, Gosport Voluntary Action, NHS South Central 

Ambulance Service and the University of Portsmouth (Age UK Portsmouth, 2020). The 

primary aim is to alleviate the frequent non-medical response callouts to lonely elderly who 

contact the ambulance service repeatedly (ibid).  

Hosted by the Fratton Community centre, additional opportunities for the elderly mobile 

population to be involved in community activities include Hispanic Society meetings where 

visitors are welcome to learn more about Hispanic culture and inexpensive tuition is offered 

in the Spanish language. Similarly, a Vietnamese elderly group meets regularly at Christ 

Church in Milton. Age UK Portsmouth offer a Help Around the Home independent living 

service, the Royal Albert Day Centre in Fratton provide activities for people ≥65, and the 

Hillside & Wymering Centre in Paulsgrove host an over 50’s Youth Club. Local churches such 

as St Mary’s in Fratton, St Judes and the Trinity Church in Southsea also play an important 

role in connecting elderly community members by hosting regular social meetings. An 

annual 60 Plus Festival, hosted by PMCC, provides opportunities to explore learning new 

skills and meeting new people over a two-week period with free access to most activities 

(Portsmouth City Council, 2018b). 

Moreover, council funded Paulsgrove, Fratton, Buckland, Landport and John Pound 

Community centres provide a supportive lifeline for isolated elderly residents living in 

Portsmouth wards that are identified as most deprived in the Index of Multiple Deprivation 

and JSNA (GOV.UK, 2015; Public Health England, 2016a, 2016b, 2018a). Community centres 

offer a range of programmes with interactive activities for everyone. Witnessed first-hand, 

activities that particularly appeal to and are attended by the elderly include singing, crafting, 

social groups and fitness activities such seated exercise, New Age Kurling and Tai Chi. These 

activities are popular because they offer opportunities to socialise, be active and have fun. 

There is also a café at each of these centres that encourage further opportunities to socialise 

in a relaxed atmosphere.The John Pound Centre in Portsea is also the focal point for 

volunteers in the community to meet and prepare free three course meals every Tuesday 

evening. Popular with elderly locals as well as the homeless in the city, meals are made by 

volunteers from surplus food collected by Foodcycle Portsmouth that retailers would usually 

bin.   
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Providing more of an educational focus for elderly in Portsmouth about the arts, culture, 

heritage and science, the local branch of the U3A based in the Somers Town central hub, a 

community centre in Winston Churchill Avenue Southsea, close to the center of town, 

affords this opportunity.  

However, during the Covid19 pandemic lockdown from early March 2020 onwards, all the 

community centres closed. Regular attendees, the majority of whom are in the high-risk age 

group ≥70 years, will have remained at home self-isolating in accordance with government 

advice and guidelines to stay safe and self-isolate to limit exposure to the Covid19 virus. This 

will have resulted in elderly people, who depend upon contact with other people at 

community centres, to become isolated, insular and withdrawn, and potentially depressed.  

The ONS survey on the virus and social impacts on older people in the UK found that the 

elderly were worried about the effect the virus was having on their life and the oldest old 

were more likely to report their well-being was affected by spending too much time alone 

(Storey, 2020). Yet, the older population under 80 years were reportedly more worried 

about the effect on their life whereas those aged 80 and over were least likely to be worried 

(ibid). 

Aging community support in Portsmouth is underpinned by local volunteers, churches, 

AGEUK charity, support groups, PMCC and collaborative research between the NHS, Gosport 

volunteers and the University of Portsmouth. Essentially, it appears that much is done to 

improve the lives and support the elderly with opportunities to be active, sociable and take 

part in further education should they wish to do so. Getting out, being involved and active 

and having social interaction is beneficial for health and well-being and form part of the ‘Five 

Ways to Well-being’ because they offer opportunities to connect, give, take notice, keep 

learning and be active (Corcoran and Marshall, 2016; Benton et al., 2018). Unfortunately, 

the elderly who are less mobile and in the long run are unable to leave their homes do not 

always have access to community centres. Their world has effectively shrunken to one that 

is reliant on basic health care support staff visits and visits from family members. Well 

documented in national news is how, during lockdown due to Covid19, all visits were 

prohibited, further exacerbating existing isolation.  
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5.4  Air quality and Portsmouth New Developments  

5.4.1 Air quality: background  

The health and social care costs of air pollution in the UK were £42.88 million in 2017 and is 

projected to reach £5.3 billion by 2035 unless action is taken (Public Health England, 2018b). 

The WHO recognises ambient air pollution as a critical risk factor for noncommunicable 

chronic diseases, causing an estimated 24% of all adults’ death from heart disease, 25% from 

stroke, 43% from chronic obstructive pulmonary disease, 29% from lung cancer and 4.2 

million premature deaths in 2016, making it the largest worldwide environmental risk (World 

Health Organization, 2018a).  

In a traffic related air pollution study of 41,869 adults in Oakland, Canada during 2010 to 

2015, there was a 12% increase in risk of cardiovascular disease for elderly ≥65 years of age 

related to nitrogen dioxide and nitric oxide levels (Alexeeff et al., 2018). To address this 

threat to health and well-being WHO air quality recommendations call for countries to 

reduce air pollution to annual mean values of 20 µg/m3 for particulate matter (PM10) and 10 

µg/m3 for PM25 (ibid). In the UK the responsibility for management of air quality falls 

squarely on the shoulders of local authorities, requiring them to regularly review and assess 

air quality per Part IV of the Environment Act (1995) (Barnes et al., 2014).   

5.4.2 Portsmouth air quality strategy 

Air quality in high traffic zones in Portsmouth is compromised. When nitrogen dioxide (NO2) 

and PM10 levels exceeds UK Air Quality Regulations (2007), which is based on EU limit values, 

local authorities must declare an Air Quality Management Area (AQMA) and prepare an 

action plan detailing intended measures to address it (Barnes et al., 2014; Portsmouth City 

Council, 2017). The Air Quality Strategy 2017-2027 report by PMCC, illustrates declared 

AQMAs in Charles Dickens, Fratton, St Thomas and Baffins wards. The maps of electoral ward 

boundaries in Figure 5.2 and pollution zones in Figure 5.3 reveal considerable overlap of 

identified poor air quality zones with deprived wards. High traffic pollution areas 

demonstrate their impact on air quality in affected neighbourhoods. In addition, it can be 

seen that the naval dockyard and adjacent commercial harbour are close to the deprived 

wards. Portsmouth electoral ward boundaries, with a pop out expansion of Charles Dickens 

and Fratton wards is also illustrated in Figure 5.2. Deprived wards are discussed further in 

5.5.2. 
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Figure 5.2 Portsmouth electoral wards, Charles Dickens and 
Fratton enlarged (Hampshire County Council, 2008). 

Figure 5.3 Portsmouth wards illustrating PMCC declared Air 
Quality Management Areas (Portsmouth City Council, 2017, 
p.12). 
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Progress has been made to improve air quality locally with legal limits reportedly being met 

across the majority of Portsmouth with a downward trend in NO2 annual mean levels over 

the previous three years (Portsmouth City Council, 2017). However, council also reported 

‘great concern that particulate matter levels continue to increase annually’ (Portsmouth City 

Council, 2017). Furthermore, while the Air Quality Strategy 2017-2027 strategic objectives 

are promising, underpinned by seven core principles that include evidence-based practice, 

collaborative working, monitoring and evaluation, together with eleven proposed 

approaches that include key links to strategic objectives, it remains debatable as to whether 

what is being done is enough to address the problem. Optimistic proposals for the Air Quality 

Strategy 2017-2027 include developing a low emission vehicle policy, engaging with 

community groups to reinforce shared learning and seek solutions together, working with 

schools to promote active travel, and working with Portsmouth International Port and the 

freight industry to support measures to reduce air pollution from shipping and haulage 

(Portsmouth City Council, 2017). However, although improvement was reported in some 

locations, the particulate matter (PM10) annual average increased between 2016 and 2017 

by 4.23µg/m3 (an increase of 36%) (Portsmouth City Council, 2018a). It cannot be ignored, 

there is a direct relationship between air pollution and poor health in Portsmouth. 

Review of the PHE Local Health website indicators for the Portsmouth CCG 2018 shows that 

Portsmouth deaths from respiratory diseases, circulatory diseases and cancer in all age 

groups is significantly worse than the average for England. Furthermore, emergency hospital 

admissions for chronic obstructive pulmonary (respiratory) disease is also significantly worse 

than England (Public Health England, 2019a). A review of Southampton and Brighton is 

presented next demonstrating comparison considerations. 

Southampton is arguably a busier shipping port than Portsmouth due to the frequency of 

extensive commercial container business and large cruise ships docking there. Increased 

large transport vehicle traffic is therefore also more prevalent, adding to local air pollution 

levels. Southampton CCG 2018 figures also reflect significantly increased emergency 

hospital admissions for chronic obstructive pulmonary disease; death rates are also 

significantly higher than average values for England for respiratory diseases, circulatory   
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diseases and cancer in all age groups (Public Health England, 2019a). By comparison 

Brighton is not a major industrial or commercial shipping port and respiratory health figures 

are noticeably different, with one caveat for cancer. Brighton CCG 2018 figures for the same 

diseases shows that the deaths from cancer are significantly worse than the England average 

(in keeping with Portsmouth and Southampton). Circulatory disease is not significantly 

different to the England average and deaths from respiratory disease numbers are notably 

significantly better (less) than the England average (Public Health England, 2019a). This is a 

snapshot comparison only and there may be other mitigating factors such as less density, 

less motorised transport in Brighton associated with better air quality.  

Nevertheless, the impact of air pollution on significantly increased emergency admissions 

for respiratory disease and chronic disease mortality in Portsmouth and Southampton 

compared to England average and links between local levels of air pollution warrants further 

investigation. Southsea GP Dr Jonathon Lake gathered 100 signatures from fellow GPs, 

consultants and health professionals across Portsmouth in an open letter to local council in 

July 2020 saying it must do more to tackle air pollution (BBC NEWS, 2020), demonstrating 

the seriousness of the situation. In addition, a conjoined critical analysis of the contribution 

shipping pollution makes to local air pollution and public health needs to be undertaken as 

a matter of urgency.  

5.4.3  New build and regeneration developments 

Portsmouth is expanding, both on the commercial and housing front. This will be good for 

the local economy because both before and during the lockdown due to Covid19, numerous 

businesses closed down. Major retail stores closed their doors in Southsea and in 

Commercial road prior to lockdown reflecting a trend across the UK (Cassidy and Resnick, 

2020). Compulsory lockdown since March added unprecedented pressures on local business 

viability and 12 further business closures were reported on 7th September 2020 (Mohan-

Hickson, 2020).  

New build and regeneration developments means that businesses are expanding, more 

people will be drawn to live in Portsmouth, job numbers will potentially increase and this 

may rejuvenate some of the work lost in the diminishing dockyard labour force and job 

losses due to Covid19. A new build development accompanied a revival of local and   
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international attention to sailing in Portsmouth, drawing competitors from around the 

world. Regeneration and new build projects in the city provided new accommodation sites 

for University of Portsmouth students and an ambitious plan for the Tipner West site is in 

the pipeline. These are discussed next.  

In July 2014 the UK Government awarded £7.5 million funding support to boost Portsmouth 

and build a base for Sir Ben Ainslie’s America’s Cup team on the historic camber (GOV.UK., 

2014). This award was supplemented by £1.4 million from PMCC (ibid). Land Rover and Ben 

Ainslie Racing announced a global partnership and combined engineering and technology in 

building the AC75 foil catamarans, aiming to ‘bring the oldest sporting trophy in the world 

home to Britain, the place where it all started with a race around the Isle of Wight in 1851’ 

(Land Rover, 2020). Portsmouth hosted the America’s Cup World Series races in 2015 and 

2016, drawing crowds of 250,000 along the Southsea seafront (BBC News, 2019a). An 

exemplary building on the camber, it is 27m tall, 2670 square metres, has a zero carbon 

status and was awarded winner of the Building Information Modelling Project of the Year 

for London and South East area (Land Rover, 2020).  

Zurich House, an imposing building overlooking the Commercial Road shopping precinct, 

originally opened as the headquarters of Zurich Insurance in 1973. The building stood 

derelict from 2007 (TRAD Scaffolding Contractors, 2020) and has recently undergone major 

redevelopment converting from offices to student accommodation. The redevelopment 

contract value of £54 million incorporated a new build add on and a conversion of the 

existing building that together accommodate 1,000 student bedrooms (McAleer-

Rushe.co.uk, 2020). The redevelopment was awarded International Project of the Year in 

the Irish Construction Industry Awards in 2018 (ibid).  

Another student accommodation residence, Stanhope House, due for completion in 2019 

was not as propitious. Beset with problems which motivated requests to parliament to 

amend regulatory powers for student accommodation built by private companies. A £30 

million 17-storey private student accommodation development residence, due for 

completion for students to move in by September 2019 was not completed in time and ≥250 

students had to be accommodated elsewhere (BBC News, 2020). Portsmouth Labour MP 

Stephen Morgan, supported by the University of Portsmouth, picked up the cudgel.   
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He communicated several times with the management company, Prime Student Living; the 

Office for Students which regulates for students but has no regulatory power over private 

student accommodation companies; and written to the relevant Minister and raised the 

problem in parliament (Morgan, 2019).    

Brunel house, an MoD office block originally built in 1960, has stood derelict for 30 years. 

Facing Gun Wharf Quay and overlooking the hard interchange it is being converted to a 

combination of retail space, student accommodation and retail apartments amidst ongoing 

controversy (Vale Southern Construction, 2020). Work is due to be completed in Autumn 

2020 with residents moving in shortly afterwards. Although permission for the external 

façade was still not given the green light in June 2019, and due to a loophole in rules that 

allows previous offices to become residential dwellings without the normal required council 

approval, the rebuild was given permission by council in 2018 (Callingham, 2019b). Council 

leader Gerald Vernon-Jackson was quoted by the local paper, The News, saying that of the 

proposed 153 modern apartments (Vale Southern Construction, 2020) only 44 met the 

government’s standard size regulation for new homes of 37 square metres, with the 

majority measuring just 19 or 29 square metres and that for ‘developers to use a government 

loophole to get away with these sizes is disgraceful’ (Callingham, 2019b). 

An ambitious regeneration project for the disused 44ha Tipner West site has been identified 

by PMCC. Costing £1.3 billion, providing 4,000 homes, shops, schools and a one million 

square foot marine employment campus (Jessel, 2019; Portsmouth.gov.uk, 2020), the 

project effectively creates a new district. Council states the new development will be 

sustainable, designed for a future without cars and kerbs, instead public gardens and 

pedestrianised squares will prevail in the new community (Portsmouth.gov.uk, 2020). 

Council and Gensler architects confirm the development design will include reclamation of 

22ha from Portsmouth Harbour in the creation of a new 2.2km waterfront connected to the 

city with a new bridge (Jessel, 2019). Planning is expected to be submitted in 2022 and target 

date to commence work on site is in 2023 (ibid).  

The proposed development has highlighted the tension between the government 

requirement for the city to build 18,000 new homes, the need to keep open spaces and 

fields in a city that is running out of space and is under threat of losing remaining open land   
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to new developments. Furthermore, a multi-million seafront project to raise the sea 

defences on the periphery of Portsmouth to prevent flooding of homes and businesses is 

underway to address the impact of climate change on rising sea water levels. Controversy 

has arisen because the Tipner West development has been branded as a ‘no go for nature’ 

by the Hampshire & Isle of Wight Wildlife trust because reclaiming the land will interfere 

with the natural ecosystem of mudflats and the bird life (Fishwick, 2019b). 

Redevelopment of an NHS site, Saint James Hospital in Milton, built in what was originally a 

rural area on the south east of the island will commence in due course. It opened in 1879 as 

the Portsmouth Lunatic Asylum and in 2014 the Portsmouth CCG and Solent NHS Trust and 

NHS Property Services reviewed the options with a view to relocating services away from St 

James hospital, because much of it was unused and costly to maintain. It was estimated this 

would save the NHS estate an estimated R3 million a year (Richins, 2014). The St James 

Hospital 25-acre site, part-comprising grade II listed heritage buildings, has subsequently 

been allocated by the City Council for housing in the Council’s draft local plan. The Pijlvesey-

Group, a UK company, have been awarded the redevelopment project and an anonymous 

survey on the company website offers a choice of the smallest 2-bedroom home for 

between £225,000 and R300,000 (The P J Livesey Group, 2020). The site states that the 

homes would be accessible to buyers at all stages of their lives, including the elderly, with 

25 of 84 new build homes being ‘affordable’ – equating to 30% of the total in line with 

Portsmouth’s planning policy. These new homes will be for rent or shared ownership 

through a housing association and include 18 apartments. The restoration of the listed 

buildings will be excluded from the ‘affordable homes’ calculation. The site has 337 existing 

car parking spaces and proposals include an additional 148 spaces, of which 23 are allocated 

for visitors and 31 for the Cricket Club on site (The P J Livesey Group, 2020).   

New build and regeneration developments may be positive local economic indicators, 

however careful analysis and impact on health and well-being of resident populations that 

is inclusive of vulnerable and the elderly needs to be modelled for each new project. Council 

planning departments need to consider whether impact on the environment, public health, 

transport infrastructures have been considered and accounted for in health impact 

assessments accompanying planning proposals.   
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5.5 Portsmouth health and well-being 

5.5.1 The Portsmouth Plan  

The Portsmouth Plan by Slater (2012) is undergoing review at present. The Portsmouth Plan, 

Portsmouth’s Core Strategy, also known as the Local Development Framework, illustrates 

that PMCC will work to create a healthy city and improve the health and well-being of its 

residents by addressing eight key areas (Slater, 2012, p 106). Although all eight are pertinent, 

the first four illustrated below are particularly relevant to this empirical study because they 

address key issues of inequality in health and well-being and accessibility to active transport 

opportunities:  

• Working with partners to tackle health inequalities within the city and reduce the 

gap in life expectancy between the lowest (Charles Dickens 73.9 years) and highest 

(Drayton & Farlington 80.7 years) wards. 

• Reducing obesity levels in the city and improving physical and mental health by 

increasing opportunities for formal and informal exercise through providing open 

space, play, recreation and sport and leisure facilities and making it easier to walk 

and cycle in Portsmouth. 

• Working with partners to promote healthy lifestyle choices. 

• Improving air quality in the city through implementing the councils Air Quality and 

Air Pollution and Air Quality Action Plan (Slater, 2012b). 

A testament to council’s ongoing commitment to redress inequity in Portsmouth is 

demonstrated by the RPAs of Charles Dickens, Fratton and Paulsgrove wards undertaken in 

2016 to seek clarity on issues identified by key local community members. These are 

examined further in 5.5.4. 

 

5.5.2 Index of Multiple Deprivation  

Health is worse in deprived neighbourhoods across England (Marmot et al., 2010, 2020). 

The Index of Multiple Deprivation officially measures relative deprivation across a 

neighbourhood, defined as a lower-layer super output area, that contains approximately 

1,500 residents. The English Multiple Indices of Deprivation are based on 37 indicators   
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across the 7 macro-scale domains: employment, health and disability, education, skills and 

training, crime, housing and services barriers and living environment (Smith et al., 2015).  

Evaluation of deprivation in local communities is done by means of the JSNA, which 

describes and reports on current status and future well-being and health and care (NHS 

Portsmouth Clinical Commissioning Group, 2016). The number of local authorities in England 

containing at least one neighbourhood in the most deprived decile, has increased 

sequentially from 2004 when the first records were kept (ibid). Fratton, Charles Dickens and 

Paulsgrove wards in Portsmouth fall within 10% of the most deprived areas in England (Smith 

et al., 2015; NHS Portsmouth Clinical Commissioning Group, 2016). There has been a 

negative trend over time, ‘Portsmouth is ranked 63rd of 326 local authorities (previously 

ranked 76th of 326 local authorities in 2010, and 93rd of 354 authorities in 2007) where 1 is 

the most deprived in terms of the average score’ (NHS Portsmouth Clinical Commissioning 

Group, 2016, p.6).  

The local Health and Wellbeing Board has a statutory duty to ensure that the NHS CCG and 

PMCC jointly produce a JSNA. Health trends from 1991 – 2014 in the local JSNA report 2016, 

compiled by the NHS Portsmouth CCG in conjunction with PMCC utilising ONS data, 

demonstrate the following: 

• Life expectancy for Portsmouth males and females is significantly shorter than 

England’s average. Poorer physical and mental health has a direct impact on 

longevity, with males living in Portsmouth’s most deprived areas expected to die 9.5 

years earlier than those living in the least deprived areas; and females expected to 

die 6 years earlier. 

• The highest contributors to the life expectancy gap for males and females calculated 

from the 2012 -2014 health data are circulatory diseases 24%; cancers 18% for males 

and 32% for females (NHS Portsmouth Clinical Commissioning Group, 2016).  

Although contributors influencing longevity in multiple deprivation include physical and 

mental health and well-being factors and incidence of disease what we don’t know and what 

is not mentioned by the Multiple Indices of Deprivation is whether and, if so, how perception 

of the neighbourhood environment influences health and well-being, particularly amongst 

the elderly.  
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One of the factors considered when compiling the Multiple Index of Deprivation Report is 

crime. Crime in Portsmouth includes anti-social behaviour, drugs, violence and sexual 

offences, criminal damage and arson, theft from a person, vehicle crime, burglary, robbery, 

bicycle theft, other theft, public order (offences which cause fear, alarm or distress). To 

inform the proposed research and to bring awareness for safety considerations of the 

participants and researcher, local crime statistics were examined.  

Crime statistics for Fratton, documented on the Hampshire Constabulary website, show 237 

reported in December 2017 (Police.UK., 2018a). Crime statistics for Charles Dickens show 

708 incidences were reported in December 2017 (Police.UK., 2018b). Specific crime events 

can be seen on map locations on the website however, details of time of day and day of the 

month are not listed. Fatalities in terms of accidents are not mentioned in reports at specific 

locations. There were two car fatalities and one motorcycle fatality in Portsmouth in 2016 

in Portsmouth, however addresses were not stated (Department for Transport, 2016).  

In a similar manner the travelindependent.org.uk site reported more than 150 combined 

seriously injured and pedestrian fatalities across Hampshire in 2016, however, the exact 

sites are not mentioned (Travel Independent, 2018). This means that potential problem 

areas for crime or accidents could not avoided when walking with participants in the 

neighbouring Charles Dickens and Fratton wards in this case study.  

An analysis of income deprivation in the older Portsmouth population by the Department 

for Communities and Local Government (2015) in Table 5.1 illustrates high percentages of 

≥60-year olds experiencing income deprivation in the Charles Dickens, Fratton, Nelson and 

Paulsgrove electoral wards.  

What needs to be considered is that there is a fine line between income deprivation and 

homelessness. This is examined in greater detail in the next section.  
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Table 5.1 Income deprived ≥60-year olds in Portsmouth City by electoral ward (Smith et al., 
2015). 

Electoral ward 

Estimated number 
of persons 60+ 

years experiencing 
income deprivation  

Population of 
persons aged ≥60 
years (mid-2012), 

excluding prisoners 

% ≥60 yrs 
experiencing 

income 
deprivation 

Baffins 398 3174 12.5 
Central Southsea 372 2024 18.4 
Charles Dickens 1297 3057 42.4 
Copnor 240 2422 9.9 
Cosham 513 3031 16.9 
Drayton & Farlington 237 3695 6.4 
Eastney & Craneswater 381 2785 13.7 
Fratton 506 1971 25.7 
Hilsea 441 2772 15.9 
Milton 395 2475 16.0 
Nelson 636 2421 26.3 
Paulsgrove 645 2621 24.6 
St Jude 448 2363 19.0 
St Thomas 606 2735 22.1 

Portsmouth total 7115 37546 19.0 

    

5.5.3 Homelessness  

The concept of homelessness is relevant to the exploration of this PhD research because it 

does not preclude the elderly and there is a fine line between living in a high deprivation 

neighbourhood, as identified in the JSNA, and becoming homeless. Furthermore, the impact 

of homelessness as observed by elderly residents who are not homeless is relevant in the 

outcomes of this exploratory case study and is discussed further in Chapters six and eight. 

The causes of homelessness are complex. Symptoms of unfortunate circumstances may 

include but are not limited to family disruption and breakdown, mental health issues and 

drug addiction. Mortality related to drug misuse increased over time between 2001 and 

2018 with nine deaths recorded in Portsmouth for the period 2016-18 (ONS, 2019). This 

coincided with a reduction in budget for local services support grants for substance misuse 

treatment and prevention (MHCLG, 2018). Support services such as Two Saints offer to 

‘rebuild lives for a brighter future’ across Berkshire, Hampshire, and Sussex   
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(Twosaints.org.uk, 2020). Referrals to the centre are directed via the PMCC Housing Options 

team and Two Saints have a capacity to provide 32 single rooms for homeless adults at Hope 

House in Milton, and 48 rooms in Greetham Street in Southsea (Twosaints.org.uk, 2020).  

Homelessness is also associated with severe poverty. Anecdotal discussions with fellow 

volunteers and the homeless attending Hot Food Mondays at St Agatha’s church in 

Landport, where the researcher has assisted with serving meals to the homeless since 2018, 

reveal that not all homeless wish to stay in these shelters. Alistair Thompson, a city councillor 

in Portsmouth for 15 years, who started Hot Food Mondays alongside Father Maunder, 

believes the homelessness crisis requires changes in policy relating to housing development, 

provision and housing benefit (Worsey, 2019).  

Severe poverty is a social determinant of health requiring collaborative prevention strategies 

and interventions between local government, health and social care and the voluntary 

sector (DoH/PHPSU/HIAT/12341, 2016).  

5.5.4  Rapid Participatory Appraisals 

In 2016 PMCC undertook RPAs surveys of Charles Dickens, Fratton, Paulsgrove and 

Wymering wards, three of the most deprived areas that have relatively poorer health 

outcomes in comparison to other areas within the city (Public Health Portsmouth, 2016b, 

2016a, 2016c). Guidelines for RPAs were developed by Annet & Rifkin (1995) for the WHO 

and are designed to identify and assess community health needs to better understand the 

key health issues affecting local residents. Undertaking RPAs involves an ongoing iterative 

process, employed to assess needs in the first instance, followed by drawing up plans to 

improve health outcomes and address the key shortfalls identified and agreed upon in the 

community. Ideally, RPAs produce an action plan to implement change. Health data is 

collected and examined; priority issues are identified with key informants comprised of 

official and unofficial community members who are able to represent a wide range of 

community views (Annet and Rifkin, 1995).  

The rationale aims and objectives of the RPAs across the three wards in Portsmouth are the 

same. The Public Health team in Portsmouth have an ongoing united focus to improve the 

health and well-being of the Portsmouth population and understanding how and what 

factors are experienced by the residents is a starting point to address issues. The aims of   
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RPAs are to ‘gain an understanding of the lived experience of residents’ within the deprived 

wards to supplement knowledge from health data and together with ‘Portsmouth City 

Council, local partnerships, community groups and residents, seek solutions to identified 

priorities, together’ (Public Health Portsmouth, 2016b, p. 2, 2016a, p. 2, 2016c, p.4). The 

common objectives are to understand the residents’ lived experience, particularly health 

and well-being factors, combine views and link them with health data, agree on priority 

areas and solutions and make recommendations to take them forward (ibid).   

Methods used in the RPAs included one-on-one interviews and focus groups to map assets 

and draw up ‘issues’ maps of the wards. These included tangible and intangible assets such 

as community spirit and community characteristics. Table 5.2 presents the number of 

interviews and focus groups held in the wards by PMCC in 2015 and 2016 (Public Health 

Portsmouth, 2016b, 2016a, 2016c). 

Table 5.2 Summary of Rapid Participatory Appraisal interviews and focus groups  

 Fratton Charles Dickens Paulsgrove & Wymering 

Interviews 17 36 17 

Focus Groups 6 4 4 

Demographic 15,700 19,100 14,600 

 

Participants were drawn from a wide range of backgrounds and carefully chosen on the basis 

that they have a broad knowledge of the area. Individuals from the broader public included, 

amongst others, church ministers, pharmacy workers, general practice employees, 

community wardens, youth services, secondary school pupils and resident focus groups. 

Organisation representatives included local councillors, Pharmacists, Fratton Big Local, 

Pompey in the community and Fratton and Charles Dickens community centres.  

However, upon review of the list of people included in the Fratton (Public Health 

Portsmouth, 2016b, p. 19) and Charles Dickens RPAs (Public Health Portsmouth, 2016a, p. 

23) it is evident that there was a shortage of lay local members of the public, which means 

the elderly were under-represented. Key informants (participants) are defined as 

‘community members, who due to their official or unofficial leadership positions, are able 

to represent a wide range of community views’ (Public Health Portsmouth, 2016b, p. 5).   
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Nevertheless, participants in the RPAs identified three major themes that impact on health 

and well-being which are underpinned by social, financial and environmental issues: 

• Community 

• Health 

• Environment (Public Health Portsmouth, 2016b, p. 6). 

These data were then regrouped in terms of outcomes from the additional interviews with 

twelve officials from PMCC by including Authorities and Crime, Drugs, Housing and 

Homelessness and Finance and Employment under Community. 

There were more interviews held in Charles Dickens due to the extra inclusion of 12 officials 

from PMCC, ranging from Planning Officers to the Tackling Poverty Coordinator and Active 

Transport Officer, amongst others.  

Interviews and focus group transcripts were analysed by PMCC with the aid of the NVivo 

(QSR International) software programme and key topics were identified in a wide range of 

themes (Public Health Portsmouth, 2016a, 2016b, 2016c). Mind-mapping was used in a 

paper-based format to identify links between themes. Recurring themes and data was used 

in resources used at a review of key findings workshop when findings were presented back 

to the participants (ibid). After the workshop, insights gained identified as ‘cross-cutting 

issues’ were summarised and illustrated in the final individual RPAs ward reports.  

A final meeting to define priorities with stakeholders (participants, local residents, relevant 

PMCC professionals), had not yet taken place at the time of writing the RPA reports in 2016 

(Public Health Portsmouth, 2016a, 2016b, 2016c). Emails and follow up emails requesting 

information regarding updates on the appraisals, addressed to the project manager, Jane 

Leech, at PMCC remain unanswered as at June and July 2020. Shortfalls in the RPA’s are 

presented in section 5.6. 

The RPAs methods used and information gathered by PMCC are an important influence on 

this exploratory case study. The PhD has benefitted from them because they afforded a 

current snapshot of new research outcomes in the deprived wards and analyses of RPAs 

revealed shortfalls. The PhD is building upon the outcomes of the RPAs and aims to make a 

significant contribution to knowledge in the process.   
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5.6 Discussion 
There has been a sequential increase in the proportion of local authorities in England with 

at least one neighbourhood in the most deprived decile nationally since statistical records 

began in 2004 (Smith et al., 2015; Noble et al., 2019) and Portsmouth, with three wards 

comprising six neighbourhoods falling into this category, is no exception. This means that in-

depth exploration into what people living in these neighbourhoods think about the impact 

of their neighbourhood on health and well-being is warranted, which is what this PhD 

empirical research study aims to do. 

At the same time there is considerable focus on redevelopment and new developments for 

provision of accommodation, including Brunel House facing onto The Hard, the former St 

James Hospital site and West Tipner. Although a recent new zero carbon emission build was 

awarded Building Information Modelling Project of the Year for London and South East area 

(Land Rover, 2020) and a major regeneration project won the International Project of the 

Year in the Irish Construction Industry (McAleer-Rushe.co.uk, 2020), not all new build or 

regeneration projects in Portsmouth boast the same standards.  

Loopholes in planning permissions that allow developers to bypass the standard planning 

application when commercial buildings are converted to residential status means they get 

away with flouting government accommodation guidelines (Callingham, 2019b). In addition 

the completion of a £30 million private student accommodation block was delayed and 

beset with problems (BBC News, 2020), leading to a request made to parliament to amend 

regulatory powers for student accommodation built by private companies (Morgan, 2019). 

These outcomes point to a need to review and overhaul existing building and redevelopment 

policy.  

Air pollution is recognised to be worse in areas that are more deprived as they are likely to 

be closer to heavy road traffic, score negatively on wider determinants of health and have 

worsening health inequities (Barnes, Chatterton and Longhurst, 2019).This association can 

be seen on the air quality assessment map in Figure 5.3 where high pollution levels are noted 

in Charles Dickens and Fratton wards. In addition, a review of overall respiratory health 

status in a Portsmouth CCG report for 2018 demonstrates significantly worse outcomes 

when compared to the England average (Public Health England, 2019a).  
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The lack of remediation to local air quality was identified to be caused by subsidiarity and 

devolved responsibility which is decoupled from the powers necessary to progress and 

implement required action (Barnes et al., 2014). Furthermore, despite implementation of 

more than a decade of proclaimed air quality policy, environmental injustice of air pollution 

has actually worsened (Barnes, Chatterton and Longhurst, 2019). Portsmouth City Council 

wrote in a 2018 Report on Air Quality Annual Status, in fulfilment of Part IV of the 

Environment Act 1995, that although air pollution comes from a wide range of sources, road 

transport is a main contributor to non-compliance of NO2 Limits and that ‘high regard will 

need to be given to ensuring that Large-scale new development and regeneration projects 

do not increase air pollution levels’ (Portsmouth City Council, 2018a, p.i).  

Given the fact that the Portsmouth Plan (2012) includes a recommendation to request 

Health Impact Assessments from major new development proposals, it raises the question 

that if levels of air pollution are not improving from one year to the next, then what health 

impact measures are being considered for new developments planned in West Tipner and 

the St James Hospital site? Furthermore, the Portsmouth Port Director, Mike Sellers, has 

reported that post-Brexit, at certain times, the M275 in the city will be busier than normal 

(Sellers, 2019). This translates to more heavy duty freight vehicles contributing to an existing 

serious air pollution problem in the city.  

Recommendations are therefore made for a review of council’s Air Quality Strategy 2017-

2027 report by PMCC and for it to incorporate stricter monitoring of air pollution sources, 

inclusive of both shipping and road transport. Seeing that the focus on improvements in 

public health are grouped into four domains: Improving the wider determinants of health; 

Health improvement, Health protection; Healthcare public health and preventing premature 

mortality (Department of Health PHPSU/HIAT/12341, 2016) the recommendation to review 

the Air Quality Strategy 2017-2027 report is not unreasonable. In addition, it is proposed 

that the revised strategy is also incorporated and becomes integral to the Portsmouth Plan 

that is currently undergoing revision (Portsmouth City Council, 2020a).   

Of relevance to the proposed study, it is important to understand how crime and 

homelessness in England and Wales are associated with drug abuse - resulting in a deadly 

triangulation. Drug related deaths of homeless people, reported by the ONS, have more than 

doubled over six years; increasing by 55% in one year with 294 homeless estimated deaths  
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in 2018 while increased deaths from overdose in the general population was also confirmed 

(Butt and Emyr, 2019). In Portsmouth, the local authority recorded a range of three 

homeless deaths in 2013 and two in 2018 with a spike of six in 2016; however, the report 

adds a qualifier that where there are fewer than 20 deaths, these need to be interpreted 

with caution as they are potentially unreliable (ibid). The local Portsmouth newspaper, The 

News, October 5, 2019, article headline ‘Heroin antidote has significant impact on city’ 

reported that the city had 87 drug related deaths between 2016 and 2018, a rate of 14.9 

per 100,000 people – which is higher than the national average of 6.7 (Callingham, 2019a). 

Addressing the problem of substance misuse locally is complex and challenging due to 40% 

funding cuts since 2013 (ibid).  

Drug abuse is escalating in Portsmouth and it has an impact on the elderly because drug 

dealers frequently change their location of point of sale making it difficult to police them. 

The presence of dealers and users in deprived wards is discussed further in Chapters six and 

seven. 

Furthermore, The Portsmouth health and well-being strategy for 2018-2021 announced in 

March 2018 by Jason Horsley, Director of Public Health (Health and Wellbeing Board 

Portsmouth, 2018) included an urgent need to address drug misuse. The strategy 2018-2021 

projected focus, tabled at the health and well-being board and strategy refresh meeting, 

highlights a pressing need to address areas of deprivation where the biggest health and well-

being challenges include life expectancy, GCSE achievement, crime, premature cancer 

mortality and deaths from drug misuse and suicide (Horsley, 2017).  

Findings in the RPAs reports were defined under characteristics and features in the 

neighbourhood considered to be good for health and well-being in an asset mapping 

process. These included tangible and intangible assets such as community centres and 

community cohesion. Subsequent feedback discussion workshops held with participants 

where analyses of interviews and focus groups were presented in thematic format resulted 

in priority areas being identified. In Fratton these were community, health, environment, 

education and young people. In Charles Dickens these were living conditions and community 

dynamics, health and lifestyle issues, community and crime, and education (Public Health 

Portsmouth, 2016a, 2016b).   
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Outcomes of the RPAs in relationship to findings from the interviews and walking interviews 

undertaken in this empirical research case study (illustrated in Chapters six and seven) are 

examined further in Chapter eight. This further exploration provides a supplement to the 

RPAs and addresses the shortfalls identified in them by including the viewpoints, 

experiences and perceptions about how characteristics of the neighbourhood have an 

impact on the health and well-being of elderly residents.  

Shortfalls in the RPAs reports issued by PMCC are caused by participant selection bias that 

favours key community members who are service providers, thereby resulting in under-

represented input from the residents in the wards, in particular elderly residents. There is 

also a lack of like-for-like comparison in writing up the reports. For example, rates of anti-

social behaviour incidents are quoted as 48.5 per 1,000 residents in Fratton but these figures 

are omitted from the Charles Dickens and Paulsgrove reports. Instead, the Charles Dickens 

ward report states that antisocial behaviour is reported as being the ward’s biggest issue 

with significant increases in incidences of violent crime. In addition, areas of priority 

earmarked as important and requiring immediate attention identified at workshops held 

across the wards are reported systematically for Fratton and Charles Dickens wards but not 

Paulsgrove and Wymering.  

Therefore, it is proposed that focused research in the adjacent highly deprived wards of 

Charles Dickens and Fratton will contribute micro-scale identification, by elderly residents, 

of urban environment characteristics that are perceived to have an impact on their health 

and well-being. Ideally, identified features that are correlated with health and activity status 

will potentially provide evidence-based recommendations for improving health and well-

being in this vulnerable group while also complementing the RPAs undertaken by PCC in 

2016.  

A cross-sectional case study of the aging population ≥65 years of age in two highly deprived 

wards in Portsmouth, Charles Dickens and Fratton, using mixed method methodology is 

proposed. Analysis of both quantitative and qualitative data will together provide a rich 

source of information (Creswell and Garrett, 2008) by providing complementary insights into 

neighbourhood features perceived to affect health and well-being. This will advance our 

understanding of urban environment impact on health and well-being in this demographic.  
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Identifying specific urban environment indicators of health and well-being, particularly the 

restorative facilitators and environment barriers in the context of elderly highly deprived 

population groups, will contribute new evidence to inform the development of localised 

public health policy recommendations. 

Elderly residents’ first-hand perceptions will help provide targeted recommendations for 

addressing HWB inequities and potentially provide a framework for redesign of highly 

deprived areas. It is hoped this will form the basis of a dialogue for ongoing collaboration 

between PMCC, residents and researchers at the University of Portsmouth to deliver urban 

improvements that are accessible, inclusive and equitable. 

5.7 Conclusion 
Portsmouth has a busy working harbour on three fronts: commercial, naval defence and 

tourist attractions. At the same time a legacy of inequity is experienced by residents living 

in poorer deprived socioeconomic wards. Ongoing inequity experienced by residents 

prompted the council to undertake RPAs to inform understanding and decision making to 

redress the situation. However, considerable emphasis was placed on inviting key 

informants comprised of official and unofficial community members (Annet and Rifkin, 

1995). This distinct bias meant that few lay residents were invited to participate and that 

elderly community members were under-represented in the RPAs.  

Also, ongoing poor air quality in the city resulted in zones in and near to deprived areas being 

designated as AQMAs. Ongoing poor air quality is a cause for concern due to the significant 

impact and consequences for all residents and particularly anyone diagnosed with a 

respiratory disease (Frank and Engelke, 2005; Pope et al., 2016; Doiron et al., 2019). 

Although the income derived from shipping is a mainstay in the local economy, it appears 

there is a blind spot by local councillors, Director of Public Health and CCGs to the 

concomitant direct contribution to air pollution in the city. This, in and of itself, needs to be 

redressed and is worthy of separate dedicated research.  

Furthermore, seeing that there is a significant focus on new builds and regeneration of 

existing buildings to increase accommodation capacity in the city this will lead to an increase 

in population numbers and motor cars, placing further pressure on already pressured 

existing public health and city services providers. The onus and responsibility therefore lies   
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with PMCC infrastructures such as public health, transport planning, building planning and 

air quality management officers to take a joined-up approach and insist on comprehensive 

Health Impact Assessments accompanying planning documentation. These then need to be 

subjected to rigorous critical analysis before being granted permission.  

Although combined Public Health and local statistical data demonstrates outcomes that 

places each ward within a category on the index of multiple deprivation, it is argued that 

what is missing is a one-on-one dialogue with elderly residents to establish if and how 

environment characteristics, considered to be health and well-being barriers and facilitators, 

are perceived. How else do we know and understand what we don’t know? To answer these 

questions robust data acquisition is required in collaboration with residents that is 

supplemented by objective analysis of the environment to answer the questions 

surrounding perceived health indicators.  

Therefore, combining health data together with personal perceptions of the outdoor 

environment that are then examined within a defined neighbourhood in order to improve 

context of understanding is proposed. In this way common problem areas may be identified 

by the elderly residents with results mapped. This will facilitate a process whereby 

recommendations may be made to service providers to attend to troublesome ‘hot spots’ 

and help plan and support inclusive regeneration of outdoor environments that will benefit 

all population groups, including disabled and aging populations. This will be integral for 

transport infrastructure provision (council) and CCGs health delivery services considerations 

going forward.  

In examining the nexus between elderly health and well-being and the urban environment, 

this thesis has thus far examined and reported on contemporary literature in Chapter three, 

defining healthy cities in Chapter four, and this chapter, Portsmouth in context. This chapter 

has contributed to the thesis methodology by helping identify and select the 

neighbourhoods in two adjacent deprived wards in the exploratory case study. Taking 

conclusions of these three chapters into account, they provide justification for and are the 

means in helping direct the design of a model of engagement and research within the 

community to establish perceived barriers to health and well-being in the elderly.   
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The research methods, results and findings from the first phase interviews with elderly 

residents from Charles Dickens and Fratton wards are presented in the next chapter.  
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Chapter six. First Interviews ‘Urban environment cues perceived to 
have an impact on Health and Well-being in the elderly: An 
exploratory case study of two wards in Portsmouth’  
 

Gaps identified in contemporary literature and previous local research directed the focus of 

this body of research. In depth literature analyses are presented in Chapter three, the 

Literature Review, Chapter four, Healthy Cities and Chapter five, Portsmouth in context. This 

chapter excludes content regarding the interview methods used as they were illustrated 

previously in Chapter two. The study area profile has also been excluded in this chapter as 

it was illustrated previously in Chapter five. Lastly, the discussion section has been excluded 

in this chapter as it is integrated in Chapter eight, Discussion.  

6.1 Introduction 
Ageing is identified as a relevant issue in 15 of the 17 Sustainable Development Goals (UN 

News Centre, 2015) and the Quito Declaration on Sustainable Cities and Human Settlements 

for All (United Nations, 2017b). Elderly who are ≥65 years of age are estimated to account 

for 88% of total growth of head of households in England between 2016 and 2041, and are 

projected to comprise 19% of the Portsmouth population of approximately 238,000 in 2035 

(Harkrader, 2018). As a result, public health commissioners and citywide service providers 

are increasingly pressured to plan and provide infrastructures that are aligned with healthy 

ageing as a priority. The Global Network of Age-friendly Cities and Communities emphasises 

that infrastructure domains need to comprise key indicators that are equitable, accessible 

and inclusive (WHO Kobe Centre, 2015). Consequently, it is important that the key indicators 

are in place for the most vulnerable members of the public: particularly those who are 

disadvantaged, disabled or elderly or all three. However, to do this effectively, we first need 

to identify and develop a baseline understanding of what works and who is left out (Officer 

and Wu, 2018). The official measure of relative deprivation in the English Indices of 

Deprivation and JSNA Annual Summary report that Fratton, Charles Dickens and Paulsgrove 

wards in Portsmouth fall within 10% of the most deprived areas in England (Smith et al., 

2015; NHS Portsmouth Clinical Commissioning Group, 2016; Noble et al., 2019) and they 

therefore warrant further investigation.  
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The overall aim of this research project is to identify and develop an understanding of urban 

environment characteristics perceived by elderly residents, living in two highly deprived 

wards, to have an impact on their health and well-being. Locally identified determinants of 

active ageing, such as specific outdoor environment aspects, plus individual, behavioural and 

social factors may potentially provide a baseline against which subsequent neighbourhood 

improvements made may be charted, similar to work done previously in London (Saunders 

and Transport for London, 2018), discussed in Chapter four.  

The National Planning Policy Framework report setting out the Government’s planning 

policies for England (Department for Communities and Local Government, 2012), and latest 

updated planning practice guiding principles include strategic categories of environmental 

impact on health and well-being (Ministry of Housing Communities and Local Government, 

2019). These include air quality; landscape features that give a sense of place; design that 

considers safe and inclusive accessibility to public places and green spaces; healthy 

communities that include infrastructures promoting active travel and physical activity; and 

engagement with the local community. Locally in Hampshire, for Portsmouth and 

Southampton, this translates to close collaboration between the Director of Public Health, 

Health and Wellbeing Boards, and CCGs in the NHS. 

National health and well-being concerns are partly addressed with the advent of the NHS 

England’s Healthy New Towns projects (NHS, 2016; Carmichael, 2017), the updated Housing 

White Paper (Chang, 2017), Healthy Cities Networks (Wilding, 2013), understanding local 

needs for well-being data measures and indicators (Brown, Abdallah and Townsley, 2017), 

localised Change 4 life Healthy Living programme (BH Live, 2017; National Health Service 

Choices, 2017), amongst others. Notwithstanding these and Healthy City Framework 

guidelines that recommend close collaboration with communities to facilitate delivery of 

equitable, inclusive, accessible infrastructures (Slater, 2012a; Wilding, 2013; RTPI, 2014a; 

Chang, Egbutah and Jukes, 2015; WHO, 2016a), examination and understanding of the 

unique lived experience and perception of neighbourhood features by older residents 

remains limited (Gardener and Lemes de Oliveira, 2019).  

Perception of the outdoor urban environment provides relative meaning and value that 

affords opportunities for users to participate in and utilise local infrastructures and services.   
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Gibson (1986) was the first to apply the term ‘affordance’ to environmental factors providing 

opportunities and possibilities for nutrition, manufacture of artefacts such as pottery and 

furniture: ‘what other persons afford, comprises the whole realm of social significance for 

human beings’ (Gibson, 1986, p. 130). Gibson posited that a niche in the environment and 

how an animal lives in it is comprised of a set of affordances that have both objective and 

subjective properties; these properties are reflective of both the environment and the 

elicited responding behaviour (Gibson, 1986). Responding behaviours are likely to be 

affected by context, and this needs more detailed investigation in order to understand the 

wider applicability of how this theory is related to individuals. It is important to take the 

personal history of the individual and contextual meaning of place and person - the person 

specific ‘umwelt’ into consideration (Baggs and Chemero, 2018).  

Nevertheless, cognitive neurological perception systems make it possible to analyse and 

define different affordances such as manipulability of tools in the environment i.e. a floor 

affords walking across a space, a cup affords something to drink out of (de Wit et al., 2017). 

Perception is therefore the resonating process where the objective and subjective 

environment, personal historical experience of place (memories) and individual 

ethnographic context are merged in order to create a unique awareness of affordance 

possibilities in the environment that guides the responding behaviours. A socio-material 

reality of place is therefore included in the affordance and may arguably be regarded as a 

mutual reciprocal dependence (Kiverstein, van Dijk and Rietveld, 2019). In other words, 

personal preferences that have evolved over time dictate neighbourhood activity 

preferences that are dependent on quality of the affordances such as safety, surfaces of 

walkways and opportunities to rest and socialise along the way. 

Affordances in areas of everyday living in an urban environment neighbourhood are best 

known by the residents living in it (Bratina Jurkovič, 2014) because characteristics in the 

environment influence the agency of the individual (independent free choices made). The 

elderly mobile population are experts on their day-to-day outdoor urban experiences 

(Buffel, Skyrme and Phillipson, 2017; Yung, Ho and Chan, 2017) because they venture out to 

access local shops, services and parks and are ideally placed to inform local service providers 

about perceived shortfalls.   
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Elderly voices, viewpoints and feedback are an underutilised valuable resource to establish 

what urban neighbourhood characteristics are perceived to impact on their health and well-

being and there is a paucity in the literature reflecting this (Gardener and Lemes de Oliveira, 

2019). What is needed is a framework or tool to establish a baseline evaluation of the urban 

environment by the elderly. One way to do this is to use RPAs which are advocated to assess 

health needs by using participatory methods (Annet and Rifkin, 1995), discussed previously 

in Chapter five.  

Portsmouth City Council undertook RPAs of three of the most highly deprived wards in 

Portsmouth in 2016 to identify local issues that may be contributing to ongoing deprivation. 

A bias weighted towards including neighbourhood services providers meant that emphasis 

was placed on a top-down approach and few residents participated. An equal inclusive 

manner, inviting residents (including the elderly) to participate, would have facilitated 

valuable input from residents. The omission to include elderly viewpoints in the RPAs of the 

most deprived wards undertaken by PMCC in 2016, further motivated this empirical 

exploratory case study of the elderly living in deprived urban wards in Portsmouth, 

Hampshire, Britain.  

 

6.2 Results and findings  
6.2.1 Demographics  

Interviews that lasted on average one hour each were held at Buckland, Fratton and John 

Pound community centres and St Wilfred’s church in Fratton with fifteen residents (67 to 87 

years of age) between April and July 2018. Table 6.1 illustrates the participant demographics, 

including time lived in the neighbourhood and whether they used a mobility device. 

Participant names are replaced with a coded reference to maintain anonymity and ensure 

confidentiality.  

All participants were retired, three were involved in voluntary community work. Two 

participants lived in the area all their life; the majority (11/15) lived in the same 

neighbourhood for ≥34 years and two lived there for ≥17 years. Five participants used 

mobility aid walkers, otherwise known as a zimmer frame, trolley or rollator that has wheels 

and handbrakes. 
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Table 6.1 Participant demographics 

Number Years lived in 
neighbourhood 

Area Male/ 
Female 

Age Mobility 
device 

Alias 

1 17 Buckland, CD Male 72 Rollator  A1 
2 47 Buckland, CD Female 75 Rollator  B1 
3 18 Portsea, CD Female 74 Rollator  A2b 
4 46 Fratton Female 73 n/a A2a 
5 87 Fratton Female 87 n/a A3 
6 60 Fratton Male 71 n/a A4 
7 80 Fratton Female 80 n/a W1a 
8 34 Fratton Female 69 Wheelchair W1b 
9 34 Fratton Male 67 n/a W1c 

10 47 Fratton Male 69 n/a A5 
11 4 Fratton Male 66 n/a A6 
12 40 Fratton Female 78 n/a  W2 
13 49 Portsea, CD Female 78 Rollator JP1 
14 48 Landport, CD Female 76 Rollator A7 
15 9 Portsea, CD Male 67 n/a JP2 

Key: CD Charles Dickens Ward 

Two participants with rollators reported they had chronic respiratory disease and one had 

cerebral palsy, however their walking ability was not compromised. Other participants using 

walking aids reported limited mobility. Nevertheless, all were physically active and able to 

leave their home on foot independently barring one participant who was wheelchair (non-

motorised) bound and relied on a carer to enable mobility.  

6.2.2 Health, well-being and physical activity  

Self-rated health, well-being and physical activity results are illustrated in Table 6.2. Testing 

the variables for normality of distribution confirmed that time lived in the area, ages of 

participants and activity during the week that preceded the interview were distributed 

normally according to the Shapiro-Wilk test, the most appropriate test for sample sizes 

below 50 (Field, 2017). Therefore, Pearson correlation tests were best suited and 

undertaken between these variables. However, the remaining variables were not normally 

distributed and Spearman’s rho correlation analyses were applied (ibid).   
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Table 6.2 Health, well-being and physical activity scores 

Participant Health Happy Satisfied Worthwhile Anxious Active 

1 2 2 5 5 5 3 
2 3 5 5 5 2  5 
3 2 4 4 4 5 2 
4 5 5 4 5 5 5 
5 3 4 4 4 4 3 
6 4 4 5 5 5 5 
7 4 5 5 4 5 1 
8 2 5 5 4 2 1 
9 2 5 5 5 2 2 
10 4 5 5 5 5 4 
11 4 5 5 5 5 1 
12 4 4 4 4 5 4 
13 3 5 4 5 5 5 
14 4 5 5 5 5 4 
15 4 5 5 5 4 3 

Average 3.3 4.5 4.7 4.7 4.3 3.2 

 

If the highest available option was chosen across all the Likert scale answers by the 

participants the maximum average score would be 5 for each of the five variables. The 

average row shows that the highest average scores across the 15 participants were reflected 

in two of the four well-being questions, i.e. satisfied with life and feeling that life was 

worthwhile. Conversely the lowest scores were the level of activity the previous week and 

self-rated health.  

Another way of reviewing the above table is to assess the segment allocation of self-rated 

health, well-being and activity levels per participant in a chart, illustrated in Figure 6.1. If a 

participant chose the lowest level for anxiety (reordered to a higher number as mentioned 

previously to be in alignment with the other scores), highest level of health, well-being and 

activity options the maximum number they could reach across these variables would be 30. 

Figure 6.1 shows how 9/15 participants had an average score ≥25, 5/15 participants had an 

average score of ≥20 and 1/15 had a score of 18. 
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Figure 6.1 Segment allocation of variables for health, well-being and activity 
 
Reviewing the above segment allocations, it can be seen that 3/15 participants had high 

anxiety scores (a low score) and two of the three with high anxiety scores also had poor 

health scores. Four participants rated their health as very poor (scoring 2), and three of the 

four, who rated their health as very poor, rated their activity level the previous week as ≥2 

(one hour or less) while one rated their activity as 2 hours the previous week. Active scores 

of ≥4 (≥2½ hours the previous week) were recorded by seven participants, and these 

participants rated their health as ≥3 (fair to excellent).  

Bivariate correlations between combinations of two numeric variable sets are illustrated in 

Table 6.3. However, statistic results for small sample sizes need to be interpreted with 

caution. In this sample (n=15), results of the Pearson correlation test between age of 

participants and length of time lived in the area indicated a significant positive association 

(r(15) = .75, p =.001). However, living in the area for longer was not significantly correlated 

positively with health (rs(15) = .21, p = .439) or activity level (r(15) =.35, p = .364). Gender 

and age are significantly correlated (rs(15) = .74, p =.01), with the oldest participants being 

women. There was no correlation between physical activity level and health as one might 

expect.   
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Neither was there a correlation between the worthwhile and happiness or satisfaction and 

happiness scores, returning the same result for both (rs (15) = .336, p =.221). 

Table 6.3 Correlations between demographics and health and well-being 

Variables Correlation 
test 

Correlation 
Coefficient 

p value 

Age and Time (lived in the area) P .758 .001**   
Active and Age P  .209 .455 ns 
Active and Health S .355 .194 ns 
Active and Time  P .253 .364 ns  
Active and Worthwhile S .485 .067 ns 
Active and Anxiety  S .201 .472 ns  
Health and Time  S .216 .439 ns  
Health and Happy  S .289 .296 ns  
Health and Anxiety  S .478 .071 ns 
Worthwhile and Satisfied S .400 .140 ns 
Worthwhile and Gender  S -.577 .024*  
Worthwhile and Age S -.492 .062 ns 
Worthwhile and Happy S .336 .221 ns 
Satisfied and Happy S .336 .221 ns  
Satisfied and Gender S -.577 .024*  
Satisfied and Age S -.588 .031* 
Gender and Age S .744 .001** 

** Correlation is significant at the .001 level (2-tailed). 
* Correlation is significant at the 0.05 level (2-tailed). 
P = Pearson, S = Spearman’s rho, ns not significant 

 

On the other hand, all participants rated that the things that they do in life are worthwhile. 

However, only correlations between worthwhile and satisfied were significantly correlated 

in men (rs(15) = .57, p =.02). An assumption that health and happiness correlations may be 

associated was not met (rs(15) = .28, p = .296). Likewise, health and anxiety were not 

correlated (rs(15) = .47 p = .071); neither were active and worthwhile (rs (15) = .48 p = .067); 

or worthwhile and age (rs(15) = -.49,.p = .062). However, these three correlations 

demonstrate a trend to be closer to significant levels (p = ≤.05). Nevertheless, as mentioned 

previously, small sample sizes need to be interpreted with caution. 

6.2.3 Maps of common walking routes  

Interview discussions with participants included drawing common walking routes on 

laminated maps of Fratton and Charles Dickens wards, illustrated in Figure 6.2 and 6.3.   
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The mapping of routes walked helped prompt participants speak about neighbourhood 

issues encountered. The majority of routes described were short distances to access local 

services, the nearest bus stop or train station whereas the longest route was a regular 

walking for leisure route that included a circuit through Kingston cemetery in Fratton, 

illustrated in Figure 6.3.  

 

  

Figure 6.2 Participants’ walking routes in Charles Dickens ward 
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Figure 6.3 Participants’ walking routes in Fratton and Portsea 

 

Analysis of interview dialogues revealed the perceived importance of specific urban 

environment characteristics by residents that impact on their health and well-being. In the 

next section the characteristics are summarised under two main sub-headings: Health & 

Well-being Barriers and Health & Well-being Facilitators. 

The number of times topics are raised under themes within health and well-being barriers 

and facilitators are presented within a diagrammatic illustration in Figure 6.4.   
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Figure 6.4 Participant identified health and well-being barriers and facilitators 

 

In addition to an overlap within and between the themes, a sense of community tension 

between perceived safety versus unsafe aspects in the neighbourhood is observed.  

 

6.2.4 Health and Well-Being Barriers 

Health and well-being barriers identified by participants are negatively identified aspects in 

the urban environment that are associated with degraded aesthetics, sidewalk pollution, 

antisocial behaviours, inaccessibility and traffic related factors. Anonymised participant 

comments are coded to maintain confidentiality. The comments are presented as spoken, 

include abbreviated words and a descriptor is occasionally added in square brackets to 

clarify meaning.   
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Unpleasant degraded aesthetics 

Unpleasant aesthetics include the state of disrepair of housing in Landport and Fratton and 

buildings left derelict over time in Fratton and Charles Dickens wards. For example: 

• in Landport (A7) ‘If they painted the stairwells and outside of the building – it’s 

terrible, all falling to bits. Rather than spend money on landscaping like where they 

planted trees and flowers and grass along Wimpole Street, paint the building I am 

in.’  

• in Fratton (A6) ’all the person who owns that building [residential home] is interested 

in is getting the [rent] money, so in a lot of cases the people who own the houses are 

running the areas down because they’re not bothered’ [to maintain them]. 

• in Fratton (A6) ‘pub’s been left to go derelict and, in a few cases, we’ve had to get 

the police to come on a Sunday‘ [because of antisocial behaviour]. 

• (A2b) ‘I would love Portsmouth to sort that Brunel house out.’ 

• (A2a) ‘that’s an eye sore opposite the Gunwharf entrance’[Brunel House]. 

 

Student accommodation  

Concerns are voiced about the number of new buildings, predominantly student 

accommodation, going up in Portsmouth. 

• (A7) ‘There are numerous student housing blocks that have been built but what 

about the people who live here? What about them?’  

• (A2b)‘Since September they’ve put in that student block in Pall Europe. They’re 

building this new Premier Inn, now they’re planning to do next to it, right in front of 

my flat next to the car park, they’re putting in a 12 storey.’  

 

Homelessness 

Homelessness is concerning to participants, voiced as impacting on health and well-being in 

multifaceted contexts. These include an unappealing aesthetic, unhygienic and concern for 

a resident with dementia in addition to concerns about the welfare of the homeless. For 

example: (B1) ‘you walk along and there’s all these piles of bedding and all this stuff all 

around ‘em… I don’t think it should be allowed because it just looks so unsightly… it’s 2 

o’clock in the afternoon they’d be asleep there rolled up in all this dirty bedding.’ (A5) 

‘around Fratton Station… we’ve got a rough sleeper around there, what concerns me about 

it is not so much because of him, but because of my mother [who has dementia], if she 

wanders down the garden and starts talking to him or whoever else, I mean, I don’t know 

these guys.’  

https://www.google.co.uk/maps/@50.8001615,-1.0924005,3a,75y,225.77h,81.33t/data=!3m6!1e1!3m4!1sbFV0o7vR4i7cSAfbioeQlw!2e0!7i13312!8i6656
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(A6) ‘There isn’t enough people out there that’s helping them and then when you go to the 

council they say well, you’re not really doing them any good, you’re doing them more harm 

because they know you’re going to come and feed them so they’re gonna stay there. But if 

someone doesn’t want to go into hostels, whether its drug addiction and abuse and alcohol 

and fights, if they don’t want that, and want to keep away from that then if they’ve got 

nothing else left in their life, at least, if that’s their little bit of pride, don’t steal that away 

from them.’  

Sidewalk Pollution  

Identified barriers to health and well-being include rubbish left lying on pavements, 

mentioned by 7/15 interviewees, fouled pavements by 5/15 and fly tipping by 4/15. A sense 

of incredulity and despair comes through in participants’ voices in the following quotes: 

• (A2a) ‘Portsmouth is so flippin messy. I mean, I walked down the road the other day 
and picked up 5 cans. If I can do it, why can’t other people do it?’  

• (A5) ‘there’s this builder’s storage area and people always come have lunch there 
and throw all the rubbish down. They don’t take anything with them.’ 

• (A4) ‘What becomes the norm … walking along, the kiddy’s got his sweet and he just 
throws [demonstrating hand throwing the wrapper] on the ground… Now, hang on 
love – you know. You think to yourself, what are you doing?’ 

• (A6) ‘the streets could do with being a bit more-tidy like.’ 

• (JP1) ‘It’s not what I call healthy, basically when I first came here, to me it was a dirty 
scruffy area. And to me now, it is still a dirty scruffy area. There’s always rubbish in 
the streets. You see a slum area, if you see a tip or something like that you just chuck 
stuff on it. Which is what they do down here.’  

• (JP2) ‘Rubbish not in bins at the flats attract rats. Sometimes see throwaway nappies 
on the pavement in Portsea, also in Southsea area. Also, the mess left with people 
emptying their car ashtrays on pavement and roads. Why don’t they clean up the 
rubbish?’ 

• (W2) ‘Litter is very bad. One weekly clear up, we could really do with two.’ 
 

Antisocial Behaviours   

Observations of drug dealing in Buckland and Fratton and drinking alcohol in local Church 

grounds and parks (7/15), swearing by youths in front of young children in parks contribute 

to avoidance of the area by residents and there is an associated perception of the area being 

unsafe. Cycling on pavements and inconsiderate disabled buggy drivers also contribute to 

feeling unsafe. For example: 

• (B1) in Buckland ‘there are drug dealers… they’ve always got the police there.’  
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• (A3) ‘the [St Mary’s] churchyard is pretty if you could walk through in peace and not 
have the … usually people sit and drink [alcohol] on benches.’  

• (A2b) ‘there are drug problems in Portsmouth, drug dealing takes place in daytime 
in the alleyway next to Fratton Community Centre. If there are people in the 
alleyway between Fratton Community Centre and the road along St Mary’s when I 
walk towards Fratton road bus-stop I wait to walk through it, it isn’t safe.’ 

• (A2a) ‘in Victoria Park during the day with my grandchildren and you’ve got 
alcoholics there or you get the schoolkids coming in and they start jumping on the 
swings and slides and effing and blinding and you don’t want the children to hear it. 
Manners have gone out the window.’ 

• (JP2) ‘I have concerns about alcohol consumption taking place outside. The signs 
clearly say no alcohol consumption outdoors – but what’s the point? I don’t see 
anyone getting arrested for it. Also, swearing at their kids, I find that disgusting.’  

• (A6) ‘Our biggest concern is the [Harbour] school on Penhale road for children, well, 
they’re not really children, they’re 13, 14- and 15-year olds who cannot go to 
another school because they’re so destructive and [use] abusive language. I would 
say they’re very special needs and the police are there every day. I’ve never had any 
problems with anybody other than the kids at this school. Throwing stuff over into 
the garden and stuff like that and abusive language. Girls and boys as well.’ 

• (A2a) ’there are some cyclists … road users in general that are really considerate, 
others are downright ignorant. We can also say that about disabled buggies, they 
just push their foot down and you don’t even know they’re behind you.’ 

• (JP2) ‘Cyclists and some people on motorised buggies have no respect.’ 
 

Fifty of the most commonly occurring unhealthy urban environment attributes and negative 

aesthetics words in Figure 6.5, sourced from NVivo, illustrates how perceived health and 

well-being barriers intersect with place and antisocial behaviour. The prominence and 

density of codes is reflected in the size of the print. 
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Figure 6.5. Word cloud showing the prominence and density of 50 most commonly 
occurring unhealthy urban environment and negative aesthetic associated words (source: 
NVivo).  

 

Accessibility  

Mobility difficulty due to restricted access, is identified in numerous instances as being a 

negative health and well-being determinant. Voiced concerns reflect problems experienced 

with uneven sidewalk surfaces resulting in falls: (A1) ’last year I fell over in Nikleby car park 

… the paving stones were up and down. They are terrible and I fractured my left leg.’ When 

the researcher asked if they are still like that today (in 2018), ‘Yes, it’s still like it, the 

pavement stones are all cracked up. There is a piece where I live that could be sloped, when 

people come out on the main door … easier then to get down … like for a wheelchair, or a 

say a walking frame like I got’. (W2) ‘Quality of pavements in our area are rather poor. I’ve 

fallen over a few times, which is rather unpleasant, because they weren’t completely flat. 

You know, sometimes they should have been done [repaired] and they haven’t been done. 

I was coming from New Road about here [pointing to map, between Byron Rd and Tennyson 

Rd] and I fell rather badly’.   
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Participants mentioned that the redeveloped walkway area in Commercial Road is uneven 

and potentially hazardous for the elderly. (JP2) ‘people with a wheelchair it’s a bit bumpy, 

especially cobblestones in old Portsmouth and Commercial road.’ One participant is 

particularly scathing: (A2b) ‘Whoever passed to spend all that money in Commercial Rd to 

put that cobbled pavement in… is awful, you can’t do a trolley [mobility aid] over it. You can’t 

do anything. It’s not even. It’s very bad for people of all ages.’  

Conversely, another participant who also uses a mobility aid is appreciative about the 

aesthetics of the cobblestones and pragmatic about avoiding them (B1) ‘I think they quite 

attractive. Yeah. I don’t walk on ‘em because they’re a bit uneven with a trolley and that so 

just walk on the pavements.’  

Walkway access at St Mary’s Church bus stop on Fratton Road is identified as restricted 

between the bus stop and space allocated for pedestrians to walk by: (A2a) ‘The pavements 

are very uneven. If you sit on those seats [at St Mary’s church bus stop] you could lounge 

back, put your feet out’ [on the church yard perimeter wall]. Another participant describes 

the difficulty at St Mary’s bus stop: (A2b) ‘a push chair comes past, you have to get up move 

your trolley [out the way], get out’ [of the bus stop]. 

Parked cars block sidewalk access to homes in Portsea and Fratton, resulting in residents 

needing to walk in the road to gain access: (A2b) ‘we got our pavement, I still got to walk in 

the road, facing all the buses.’ (W1c) ‘there’s so many cars parked on the pavement. So, 

you’ve got to get out onto the road to get past them. I told one off last year, he actually 

parked up on the pavement, right close to the gate. I had to literally open the gate and 

squeeze past.’  

A sense of resignation comes across in the comments: (W1c) ‘A lot of times we have actually 

had to go out in the road and cars coming around the corner you can’t do anything about it 

… It seems its only one side of the road that they park on as well, on the pavement. When 

we come back … as soon as we turn the corner into South Road, I say do we or don’t we? 

Yes, we do. Got to go out in the road because cars are parked on the pavement. They just 

don’t care.’ Talking about dropped curbs (W1b) ‘Some pavements are still not right. Even 

though they’re sloping, I nearly fell out [the wheelchair] last week.’ W1c ‘When you go down 

Ernest Rd and all, and the junction of George Street and Hampshire Street the pavements …   
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slopes aren’t properly done, they’ve lowered them, but they still got a gap, an inch, 2 inches, 

I’ve got to walk backwards up the slope. So, I think they can make that a lot better.’  

Impact of traffic, air pollution, car overcrowding on health and well-being  

Although appreciation is shown for pedestrianisation infrastructure improvements over 

time, traffic volumes and speeds remain a present-day concern. This is illustrated in the 

following examples of participants’ dialogues:  

• (JP1) ‘at one time it was quite a bit of bedlam trying to cross the lights … but now, 

after we had three accidents down here, and one was on a pedestrian crossing, 

they’ve had two or three different crossings put up along Queen Street.’ The 

researcher: ‘So, the improvements that you’ve seen were safe crossings over Queen 

street?’ JP1: ‘Yeah, the crossings and lowering the speed limit [to 20mph], and yeah 

I mean it’s cleaned itself up a lot since … to what it was years ago in the 1960’s to 

what it is now.’  

• (A7) ‘Crossing the roundabout in Arundel [Muirfield and Arundel road] the traffic 

doesn’t stop for you, it’s not controlled. Several years ago, we petitioned to put a 

crossing there which improved it, but it’s not controlled and drivers just carry straight 

on instead of stopping.’ 

• In response to the researcher’s follow-on question: ‘When you walk from home, and 

you go to Fratton station, is it easy to access and get across? (A5) ‘Well it’s not too 

bad, because they’ve got one of these sleeping policemen in the middle of the road, 

so it slows the traffic down, but there’s no pavement on one side of the road … It can 

get a bit difficult because if you get a lot of taxis there and they’re all zooming in and 

out.’   

 

Air pollution, attributed mostly to exhaust fumes, is quoted in response to the question: 

‘What do you think is bad for your health and well-being?  

• (A2a) ’The whole island is now fume filled.’  

• (JP1) ‘I think it’s all the way round really. I mean as you walk along, as you walk up 

from Commercial road up into Portsea and you come up Edinburgh Road and Queen 

Street straight into Portsea and straight the way down into the hard, I mean it’s all … 

and all the side roads and things like that … all about the same.’ 

• (A3) ‘Well I suppose we get a certain amount of fumes and so forth and noise from 

the railway.’ 

• (A2b) ‘covered with traffic and you are living at the pace of the island which is not 

good for us. We could never come out of our door and walk down the street like we 

used to years ago and have calm. Where my road and window is they’re not 

switching their engines off. The buses waiting to go past, the cars going in the car   
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park, everyone has got their engine on and I’m having fumes in my window, in 

Summer I find I have to close the window even.’ 

• (B1) ‘One family over the road has got four cars… one on the end has got a car and a 

caravan type car permanently parked. People use these cars for work and that, so 

there’s nothing really you can do about it except not go out or wear a mask.’ 

• (JP2) ‘People smoking or vaping need to consider others, be respectful, not smoke in 

public places like bus shelters.’ 

 

Noise from the railway (A3), noisy mopeds riding through the park in Buckland (B1) and 

night-time noise in Portsea (JP2) contribute to noise. For example: ‘Night-time noise from 

neighbour’s parties. In the new complex opposite they are noisy from time to time, music 

beyond 11pm.’  

A Portsea resident sums up the localised air pollution problem and reports that the 

neighbourhood is an air pollution nexus, that it is traffic heavy, the antithesis of calm: (JP1) 

‘I think there’s a lot of pollution in Portsea, you don’t get the sort of feeling of fresh air. I 

mean every day it’s about the same. It’s the motors, the traffic. Everybody is sort of on top 

of each other.’ Annoyance about car overcrowding is expressed because parking and access 

for the residents is identified as problematic, for example: 

 

• (A5) ‘two of the neighbours have concreted over their garden, I couldn’t believe it, I 

was a bit annoyed, so they can park their cars.’  

• (W1) ‘Everybody’s got 2 or 3 cars at houses and you can’t find anywhere to park. We 

were offered a tree years ago [by council] and somebody said they didn’t want it 

and then they moved two months later. We would’ve loved it. And now, because 

the parking is so bad, I don’t think they’ll put in anymore. You know, because they 

can’t block any more parking.’   

•  In addition to driveway access being blocked: (W2) ‘That’s one of the bad things, 

parking is terrible. At the weekends white vans come. A big one parks outside my 

front door and they block the light. Because my windows are on the pavement, they 

block the light. Not very good.’  

• (A2a) ‘I have 5 people living in my house …I get my parking permit free. The Council 

then issue 4 more parking tickets under my address. The people either side haven’t 

got a hope in hell’s chance of getting a parking space because all my family are taking 

it up.’ Offering a solution, this participant then said: ‘there should be a limit of how 

many parking tickets can be issued to a house… it’s not fair to the rest of the people 

in the street.’  
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Reminiscing about the past, a Fratton participant mentions the loss of neighbourhood 

cohesion and identifies unsafety in the streets of present day due to emphasis on cars for 

transport: (A4). ‘you played in the street in the past, but you wouldn’t play in the street now, 

cor blimey, every bugger’s got a car. Some of the neighbours in my road, the school is there 

[pointing to the map] and they take their kids round [by car]– the one-way system which is 

along there [pointing to the map] to school in the car! What are you doing? What’s up with 

ya? Yeah, come on, get real!’   

6.2.5 Health and Well-Being Facilitators 

Positive salutogenic determinants identified by participants in the urban environment were 

associated with walking for transport, leisure and health, a sense of belonging, restorative 

green/blue spaces and views and accessibility and resting places. In some instances, 

residents travelled beyond the immediate neighbourhood boundary to access these. In 

response to the question ‘What do you think is good for your health and well-being?’ 

responses included appreciation of views, open spaces and resting places. 

Active transport - walking  

The importance of walkability was confirmed in this research. Most participants walked in 

the neighbourhood three to four times a week and one participant reported an average of 

12,000 steps a day recorded by her Fitbit. Walking to local shops and community centres 

were the most frequent destinations walked to (8/15). Outdoor ‘feel good’ activities were 

identified as walking (11/15) and gardening (4/15).  

Sense of belonging 

Examples of a sense of belonging are multifaceted and may be simple, yet also complex. An 

awareness of drug-related criminal activity did not hinder a sense of belonging to the 

neighbourhood. A triangulation of elements emerge, namely, appreciation of accessibility to 

local services, appreciation of home and trouble-free neighbours notwithstanding an 

awareness of drug dealing. Straight forward and complex examples follow:  

• (A3) ‘I quite enjoy living there because I’ve always lived there apart from 3 years 

during the war.’  

• (JP2) ‘There are also a lot of good people.’  

• (W1a) ’We are nice and central where we are. We go to St Mary’s soup [charity] 

lunch.’  
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• (B1) ‘there are drug dealers… they’ve always got the police there. I love living where 

I am and wouldn’t want to live anywhere else.’ To which the researcher responded: 

‘and you love it because…?’ B1: ‘because I just like it. I love my house, I don’t have 

any trouble with the neighbours, it’s very local for everywhere.’ 

• (B1) ‘I’ve lived there 47years now, coming up for 48…. It’s just, you’ve got that bit 

over here [pointing to an estate in Buckland on the map] I’ve got no intentions of 

moving as long as I keep me door shut and keep myself, you know, to myself, I’m 

fine.’ 

Community events at local community centres and churches are important health and well-

being hubs for the elderly in this study, providing opportunities to connect with others. 

Residents look forward to socialising and participating and for those living on their own it is 

the only opportunity for social interaction. For example, walking to Commercial Road from 

Buckland, either stopping to rest on the bench outside All Saints Church or going in for 

refreshments on the way:  

• (A1) ‘There is a bench in the church grounds. I can sit there now and again if I want 

to. There is a coffee or teas or anything like that, you can go in …. I go in there quite 

a few times, yeah, if the ramp is down of course.’ 

• (W1a) ‘lot of people aren’t mobile are they, and not really healthy to do too much? 

I mean Jill Fipps [community member] is putting on those fish and chips lunches and 

a day with a difference at the different churches. You spend the day there, they have 

games, and talks and a film in the afternoon. We have a lunch, tea and cakes.’ 

 

Walking to local activities is a central feature of what is regarded as good for health and well-

being. Two participants gave a detailed list:  

• (A7) ‘The Fratton community centre works towards good health and well-being; I do 

Tai Chi on Tuesdays, Craft on Wednesdays, Fratton Friends on Thursdays and Fridays 

I go to the gym at the centre. Once a month I go to the Portsmouth Pensioners 

meeting. I am kept busy and active and in touch with other people and volunteer at 

the Portsmouth Live at Home fund-raising.‘ 

• (W2) ‘very friendly people; good accessible shops – Co-op, Spar and Tesco’s – good 

bus service; an excellent club meeting once fortnightly in the pub, the Graham Arms, 

and the church lunch here is every three weeks so that’s good as well. So, you meet 

more people. Also, you can walk to St Mary’s hospital through the cemetery which 

is good and the doctor’s surgery in Lake road is in walking distance as well.’  
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A sense of neighbourliness, social capital and safety is voiced: 

• (JP1) ‘They were very, very friendly. I think probably they wanted to help. If you are 

wanting anything done or anything like that, yes in Portsea, you’ve only got to ask, 

and someone will do it for you. There’s that. So, there’s always that feeling of security 

there. Portsea was good like that, it still is. It’s still got that; it’s just got that 

neighbourhood feeling to it. Proper community and caring and everybody, 

everybody classes themselves as the same as them. Nobody in Portsea is any higher 

or lower than them… It’s a happy area but I won’t say it’s healthy.’ 

• (W2) ‘I know virtually everybody in my road round about. Even if it’s just to say hello 

to but some of them I know really well. So that’s really good because my road, is 

mainly owner occupied whereas some of the other ones are multiple occupancy or 

let so the steady population is basically in Harcourt Rd.’ 

• (A5) ‘chat to the neighbours as well, … we talk to one another.’  

• (A7) ‘I feel safe in my neighbourhood at all times, coming home in the evening, but I 

am not out late at night’[Landport]. 

• (A4) ‘ironically because of the density, there’s pretty reasonable neighbourhood  

watches, yeah. I think it is safe.[Fratton]’ 

 

Restorative green/blue spaces 

Responses to the question ‘What do you like to do outdoors that makes you feel good?’ 

elicited, amongst others, an appreciation of private gardens and gardening.  

• (B1) ‘Gardening in the forecourt and back garden.’ 

• (A5) ‘I planted trees at the bottom of the garden. It is sort of attractive and it lifts 

things. That’s what lifts me more than anything else.’ 

• (A7) ‘I like to work outdoors in my garden; that makes me feel good. 

• (W2) ‘in the [Kingston] cemetery I would sit, and I might go through to Kingston Park 

and I might sit there but I’ve got a very nice garden so most of the time I would sit in 

my garden. My garden is peaceful, flowers, quiet – you know, all those things.’ 

 

Appreciation of the atmosphere, aesthetics and restorative properties of trees is voiced, 

supporting the concept that green access is good for health and well-being (Ward Thompson 

et al., 2012). (A2A) ‘Going up through the park and up through the cemetery. Its green. In 

the cemetery its full of trees and it’s just nice to walk in amongst the trees…you don’t hear 

the traffic, it’s surprising. It doesn’t matter how many people there are in there, it’s quiet. 

It’s just a quiet atmosphere, the trees kill off a lot of the fumes, we should have more.’  

• (A5) ‘My back garden I planted trees. I put three trees at the bottom of the garden 

which attracts, that’s why I like it, cos it attracts all the birds.’  
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• ‘Victoria Park is a favourite stopping and resting place. I think its lovely, all the 

flowers, trees and birds and that.’ 

• ‘I like looking at the trees [in Victoria park] – they all have different names; the tulip 

tree has flowers shaped like a tulip.’ 

 

Spending time in open blue/green spaces included visits to local parks and the seafront with 

grandchildren. Appreciation is voiced for the newly redeveloped Kingston Recreation ground 

by a Sheffield based company (Timberplay, 2018), financed with Big Lottery Funding 

awarded to a local trust (Fratton Big Local, 2019).  

• (A2a) ‘they have just altered that so that the children’s playing end is absolutely 

brilliant.’ 

• ‘We’ve got a ballpark there at the top end [in Kingston Rec] for the grandkids to play.’ 

• (A4) ’Kingston cemetery …that’s always been the same. You’ve got chances for walks 

– take the grandkids and see the squirrels in the old [Kingston] Rec.’  

• (A6)‘I like to go down to the seafront, sometimes I go down with my grandson, or I 

will walk down to the cemetery off St Mary’s Rd … we take a bag of nuts and we go 

and sit there for a couple of hours and feed the squirrels’ 

• ‘I’ve been in Victoria Park during the day with my grandchildren’ 

• (W1b) ‘Occasionally go through St Mary’s [church yard], past St Mary’s hospital and 

come along, go through the cemetery and then if we’ve got peanuts, we stop and 

feed the squirrels …they come right up to you and you know … its quite sweet.’  

• (A3) ‘walk along the seafront, the fresh air, seeing all the people.’  

 

Accessibility & Resting places 

Positive responses to whether places were easy to access are voiced. Although resting places 

such as benches are mentioned in the previous section the emphasis was on use of the 

benches from an appreciation of green/blue spaces point of view, whereas accessibility of 

walking route and places to rest are context specific and demonstrate the importance of 

elderly having access to seating to rest along a walking route. For example: 

• (B1) Walking from Buckland to Commercial Road: ‘Oh yeah. The pavements are 

good… I push a trolley, it’s got a basket on the front’.  

• (A1) Walking with a rollator to Sainsbury’s: ‘It is easy, it’s on the pavement stones. 

And the pavement stones aren’t all that level’. 

• (A3) Walking to the nearest bus stop ‘Yeah, I walk along there alright’. 

• (JP1) ‘Yes, places are easy to access – if you can walk anybody can walk it. They’re 

easy to get to.’  
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• (W2) Walking to North End from Fratton: ‘we’ve also got plenty of traffic lights and 

places where you can cross so that’s not a problem. And, also, the bus services are 

so good that you can easily get to a certain point and walk from there if you want to.’ 

• (A1) ‘When I’m a bit tired [from walking] so I sit down there [bench outside All Saints 

Church] for a while.’ 

• (B1)‘There’s all sorts of seats [in Commercial Rd]. Yes, if you want to sit down and 

rest… it’s not bad… if there’s nobody too near me smoking. Plus, the fact I can sit on 

that [pointing to rollator which has a built-in seat] if I’ve got to’. 

Resting places facilitate enjoyment of observation. For example, in response to the question 

What do you like about sitting on those seats in the precinct? (B1) ‘just people watching … 

[laughing]… I love watching people.’ 

Views & open green/blue spaces 

Appreciation of elements in nature are associated with walking, open spaces, views, 

relaxation and being away from traffic.  

• (A5) ‘One of the nice things …especially walking past the [Southsea] common is that 

it’s such a big open space. You’ve got the sea on one side so there’s nothing, there’s 

no big blocks of flats or no houses or nothing to block anything out. Walking from 

home in Fratton, when you get to Kingston Park …all of a sudden it opens up and its 

quite pleasant.’ 

• (B1) ‘walking over to the shops you’re going through an estate where no cars can go 

and you go across a big green.’  

• (W1a) ‘I think it’s quite a nice area. A lot of green area around as I said. It is lovely in 

there [Kingston cemetery] though, isn’t it? Peaceful.’ 

• (A4) ‘its handy that we’ve got the Rec [Kingston Recreation Park] there because we’ve 

got a green space.... There’s a community garden in Landport – some nice 

raspberries.’ 

• (A1) ‘I can see over the dockyard [from my flat], I can see the sea. A community room 

downstairs looks out on the garden, quite a nice place to be in.’ 

• (JP2) ‘Mainly sit on the benches in Victoria park to relax. Sometimes look at the pond 

with the goldfish, it needs cleaning. On Southsea common, like to see different types 

of activity – the ships and fishing boats, can also see the Isle of Wight. I like the scenery 

and the sunset, take pics with a camera. It is peaceful when everyone is gone. 

Sometimes can relax more outside, can think about something better outside.’ 

• (A2b)‘I do the bench shuffle to sit around Gunwharf, but I normally walk to Gunwharf 

Quays and then walk around, have a sit down and watch the people and then walk all 

the way back again. But I need my trolley to walk, I can’t walk without it.’ 

• (B1) ‘Yes, if you want to sit down and rest… it’s not bad… usually in the shade… also 

Victoria Park, if you feel like sitting down.’  



189 

• (A7) ‘Victoria Park is a favourite stopping and resting place. I think its lovely, all the 

flowers, trees and birds and that. They always keep it nice; the roses are absolutely 

beautiful and it’s out of the traffic. Although there’s a building going up … Catherine 

House students block may make it noisy – so I go up to the other end to avoid that.’ 

• (W1a) ‘I enjoy walking. I walk everywhere I can, I like to go every day for a walk but if 

I’m out with my girl then we go in the car cos we go further afield then.’ 

• (W1c) ‘I think ours [neighbourhood] is fairly healthy because the house is in a cul de 

sac, you can’t take short cuts at the other end, it cuts down on the traffic.’ 

 

Travelling further afield 

Some participants ventured beyond their neighbourhoods on foot, by car or used public 

transport to access open spaces: 

• (JP2) ‘Other places I like to go to I get there by car first. Eastney, for fishing sometimes 

– I like to be in the fresh air and see Hayling Island. Drive to Hayling island to walk on 

the beach. At the Queen Elizabeth Country park, the air is clean, walking by yourself 

you have space. It’s nice and green and maybe you will see a deer. Havant thicket 

and Lee Park Gardens – there are animals on one side and two lakes.’ 

• (A3) ‘I might sit on the seats if we go down there [to the seaside] or canoe lake; its 

nice down there.’ 

• (A7) ‘Saturdays I go out with a friend on the bus to different places every time. For 

example, Wickham; Stubbington; Gosport; Gunwharf quay and walk to Old 

Portsmouth; and the seafront.’ 

• (A2a) ‘If I go down to Baffins, I sit by the pond and there’s the Baffins pub, they do a 

lovely cooked dinner.’ 

• (JP2) ‘Walking from Gunwharf Quay to old Portsmouth along the millennium chain-

link walk and sitting by the Still and West watching the ships go by.’ 

 

Fifty of the most commonly occurring restorative and positive aesthetic theme words used 

to describe characteristics in the neighbourhood, identified by the word query wizard in 

NVivo, are illustrated in Figure 6.6.   



190 

 

 

Figure 6.6 Word cloud showing the prominence and density of 50 most commonly 
occurring restorative and positive aesthetics associated words (source: NVivo). 
 

 

6.2.6 Participant recommendations 

Recommendations made by participants to improve health and well-being outcomes include 

solutions such as stricter garbage management (JP1, JP2, W2), and to develop a cycle and 

walking route through the deprived areas to encourage activity (A4). Also, educating 

residents about specific topics was proposed: picking up litter and not discarding it in the 

first place (JP1, A6); dangers of harmful lifestyle choices such as smoking weed (JP2); and, to 

increase safety for all women, including students, by encouraging them to carry a police 

recommended alarm (A6). Also, (A5) ‘To make the neighbourhood environment more 

healthy, I’ll have trees, put trees in’. 

Findings in first phase interviews show that health and well-being barriers identified by 

participants include specific determinants such as air and refuse pollution, antisocial 

behaviours, mobility difficulty due to restricted access, inadequate installations of benches 

along frequent walking routes and increasing car volumes.   
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On the other hand, identified health and well-being facilitators include walking accessibility 

for transport, opportunities for social collaboration and development, a sense of belonging 

and access to green/blue views and resting places.  

6.3 Recommendations 
Recommendation is made to continue with an ongoing process of documenting and 

recording perceived urban environment health and well-being characteristics in close 

collaboration with elderly residents. Barriers and facilitators summarised in a scoping report 

(Brown, Abdallah and Townsley, 2017), which includes both subjective and objective 

measures, will help develop an understanding of local health and well-being needs and 

establish a baseline to measure intervention impact.  

Therefore, it is recommended that next steps include walking interviews in Fratton and 

Charles Dickens wards with a sub sample of participants from phase one interviews 

presented in this chapter in order to verify and provide greater understanding of health and 

well-being barriers and facilitators identified in this study.  

Findings from the interviews in this chapter and the follow-on walking interviews in the next 

chapter will inform local council and the Portsmouth NHS CCG, adding significant value by 

including an elderly population perspective to the RPAs undertaken in highly deprived wards 

in 2016 by PMCC. 

The discussion and limitations related to this chapter and Chapter seven (Walking 

interviews) have been incorporated in the final discussion in Chapter eight. Likewise, the 

conclusion section of this chapter has been incorporated with the conclusion from Chapter 

seven in the final chapter, Chapter nine: Conclusion.  

The next chapter presents a follow-on study of Walking Interviews with six participants who 

participated in the first interviews reported on in this chapter.  
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Chapter Seven ‘Walking Interviews in Fratton and Charles Dickens: 
continuation of a case study’ 

7.1 Introduction 
This chapter provides in-depth findings of the walking interviews undertaken in a follow-on 

study from initial interviews. It first explores an overview of the implications of increasing 

ageing populations and how the recent development of community based participatory 

research has brought methodological approaches to tackle this research area. Then it 

discusses the WHO 2016 adaptation of the Sustainable Development Goals, in order to 

define an age-friendly action plan. The walking interview methodology literature is explored 

and employed on the selected case study in Portsmouth. Findings are illustrated with maps, 

photographs and dialogue from the walking interviews. Discussion about outcomes in the 

walking interviews in relation to the contemporary literature is examined in Chapter eight 

while key limitations and recommendations for ongoing research are presented in Chapter 

nine.  

The WHO projects that by 2050 one in five people will be aged 60 years or older, totalling 2 

billion worldwide (WHO, 2017) and the Organisation for Economic Co-operation and 

Development (OECD) projects that elderly populations aged 80 years and older will more 

than double by 2050, translating to 9.5% of the total population in member states (OECD, 

2017). Since 2012, when responsibility for Health and Well-being was devolved from central 

UK government to local councils with the statutory introduction of Health and Wellbeing 

Boards (Reilly et al., 2018), local councils have had a responsibility to ensure that elderly 

urban populations have equitable, inclusive, safe access to services and salutogenic (health 

promoting) environments.  

To prepare for increasing elderly populations it is therefore incumbent upon authorities and 

service providers to guarantee age-friendly environments that foster autonomy, an integral 

factor supporting healthy ageing. To this end cohesive multi-sectoral collaboration in areas 

such as urban planning, housing, transport and public health infrastructures, which are 

embedded in policy and practice, are required. Although the awareness of implications of 

global ageing is becoming increasingly mainstream with regard to management and 

planning for the elderly in urban environments (Buffel, Phillipson and Scharf, 2012),  
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examples of involvement with elderly residents through applied social responsibility in 

tertiary education institutions remains limited.  

The University of Manchester is the first university in the UK that positions social 

responsibility as a core strategic goal, which is defined on their website as ‘making a 

difference to the social and environmental well-being of our communities and wider society, 

including through the quality and accessibility of our cultural institutions teaching, research, 

engagements and operations’ (University of Manchester, 2020). Researchers at the 

University developed a ground-breaking research study that connects social responsibility in 

developing age-friendly communities in Manchester, which was identified by the WHO as a 

‘best practice example of involving older people as co-investigators in researching and 

developing what it terms age-friendly cities’ (Buffel, Skyrme and Phillipson, 2017, p. 99). As 

discussed in Chapter four, the impact of the research is far-reaching with numerous outputs 

demonstrating how the University’s research and discovery has made and continues to 

make a positive difference to society. The work done in and of itself does not necessarily 

deliver age-friendly environments, it is the involvement of the older people who are best 

qualified for reporting day-to-day frustrations and benefits experienced living in the area 

who contribute and participate actively in the research that makes a difference (Buffel, 

Skyrme and Phillipson, 2017).  

It is synchronous and prudent that PHE published a blog in January 2020 advocating that the 

process required to build healthier resilient connected communities, includes collaboration 

with and between vulnerable residents, authorities, mayors and cohesive support services 

(Mapplethorpe, 2020). Although a significant contribution has been made to the 

development of methodology used in research that includes the elderly as co-researchers, 

it remains a challenge to make the elderly residents themselves central to the development 

of policies and research (Buffel, Skyrme and Phillipson, 2017). 

Furthermore, an action plan on ageing and health adopted by the Sixty-ninth World Health 

Assembly in May 2016 (WHO, 2016b) highlighted ‘the importance of healthy, accessible and 

supportive environments enabling people to age in a place that is right for them and to do 

the things they value’ (WHO, 2016, pg. 9). The global strategy and action plan on ageing and 

health (WHO, 2016b) specifically includes Goals 1 through to 5 and 8, 10, 11 and 16 of the 

17 Sustainable Development Goals (UN News Centre, 2015), which have an overall focus on   
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equity, inclusivity and accessibility (WHO Kobe Centre, 2015). Yet Goals 11 and 16 are 

particularly relevant to the aims and objectives of initial interviews undertaken in this 

primary research case study where phase one interviews are presented in Chapter six, and 

the follow-on walking interviews reported on in this chapter. Goal 11 states: ‘Make cities 

and human settlements inclusive, safe, resilient and sustainable by providing universal access 

to safe, inclusive and accessible green and public spaces, for everyone, by 2030’; and Goal 

16: ‘Promote peaceful and inclusive societies for sustainable development, provide access to 

justice for all and build effective, accountable and inclusive institutions at all levels’ (WHO, 

2016b). 

The WHO action plan adopted on ageing and health in May 2016 included the global 

Sustainable Development Goals, however mechanisms to translate theory of the plans and 

goals into practice at local level are challenging to implement. Challenges include ongoing 

government funding cuts to local councils (Marmot et al., 2010, 2020; Pinto, McGaw-Cesaire 

and Petrokofsky, 2017) and poor integration of transport policy, climate change and air 

quality management (Barnes et al., 2014; Barnes, Chatterton and Longhurst, 2019). The 

research undertaken in this case study on Fratton and Charles Dickens wards in Portsmouth 

offers a starting point to address ongoing inequity in health and well-being experienced by 

residents living in highly deprived wards in Portsmouth.  

As highlighted in the first round of interviews, Chapter six, section five, recommendation 

was made to continue an ongoing process of documenting participant identified aspects to 

provide greater understanding of issues identified by participants, which are a product of 

their cognitive mental maps. These maps are influenced by personal interests and 

experiences and will therefore combine both accurate and distorted details and thus not be 

fully representative (Macionis and Parillo, 2017, p. 203). The rationale and primary aim 

behind the walking interviews was to validate the spatial urban neighbourhood related 

comments made about the neighbourhood in the first phase interviews, so that these may 

be further represented on a map supported by photographs as well as the dialogue (Fang et 

al., 2016). This required working closely with a sub-section of participants from the first 

round of interviews to identify the urban environment characteristics in specific locales 

which they found were conducive to or that acted as a barrier to their health and well-being.   
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The objective was to further clarify the context regarding participants’ everyday life 

experiences in their neighbourhood. Six participants from the first round of interviews 

volunteered to participate and take the researcher on one of their chosen everyday routes.  

Walking stimulated discussion (Ratzenbock, 2016) as participants became tour guides of 

their neighbourhood, while the narrative and photographs taken by participants provided 

evidence of uniquely identified features. Results illustrate the routes walked and concepts 

emerging in analyses of dialogue are supported by quotes and photographs taken by the 

participants. Tangible objective health and well-being determinants and intangible 

subjective elements emerging in dialogue along the walking route are examined. In the 

summary discussion in Chapter eight the findings together with those from Chapter six are 

related to the overall contemporary literature outcomes. Study shortfalls are presented 

under limitations in Chapter nine. Using walking interviews as a method of research is 

explored in the next section.  

7.2 Walking Interviews As a Method of Research 
Mobile interviewing was previously regarded as being relatively new and investigational by 

Jones (2008, p. 8), with a ‘great potential to shed light on how participants use and under-

stand different spaces’. Although seated interviews are often used in qualitative research, 

they are limited because they separate participants from their routine experiences in 

everyday environments (Kusenbach, 2003). This limitation can be addressed by undertaking 

a walking interview. The walking interview is also referred to as the ‘go-along’ method 

because it offers a potential to access reflexive aspects of the lived experience as they unfold 

for participants along the way (Kusenbach, 2003; Carpiano, 2009). 

A walking interview is a unique opportunity for the researcher to observe the 

neighbourhood environment and study participants’ perceptions, processing and navigation 

of their environment (Carpiano, 2009). Participant observations are merged with the 

interview in the process. This method provides an opportunity for residents to recognise 

problems both in their neighbourhood and beyond its confines. The interview can be 

conducted either as a walk-along, while walking with the participant, or ride-along, while 

sitting alongside the participant in a car journey. Fundamental to both is that the participant 

is interviewed while they are giving the researcher a tour of their neighbourhood, from the   
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participant’s context and experience of it (Kusenbach, 2003; Carpiano, 2009). The act of 

walking, the environment and the participant combine to create productive data that can 

sometimes take the researcher in unexpected directions (Jones et al., 2008).  

Perception of the outdoor environment and responses elicited by the affordances offered 

through changing characteristics experienced during a walking interview, demonstrate an 

awareness of tangible surfaces and intangible elements and of the interviewee’s point of 

reference in the environment (Gibson, 1986). These may be observed in non-verbal facial 

expressions, body movements, voice tone, length of pauses and silences and walking closer 

to a feature and looking at it from all angles. Two distinct synchronous processes are 

involved in affordance theory. One demonstrates perception of the urban environment in 

situ while the other tells us about the interviewee and how the reality of what is viewed 

interacts through their memory, expectation, knowledge and meaning – all of which 

becomes part of the conversation and communication during the walking interview (Gibson, 

1986). 

Walking interviews also allow the researcher to observe how participants’ identities act as a 

filter to shape perceptions of the environment (Harris, 2016) and have been used to explore 

varied contexts in adults. Diverse contexts include the exploration of: university students 

narratives in place to expand understanding of dynamic relationships related to place 

(Holton and Riley, 2014); campus climate for students of colour (Harris, 2016); formerly 

homeless women in order to explain local knowledge of key places (Chang, 2017); place 

based influence on pedagogy in association with educators (Lynch and Mannion, 2016); as 

an ethnographic street phenomenology research tool (Kusenbach, 2003); and a case study 

of participants aged 16-80 years on promenades to better understand health impacts of 

healthy environments (Völker and Kistemann, 2013). Walking interviews held exclusively 

with the elderly include the exploration of: walkability inequalities in the older population 

≥65 years (Zandieh et al., 2017); important social networks in the elderly aged ≥75 years 

related to ageing in place (Gardner, 2011); mobility and mood in participants ≥65 years of 

age (Tilley et al., 2017); experiences of women aged ≥60 years regarding information 

communication technology in their home (Ratzenbock, 2016); and, built and social 

environment influences on older adults’ experiences of mobility and well-being in 

participants aged ≥60 (Ottoni et al., 2016).   
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However, an important consideration is how the researcher’s observations and insights of 

urban neighbourhood characteristics are informed by personal interpretation that have a 

potential to contribute to bias in reporting on findings (Kusenbach, 2003). This highlights the 

need for the researcher to remain vigilant and objectively focused when walking with 

participants and when interpreting dialogue.  

The act of walking stimulates participant contribution and is one of the catalysts that 

prompts the taking of photographs. Incorporating GIS mapping and subsequently 

aggregating the output maps helps identify areas more commonly chosen to walk through, 

thus providing insights into the spaces that are easy to understand and use, otherwise 

known as ‘legibility’ of a space (Lynch, 1960). It is the spaces themselves and walking through 

them that help to prompt recollection of personal histories while the locations themselves 

can give insights into what prompts interviewees to make comments that are not necessarily 

attached to a specific place (Jones et al., 2008). Elements of social capital, most commonly 

related to social relations that have productive benefits in society (Claridge, 2004), may 

include but are not limited to a sense of belonging, community bonding through event 

attendance, as well as citizen proactivity and reciprocity (Corcoran, 2017). Applying this 

concept at a neighbourhood level, neighbourhood social capital is defined as a network of 

residents, dictated by area such as electoral wards, who, through reciprocal interactions 

with others in the same community enable society to function effectively through building 

trust. Building trust, in turn, requires civility (Sommerfeldt, 2013). Civility comes from ‘civilis’ 

in Latin, which means relating to public life, showing kindness, respect and polite manners 

(Vocabulary.com, 2019). Civility is therefore more than being polite, it is about a genuine 

thoughtfulness and regard for your fellow man/woman/person that is demonstrated in 

considerate relating to others.  

In this chapter, follow-on walking interviews in the selected case study wards were 

undertaken with six participants from the first round of interviews. The findings demonstrate 

a unique perspective of the ageing residents and confirm health and well-being 

determinants identified previously in the first interviews. In addition, ageing brings with it a 

specific context because abilities change with older age. This includes, for example, the time 

it takes to cross a road; the oldest two participants lived and continue to live in the same  
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neighbourhood since birth, witnessing extensive changes to the urban outdoor 

infrastructure and experiencing changes in the demographics of residents over time. The 

impact of ageing in place, as experienced by participants, demonstrates how including 

elderly in research provides thoughtful insights into how memories, functional mobility 

decline and change in demographic of residents over time impact on the experience of 

place. The next section presents the methods employed in the walking interviews.   

7.3  Methods  
7.3.1 Study design  

A participatory, participant led, mixed methodology was employed in semi-structured 

walking interviews for this study that follows on from the first phase interviews. This was 

done so as to evaluate whether and, if so, how the urban environment is perceived to impact 

on the health and well-being of an elderly population living in two highly deprived wards in 

Portsmouth. Full details and the inclusion/exclusion criteria for purposive sampling in the 

overall case study was presented in Chapter six, the First Interviews. In this follow-on walking 

interview study, a frequently walked route chosen by six participants from the first phase 

interviews provide a unique opportunity for the researcher to observe and record an 

example of their everyday lived experience (Holton and Riley, 2014). Participants identified 

perceived health and well-being determinants in the urban environment in this process. The 

researcher was guided through each participant’s neighbourhood, and in one instance a 

favourite walking route away from the neighbourhood. In the process data was gathered 

which was informed by the participants’ perspective (Carpiano, 2009). Participants were 

given a camera to take photographs to complement the dialogue recorded on a voice 

recorder held by the researcher. Photographs help in telling a story of the built environment 

through images and extending an understanding of what makes an impact, how it does this 

and why (Chan et al., 2016; van Hoof et al., 2019). A Track-kit application was used on the 

researcher’s android phone to geolocate, time and track the walking route. The walking 

interview routes were accessed via the Track-Kit app and downloaded on return to the 

office.  

7.3.2 Ethics and Consent 

This research study received a favourable opinion from the Faculty of Creative and Cultural 

Industries Ethics Committee at the University of Portsmouth, reference FCCI2018-005 

(Appendix 1). Although comprehensive written consent was obtained at the start of the first   
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round of interviews (Appendix 2), additional written consent (Appendix 3) was obtained 

from participants prior to the walking interview to establish fitness to participate and obtain 

next of kin information. Participant dialogue presented in the findings is anonymised to 

maintain confidentiality. 

7.3.3 Data Analysis 

A grounded visualisation approach within a grounded theory method was used to link 

quantitative and qualitative data and context of socio-spatial urban environment dialogue 

within the study sample. A geolocating Track-Kit application mapped the routes walked and 

photographs of health and well-being determinants were added to the maps. Recorded 

dialogue was transcribed then analysed. The transcription of voice recorded dialogue in 

walking interviews is multifaceted, comprising more than only one element. Elements may 

be summarised in four layers that include: a contextual layer (where it took place); an 

embodied layer (facial expression and body movements); non-verbal sounds and audio 

(including sighs, laughter); and finally, the words captured (Lapadat, 2000).  

As per the first interviews with participants, walking interviews in this chapter were analysed 

and interpreted using grounded theory (Glaser and Strauss, 1967) in a continuous iterative 

process. The QSR NVivo version 12 qualitative analysis software programme was used to 

facilitate coding of transcripts (Brookfield, Thompson and Scott, 2017).  

A thematic framework analysis was developed and identified processes were categorised as 

emergent themes. Construction of conceptual analyses were undertaken (Charmaz, 2008) 

and illustrated with photographs taken by the participants. A critical realist approach was 

used in the analysis of findings because it acknowledges the part that broader social impact 

plays on how people make meaning of their experiences (Braun and Clarke, 2006) and, in so 

doing, addresses the aims of the research. 

7.4 Results  
7.4.1 Findings outline 

An overview of the context from which results are emerging is presented next. Walking 

interviewees ages ranged from 66 to 88 years at the time of interview in August and 

September 2018. The two oldest participants lived in the neighbourhood all their lives, 

witnessing many changes over time, while the two youngest reported living in the area for   
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less than ten years. The most active participant said she walked in the neighbourhood 

through Kingston cemetery and the recreation park almost every day (Figure 7.6). The oldest 

participant chose walking a short distance to the nearest bus stop, travelling to the seafront 

by bus; walking along the promenade, the recreation grounds at Canoe Lake and the Rose 

Garden in Southsea (Figure 7.4). Both routes are illustrated in Figure 7.1, in Map numbers 3 

and 5. Walking interviews averaged one hour and fifteen minutes. The shortest walking 

interview from St Wilfred’s Church (Figure 7.5) took thirty-six minutes. A map identifier 

summary of routes and participant aliases and age is presented in Table 7.1. 

Table 7.1 Map, route summary, distance, time taken, participant demographics 
Map in  
Figure 7.1 

Routes Distance HH:MM:SS Alias Age 

 1 Circular route in Portsea from and to JPCC 1.98km 1.03.09 Mike 67 

 2 Circular route from and to St Wilfred’s 
Church, Fratton 

1.54km 0.36.47 Sally 80 

 3 Brief walk from FCC to bus stop, then walk 
along seafront, canoe lake and rose garden.  

9.72km 2.30.20 Sarah 88 

 4 From FCC, west through Landport towards 
Commercial Rd 

1.52km 0.45.27 Pat 76 

 5 From FCC, along St Mary’s Rd, through 
Kingston cemetery, circular route to 
Guildford Rd and back to FCC 

3.87km 1.32.39 Hilary 74 

 6 From FCC, taking a south-east circular route 
northward back to FCC 

2.05km 1.01.46 Fred 66 

 Key: HH:MM:SS Hours Minutes Seconds; FCC Fratton Community Centre; JPCC John Pound Community 
Centre 

 

Routes walked are defined by a red line on each map while a bus return journey route from 

Fratton Road to Southsea pier is coloured green and yellow in Map 3, Figure 7.1. A one-page 

overview of the Track-Kit Map Summaries in Figure 7.1 is followed by one-page individual 

maps illustrated with photographs depicting key features identified by each participant. 

Findings are summarised according to concepts emerging across all the walking interviews. 

The routes include high traffic zones such as Fratton, Commercial and St Mary’s Roads and 

quieter residential routes set back from busy roads in the urban neighbourhoods. Some 

walks accessed contrasting urban neighbourhood environments featuring both busy urban 

roads and large scale open green and blue areas. 

7.4.2 Track-Kit Map Summaries  

A summary of the six walking interview routes is presented next in Figure 7.1  
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Figure 7.1: Track-Kit summaries of Walking Interviews in Portsmouth (source: Track-Kit application) 
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Map 1, in Figure 7.1 illustrated with photographs in Figure 7.2, features a circular route that 

started and ended at the John Pound Community Centre, Queen Street in Portsea, Charles 

Dickens ward. The route walked commenced along Queen Street in a brief west, then south 

and west direction. The circuit was completed by continuing in a northwest then northeast 

direction following the hard interchange at Portsmouth harbour bus and train station, back 

to the starting point.  

Map 2 in Figure 7.1, illustrated with photographs in Figure 7.3, depicts a one directional walk 

in a westward direction from Fratton Community Centre, Trafalgar Place, to Commercial 

road shopping precinct in the city via Landport in Charles Dickens ward. 

Map 3 in Figure 7.1, illustrated with photographs in Figure 7.4, features a return route from 

north to south and back commencing from Fratton Community Centre, Trafalgar Place. This 

walking interview route was, in part, taken by bus. It comprised walking to the nearest bus 

stop in Fratton road, taking the bus to South Parade Pier in Southsea where Sarah chose to 

walk along the promenade, Canoe Lake and the Rose Garden. There were three resting stops 

along this part of the walking route: sitting on benches looking out to sea on the promenade; 

at Canoe Lake; and in the Rose Garden. 

Map 4 in Figure 7.1, illustrated with photographs in Figure 7.5, features an oval route in 

Fratton that included walking through the north west corner in Kingston cemetery, 

commencing from and returning to St Wilfred’s church.  

Map 5 in Figure 7.1, illustrated with photographs in Figure 7.6, shows a diverse return route 

from and to Fratton Community Centre that encompasses St Mary’s road and Kingston 

Cemetery at the north of Fratton, to Kingston Recreation Park, Byerley road and returning 

to the community centre via Guildford road in Fratton. 

Map 6 in Figure 7.1, illustrated with photographs in Figure 7.7, demonstrates a semi-circular 

route that started and ended at the Fratton Community Centre, Trafalgar Place. The route 

commenced in a south, east, south, and west direction and returned in a northerly direction. 

One-page A4 maps of individual routes, starting with Map 1, each illustrated on a dedicated 

page, are presented next. 
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Figure 7.2. Map 1 illustrates the circular interview route with Mike from John Pounds Community Centre (source: Track-Kit 
application and participant’s photographs) 

1 
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Figure 7.3 Map 2 Interview route with Pat from Fratton Community Centre, through Landport to Commercial Road shopping precinct 
(source: Track-Kit application and participant’s photographs)  

2 
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Figure 7.4 Map 3 illustrates the interview route with Sarah in Fratton and Southsea 
(source: Track-Kit application and participant’s photographs) 

 

3 
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Figure 7.5. Map 4 Illustrates the interview route with Sally from and to St Wilfred’s Church in Fratton (source: Track-Kit application and 
participant’s photographs). 

4 
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Figure 7.6 Map 5 Illustrates the interview route with Hilary from and to Fratton 
Community Centre (source: Track-Kit application and participant’s photographs) 

5 
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7.4.3 Concepts Emerging 

Concepts, substantiated with photographs that capture perceptions of urban environment 

health and well-being determinants, started to emerge in the dialogue.   

 

Figure 7.7 Map 6 Interview route with Fred from and to Fratton Community Centre 
(source: Track-Kit application and participant’s photographs) 
 

6 
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Although concepts overlapped with health and well-being barriers and facilitators occurring 

simultaneously, it was possible in this walking interview phase of the study to categorise 

them under the following over-arching emerging themes:  

• Accessibility barriers  

• Accessibility facilitators  

• Littering and fly tipping 

• Vacant premises  

• Antisocial behaviour 

• Housing and community pride  

• Heritage  

• Social Capital and Community Civility  

• Green & blue appreciation  

• Contrasting urban environment features  

• Memorable quotes 

Where dialogue is supported by photographs reference is made to individual route map 

Figures 7.2 to 7.7 and grouped photographs of themes are illustrated in Figures 7.8 to 7.12. 

Accessibility barriers 

Key accessibility barriers identified by participants are illustrated in Figure 7.8. These include 

places where there is limited access, uneven walking surfaces, obstructions such as refuse 

bins left out on sidewalks all week, Figure 7.8d and Figure 7.12h and refuse on pavements, 

Figure 7.8e,f. Housing wiring extending into the pavement walkway is identified as 

hazardous and unattractive, Figure 7.8a,b,c (Fred, Sarah, Hilary).  

Hilary: ‘Bins left on the sidewalk in Byerley Road,’and [pointing to a raised gulley on 

the sidewalk in Walmer Rd, near the intersection with Guildford Rd, Fratton, route 

map Figure 7.6] ‘That is supposed to help stop flooding, it stops as far as the road is 

concerned. But it doesn’t stop it as far as the pavement is concerned. Sometimes you 

walk along the pavement and there are these great big puddles that you’re supposed 

to plough through.’  

‘Wires for televisions and Wifi running up and down there, quite easily catch arms and 

things in them’ and Fred ‘They’re just unsightly, dreadful.’ 

Limited access because of narrowed sidewalks at some bus shelters make it difficult for 

people with a stroller or wheelchair to go past when people are sat waiting for the bus, 

Figure 7.8h+i, while cyclists, Figure 7.8g (Sarah, Hilary) and people on scooters on sidewalks 

(Pat) are identified as dangerous.   
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Parked cars obstruct dropped curbs, posing a problem for wheelchair users (Sally, route map 

Figure 7.4, Ernest Rd). Cars parked on either side of the road also can also make it difficult 

to cross for the older elderly: 

Sarah: ‘cars parked both sides of the road. It’s not that busy a road, so you take longer 

than you would normally [to cross the road], sometimes they whip around the corner 

you know?’  

Recently installed accessibility barriers effectively stop motor cars driving on a walkway; 

however, they don’t stop other motorised traffic, Figure 7.12f, (Pat, route map Figure 7.3). 

Identified hazards include uneven cracked walking surfaces, Figure 7.8j,k,l (Pat, Figure 7.3, 

Lords Court and in Commercial Rd; and Hilary, Figure 7.6): 

Pat: ‘Bollards don’t stop people on motorbikes and scooters… they still drive through 

this section ever since they put the bollards up.’ [Pointing to the sidewalk outside 

Crown Court and Lords Court flats] ‘this is a flexible paving tile which is quite 

dangerous. See, we’ve got some more dodgy paving stones there.’ [In Commercial 

Road, Figure 7.8.l]: ‘If you’re older, that paving is difficult to walk on. If it wasn’t bumpy 

on your feet, I might think it was very good.’  

Dog fouling was noted on pavements several times on the walking routes in Fratton (Fred, 

Hilary) and unsafe situations such as lack of pedestrian controlled crossing points on busy 

roads are identified. For instance, cars coming over a bridge on St Mary’s road quickly come 

upon a pedestrian refuge in the middle of the road making crossing difficult (Hilary, Figure 

7.6). Although this comprises an island in the middle of the road to aid the person crossing 

the road, there are no zebra stripes or pedestrian controlled lights to warn motorists.  

Obstructions include cyclists on the pavement, Figure 7.8g: 

Sarah: ‘the boys on the bikes on the pavement and coming up behind you. You don’t 

hear them’ and Hilary ‘People cycle on the pavement, it is dangerous.’
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Accessibility facilitators  

On the other hand, neighbourhood characteristics and local features that encourage walking 

include being centrally located with access to transport (Sarah; Pat); the provision of   

 
 
Figure 7.8 Accessibility barriers (source: researcher’s data) 
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benches along a route, Figure 7.9a, (Sarah, Mike, Hilary, Pat), Route map Figure 7.3 

Commercial Rd; access to green and blue open spaces such as Kingston cemetery, route map 

Figure 7.6 & Figure 7.9a+i, and Kingston Recreation Ground, Figure 7.11j, (Mike, Hilary, Sally, 

Pat). Accessibility is enhanced by access to regular public transport to reach open spaces 

away from the neighbourhood, such as Canoe Lake and the seafront in Southsea, Figure 

7.9j,k,l, (Sarah, route map Figure 7.4). Although the sheltered seating at the seafront needed 

repair, it offered a viable and welcome resting place for Sarah, Figure 7.9b. 

Likewise, a pedestrian controlled crossing from the bus stop to the promenade made 

crossing the road easier than the zebra crossing to Canoe Lake that relies on motorists to 

come to a standstill, Figure 7.9e. Tidy walkways with rubbish placed in a bin, Figure 7.9g, are 

conducive to walking. Examples of dialogue from the route waked with Hilary, Figure 7.6, 

demonstrate her observations and appreciation of what works well.   

Near the entrance to Kingston park Fratton from St Mary’s road: ‘This path has been 

here forever. My boys were little, and this park was here.’ [Pointing to a green bin] 

Figure 7.9g ‘At least it’s in there, it might be full up but at least it’s in there. We usually 

get as far as the playground [with the grandchildren] and that’s as far as they’ll want 

to go. There are far too many exciting things in there [Kingston Recreation Park]. This 

road crossing point has improved, [corner St Mary's & Shakespeare road], since 

they’ve put the crossings in. They’ve got proper Pelican crossings now, so it tells you 

when to cross because it’s quite a difficult road either way to get across. There used 

to be a zebra crossing here, but, um, people didn’t always take notice of it.’ [Pointing 

to a traffic calming feature in Guildford road, Fratton, previously an open thoroughfare 

running parallel to Fratton road, Figure 7.9f] ‘This used to be horrendous. They 

decided to put this bit in so that the cars have to go slower to go down these side 

roads, and I mean, it’s supposed to be 20mph but it’s not always that.’ [On St Mary’s 

road] ‘The bus stop shelter is right back there out the way; this makes the pavement 

quite big. So, this is a good one’ [see, Figure 7.9d, compared to Figure 7.8h+I, which 

obstructs pedestrian access when people are sitting down].   

Generic accessibility facilitators are illustrated in Figure 7.9. 
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Figure 7.9 Accessibility facilitators (source: researcher’s data) 
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7.4.4 Littering & Fly Tipping 

Overflowing bins, litter in the streets, on sidewalks (Fred, Mike, Hilary, Sally); broken glass 

and overflow at combined public glass recycling/clothing/refuse points, Figure 7.8e,f, (Mike, 

Sally) together with arbitrary fly tipping of dumped bedding, furniture and rubbish, Figure 

7.10g,h,I, (Fred, Hilary, Sally) are raised by participants as points of concern: 

Fred, Route map Figure 7.7, corner Guildford and Newcombe Rd: ’When they empty 

the bins on a Thursday, anything that drops out the bins is left on the street. There’s a 

chap that comes around with a barrow and a brush and a shovel and he sort of sweeps 

it up as well on a Friday. But it’s a big challenge, for one bloke in this area, so many 

streets. The trouble is there’s dirty nappies and there’s all food and stuff left on the 

street which attracts the foxes and seagulls. The streets are just an absolute mess after 

the bin men have been on a Thursday.’ Figure 7.10a: ‘Look at the sign they put up “Do 

not feed the rats” – That’s disgusting. If those bins had got lids on them and the rubbish 

was put in the bins you wouldn’t have that problem but then these are people in the 

flats as well that use this, you see. Yeah, it’s disgusting, absolutely disgusting.’ 

Mike, Route map Figure 7.2: [pointing to rubbish overflowing, piled next to and on top 

of a refuse bin, The hard] ‘This is what ruins Portsmouth [Kent Street, Portsea], there’s 

another load of rubbish. That goes on and on and on and it never stops.’ 

In addition, unhygienic instances of chewing gum on sidewalks (Pat); dog poop left on 

sidewalks (Fred, Hilary); split black refuse bags contents that include dirty nappies scattered 

on sidewalks and large lidless containers at a block of flats, Figure 7.10a,b,c, are raised as a 

concerning barrier for health and well-being (Fred, Hilary, Sally, Pat, Mike). Foxes and 

seagulls break open the bags on the days that bags are put out for refuse collection, 

however, as Fred pointed out, refuse spilling out in the process of collection further 

compounds the mess. Examples of dialogue follow and generic supporting photographs are 

illustrated in Figure 7.10. 

Fly tipping in Clarkes Road, Route map Figure 7.6, Hilary: ‘They seem to think that Mr 

Fairy is going to come and clear it … You have to have a licence to take builders rubble 

to the main tip and some builders aren’t prepared to pay.’  

Hygiene concerns were raised about a dog poo bin (Figure 7.9f), corner Guildford and 

Manchester Rd that is inclined to overflow.  

Fred, ‘people just continue to put bags in and they overflow onto the street. It should 

be relocated to an area away from the route to school, mothers walking children to 

school walking on the pavement while pushing strollers, it is unhealthy.’  
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Figure 7.10 Unhygienic features, uncared for frontages and antisocial contexts (source: 
researcher’s data)  
 

Disrepair of a dwelling where paint is peeling off the external walls of Lords Court in 

Landport, figure 7.10d, is pointed out as an eyesore by Pat.  
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7.4.5 Vacant Premises  

Vacant buildings, derelict premises, boarded up shops are raised as a concern. The 

barricaded United Footwear Building, corner Garnier and Fratton Rd and empty Venture 

Tower in Fratton Road were identified. A derelict pub in Guildford road, Fratton, was 

identified as a venue for antisocial behaviour and drug taking. Shrinkage of retail shops was 

also identified, with only one other retailer besides Asda left in the Bridge shopping centre. 

At the same time an increasing number of foreign retailers are observed emerging along 

Fratton Road. Examples of dialogue are presented next. 

Pointing to the derelict pub on Guildford road Fratton, Figure 7.11d: Fred: ‘has been 

empty but youngsters find their way in and do drugs.’  

On Fratton road: ‘There’s Chinese, there’s Afghanistan, there’s Indian, there’s 

Portsmouth International Caribbean shop there, there’s about three or four Greek 

ones. There used to be an English café over there but it’s owned by a Turk, a Turkish 

guy’s got it.’ 

In Commercial Road a boarded-up frontage of large retail chain shop closure (Marks & 

Spencer) is observed with concern: 

Pat, Figure 7.11f: ‘Terrible, that looks terrible, all boarded up’ and ‘some of the shops 

have been empty for years.’  

Conversely, some parts in Commercial Road are reported as: 

‘not so bad’ [because] ‘for your youngsters you’ve got Primark, you’ve got H & M and 

Topman. The flowers [at the market flower sellers stall] look nice but not in front of 

that [Figure 7.11f] boarded up.’  

Longstanding closure of vacant premises extends beyond Fratton. On the bus heading 

towards Canoe Lake, Sarah said that the boarded-up building next door to the Co-op in Elm 

Grove Road in Southsea, ‘has been like that for years.’ 

7.4.6 Antisocial Behaviour  

Neighbours throwing lit cigarette butts into a private garden (Pat) cause concern; 

consumption of alcohol in public (Fred); and drug use and young teenagers behaving badly 

in Fratton are some key issues identified. While on a walking interview with Fred, we were 

approached by a young drunk foreign man asking us for a cigarette.   
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The following observations reveals safety concerns and frustration at lack of problem 

resolution: 

‘So, they give in there and then, and they give him a cigarette and if they haven’t got 

it then he’ll ask them for money and they’ll give it to him ‘cos they’re frightened of 

him. There will be as many as 7 or 8 guys, maybe 10 sitting around on the ground here 

– on the path [Figure 7.10k]. Just sitting here, openly drinking cans of beer and 

smoking. I don’t know if its cigarettes or if it’s weed or whatever they’re smoking and 

that’s every night and there’s a sign there, directly in front of them saying this is a 

surveyed cctv camera area. So, Portsmouth City Council control this area so why do 

they let this sort of thing happen? The council street cleaner who clears rubbish from 

the streets on a Friday does not pick up litter under the shrubs, it is not part of his 

remit, it is the responsibility of the land refuse division.’  

Pat: ‘Neighbours throw lit cigarette ends into the garden, so, the thing is, if the grass 

gets dry it won’t take long for it to go up in smoke, will it, you know?’ 

Fred: ‘This is another thing, I came down here a couple of weeks ago and there was 

two guys here, it wasn’t this car it was a black car at the time and they got needles and 

stuff all over the floor – it was all there and apparently they were sleeping in here 

[Figure 7.10j, in the garage under a block of flats, next to large rubbish bins’ Figure 

7.10a].  

Antisocial behaviour of teenagers in Guildford road: ‘they [teachers] let the kids run 

riot. The kids used to come into this private parking area, urinate and young lads’ 13 

and 14 and girls talk about sexual intercourse and smoking weed and the teachers are 

standing there watching them. I’ve been into the school [Harbour Special School, 

Penhale Road] to have them moved a few times. That’s how they are, and the teachers 

don’t bat an eyelid because they’re frightened of the kids.’  

7.4.7 Heritage  

Walking interviews prompted reminiscing about the past. Enthusiastic and proud of the rich 

inherent history of Portsmouth, Mike invited the researcher to go inside the Groundlings 

Theatre in Kent Street Portsea, a heritage grade II listed building. He enlisted an employee 

of the theatre to give us a guided tour. The theatre is housed in the original Georgian Theatre 

built in 1784, which also served as the first free school in the city for impoverished boys and 

later on included girls. Examples of dialogue are presented next and supporting photographs 

are illustrated in Figure 7.11a,b,c.  

Mike, Figure 7.11b:‘The Groundlings Theatre, I like to go in and see what’s happening 

in there.’ [Speaking to the manager of the theatre] ‘That was a nice programme you 

gave … I came with the walkers.’ Manager: ‘what did you see, was it My Fair Lady?’   
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Mike: ‘that’s it. I remember when the theatre used to have dinners on a weekend, 

everybody enjoyed that and sometimes they still talk about it.’ [Walking down the 

stairs, the walls lined with photographs] Mike: ‘This is what I like, all the different 

people who have been to the theatre somewhere along the line.’  

[In St George’s Square]: ‘St Georges, it’s a nice church, [a grade II listed building] I like 

it – that’s where I used to do the gardens [as a volunteer] but now, I’ve packed it up.’ 

Opposite St George’s Church, Portsea, in the square, Mike took photographs of the historic 

information display boards, Figure 7.11c. Then, walking past the Lady Hamilton pub and 

hotel at the Hard and looking back:  

‘I love the man [Figure 7.12b, a statue of a buccaneer on a first-floor balcony of the 

Keppel’s Head Hotel, looking out towards the Historic Dockyard], he looks like an old 

pirate.’ 

In Bishop Street, Portsea, at Mitre Court House, a grade II listed building, Figure 7.11a: 

‘This is a part that I love, it’s got the date on it 1914 – 1918; 1939 – 1945 a remnant of 

history’. Then, commenting on the TreadGolds heritage grade II listed building 

opposite, ‘Its history here and what they’ve got to do is hang on to the history.’ 

Travelling on the bus to Canoe Lake Sarah pointed to the One-Eyed Dog [pub] on the corner 

of Elm Grove and Victoria Road South: 

‘used to be a lovely restaurant, yes, it was called The Seafarer. I don’t like the look of 

the outside [now].’ 

 

7.4.8 Housing & Community Pride 

Participant observations about housing quality, increased housing allocation for students, 

appreciation of appealing commercial and recreational areas are presented next. These 

include Durban homes, a sheltered housing scheme for the elderly in Craswell Street, 

Landport; a house and forecourt garden that is well cared for that has a council planning 

application notice for multiple occupation attached to a lamp pole at 35 Sandringham Road, 

Fratton.  

Fred commenting on the planning notice sign, Figure 7.11g: ‘Probably be for students 

again, it will be the one that’s got the “Sold” sign I would imagine. That’s it, it’s been 

sold, somebody wants to buy it and turn it into multiple occupants – a small dwelling 

that size.’  

Pointing to a house with an immaculate frontage, Figure 7.11h: ‘That house is 

beautiful.’   
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Walking in Commercial Road, Pat, looking at the regenerated Zurich building, which was 

recently converted to student housing, now called Catherine House, voiced concern about 

the volume of student housing in Portsmouth. 

‘the housing shortage like it is and people can’t afford to buy, I think they should be 

building more for people rather than students. I mean how many students have you 

got in Portsmouth?’ 

Commenting on Durban Homes in Craswell Street, Figure 7.11i: ‘They are lovely, my 

friend used to live in that one. They’ve got bungalows up at the end and around the 

corner and then you’ve got another lot, Nicholson Gardens, and so it overlooks the 

park.’ 

Community pride of place comes across in comments regarding the newly regenerated 

Kingston Recreation Park, Figure 7.6; the visual and practical seating appeal of the walkway 

in Commercial road shopping precinct connecting to Arundel Street, supported by 

photographs in Figure 7.3. Appreciation for the generosity shown by Landport Community 

garden centre, photographs in Figure 7.3 is voiced. Examples of dialogue are presented next.  

Kingston Recreation Park, Hilary, Figure 7.11j: ‘It is really good what they’ve done. 

When they first said about it, everybody sort of …”good grief” but now that it’s done 

it really is an exciting place for the youngsters to play. My grandchildren like coming 

up here. If they come for the weekend its “can we go to the park?“’ 

Demographic changes of residents in Fratton over time appear to be accepted pragmatically.  

Sally: ‘We have lots of lettings down the road. A lot of foreign people we get in our 

houses now which some people object to. It’s how it is ain’t it?’  

Fred, in Manchester Road, ‘That’s just been sold, a Polish couple moving in there. It’s 

only been empty about 6 weeks, a lot of these landlords are Indian and Pakistani and 

that.’ 

Converse comments also highlight a sense of pride in place in seeing uncared for houses 

that elicit dismay. For example, Fred, in Guildford road:  

‘Some of the people that live down here, I mean, look at the state of that house there 

– that’s dreadful.‘  

Talking about the closed boarded up Marks & Spencer in Commercial Road, Figure 7.11f, 

Pat:  

‘To just put that up over there, doesn’t look very nice does it? I don’t think it will bring 

people to Portsmouth, looking at that really.’ 

A photographic illustration of the contrasting contexts between Heritage, Vacant premises, 

Housing and Community pride is presented in Figure 7.11.  
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Figure 7.11 Contrast in contexts of Heritage, Vacant Premises, Housing and Community 
Pride (source: researcher’s data) 
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7.4.9 Neighbourhood social capital and community cohesion  

Participants in this walking interview study and those who participated in the first round of 

interviews regularly attend elderly centric activities at community centres in Fratton and 

Charles Dickens wards, sometimes several times a week. For some of the participants 

attending these group events it transpired that it is the only social contact they have with 

other people. Not only do community centres offer disadvantaged minorities such as the 

elderly an opportunity to participate actively (Brüchert et al., 2017), crucially they offer 

social interaction opportunities (Gardner, 2011; Chudyk et al., 2015; van Hees et al., 2017). 

Social support services closures due to Covid19 have contributed adversely to quality of life 

and increased anxiety (Giebel et al., 2020), therefore attendance at community centres plays 

an important role in buffering the otherwise solitary lifestyle of the elderly in this study.  

Spontaneous dialogue and contact between participants and arbitrary neighbourhood 

residents met during the walking interviews seem to contribute toward a sense of 

neighbourly cohesion that helps facilitate social capital. Preference of place, impact of 

uneven surfaces caused concern for other elderly residents and pride in place is evident in 

key dialogue examples.  

Pat, comparing Landport to Fratton Community Centre: 

‘I prefer Fratton Community Centre because its nearer to me. I don’t really think they 

got so much going on here [at Landport] as they have at Fratton Community Centre.’ 

At Landport Community Garden Pat invited the researcher to enter:  

‘You can have a look in here, this is quite nice this garden. If you want any plants or 

anything, they’re quite happy to do em for ya. I wanted a fuchsia, and the lady did it 

for me. You can help yourself to any plants, you can have them for free or make a 

donation.’  

Concern about the consequences of an uneven path surface [In Kingston cemetery, Fratton, 

Figure 7.8j] and what that means for less able walkers is demonstrated by Hilary: 

‘It’s this … people that aren’t able to walk very well…even those scooters, shopping 

motorised ones, mobility scooters – it will be difficult for them to come along these 

sorts of roads.’  

Walking in Fratton with Sally, she noticed that another pedestrian was struggling: 

‘having difficulty with walking, isn’t she?’   
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Fred became a proud tour guide of Make, a community charity centre in Nancy Road, 

Fratton, and introduced the researcher to the manager. 

‘People rent these spaces here for their stuff [to sell] and the money that they get 

from the rent goes into the project called Make, which I think is fantastic. This is one 

of the good things that’s actually come into the area because as you can see there’s 

always people in here and it helps the area, it helps the community as well and they 

had a guy came, and he put in a new ramp, free of charge, so people with wheelchairs 

can actually get in and they officially opened it yesterday, about 11 o’clock I think, and 

they had the Lord Mayor here to open it up.’ 

7.4.10 Green & Blue Appreciation 

The positive impact of green and blue views on participants is evident by appreciative 

commentary in participant dialogue, ranging from appreciation of green areas such as the 

trees in Commercial Road retail district, parks, Kingston cemetery, Landport Community 

Garden and views of the open sea from the promenade near South Parade Pier.  

Sitting on a bench in the Rose Garden, Southsea, Figure 7.4, sparked off memories for Sarah 

of visiting the garden with her mother in the past. Green and blue appreciation is associated 

with views of green and blue open spaces, accessibility facilitators such as clean pathways, 

pedestrian crossing traffic lights and seating along a frequently walked route. Dialogue 

examples are presented next.  

Walking along Fratton road looking into the garden and benches at St Mary’s Church: 

‘There’s a nice bit of green over there.’ 

In Landport Community Garden Centre, Figure 7.3: 

‘Yes, it’s nice. You can come and sit in here if you want… it is rather nice I think if you 

want somewhere to come, a bit of quiet.’ [Looking at the flowering sweat peas, in 

response to the researcher saying, ‘look at the colours’]: ‘Oh yeah, nice.’ 

In Commercial Road, Fig 7.3, between Debenhams and Burtons:  

‘that’s nice, I like the trees – all the trees and seats in it they’ve done, it’s a bit different, 

the seating.’   

In Kingston cemetery: 

‘When we get high winds and storms the odd tree gets knocked down, which I think is 

very sad. They do try to replant but unfortunately it’s expensive.’ [Looking at the 

fishpond (Fig 7.9i)] ‘I think it’s quite fascinating because they’ve got the lily pads so 

they’ve got somewhere they [the fish] can go and hide.’   
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In Curzon Howe Road, Portsea, Figure 7.9h: 

‘This tree lined street, this I have always loved. Curzon Howe road is like you’re in a 

countryside, but you’re not (Fig 7.9h).’   

In Kingston cemetery, Fratton, Figure 7.6, Hilary:  

‘It is lovely walking through here, they’ve done a lot of work in here with the old graves, 

bringing them up and they’ve had to take out some of the stones because they were 

so bad. This is a nice place for people to come and walk their dogs, to walk their 

children and it’s not the most, it’s not, you wouldn’t choose to bring your children here 

but it’s a nice green area and there are some really old trees in here.’  

In St George’s Square, Portsea, Figure 7.2, Mike: 

'This is lovely in the summer on a hot day because of shelter from the trees and you 

can sit down in the shade.’      

7.4.11 Contrasting urban environment features   

Although there is an overlap between themes this section summarises how perception of 

environmental tension exists between participants regarding what works well and is 

appreciated, therefore contributing to well-being, and what does not. Underlying facets in 

the urban environment which are perceived to support health and well-being determinants 

include aesthetic appreciation, safety aspects such as clean rubbish free pavements, 

mobility accessibility and community cohesion. For example, appreciation is shown for an 

aesthetically appealing newly built residential home: 

In Clive road, Fratton, Figure 7.12a: ‘That’s a studio apartment and they have all these 

little lights come on at night-time, they’re all run off the solar, three-bedroom en- 

suite, off road parking and solar panels. They’ve made a really nice job of it.’  

A pottery cat statue next to the front door in the forecourt of a house in Guildford Road 

Fratton elicited appreciation: 

‘Look at that in the corner, isn’t it beautiful? nice little bits like that – you suddenly 

catch sight of them, you might’ve walked up and down half a dozen times and you 

suddenly catch sight of them and you think - oh, I haven’t seen that before.’  

On the approach to Fratton Community Centre: 

‘They keep this quite nice; I was down here about four weeks ago or something like 

that and they had, a kind of children, - I don’t know - they were learning difficulties or 

what they were, but they were painting all these old tyres. That’s what they’ve done 

with them, fair play to them, a good idea, put some soil in them and put some plants 

in them. That’s a nice job.’  
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Features contributing to mobility barriers may fuel feelings of unsafety, a term coined by De 

Donder et al., (2013), because they are perceived as dangerous. These include broken glass 

on the ground at a community recycling bank in Fratton, Figure 7.12d; an unmarked 

pedestrian crossing St Mary’s Road from Kingston cemetery to Kingston recreation park, 

Figure 7.12e and traffic calming bollards in Landport that successfully blocks cars but not 

mopeds, Figure 7.12f. Moreover, cars blocking access to the dropped curb to facilitate 

smooth transition from the sidewalk to the road, Figure 7.12g; bins, refuse and fly tipping 

obstruct pavements while a longstanding pavement water leak adjacent to St Mary’s church 

on St Mary’s road, Figure 7.12i, has caused the paving slabs to subside, creating an uneven 

and slippery surface.  

On the other hand, community cohesion is bolstered by events that are inclusive of the 

elderly. For example, workshops held at Make, an Aldingbourne Enterprises community 

charity in Cornwall Road, Fratton, Figure 7.12j; organised social events held at St Mary’s 

church and St Wilfred’s church, Figure 7.12k; elderly centric activities at Fratton community 

centre, Figure 7.12l; and John Pounds Centre in Charles Dickens ward, Figure 7.2.  

Photographs of contrasting urban environment features supporting the previous narrative 

and participant dialogue are illustrated in Figure 7.12.  
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Figure 7.12 Contrasting urban environment features (source: researcher’s data) 
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7.4.12 Memorable Quotes 

Impact statements defining urban environment neighbourhood characteristics that have 

health and well-being meaning for participants include the impact of air quality, an intuitive 

understanding of what makes a place, gratitude for good health and a spontaneous 

proposed shared community responsibility for the outdoor environment. Fred pointed out 

Twinkle Cottage day nursery in Fratton road: 

‘I can’t believe that they were allowed to open a day nursery there on the corner of a 

main junction with all the fumes, little kids are down at that level, aren’t they? 

In Commercial road, Pat: 

‘To me, you’ve got loads of them [vape stores] I don’t know how they all keep going. I 

think the vape ones are just as bad as ordinary smoking, I think, yeah, definitely. I mean 

lots of places they’ve banned them like ordinary cigarettes and the vape ones and I 

think that should apply everywhere because I think they’re just as bad. They give off 

all of that vape whatever it is.’ 

Fred: ‘It’s not the place that makes the place, it’s the people that live in it that make it.’ 

This viewpoint is shared independently by Mike: 

‘It’s not the area, it’s the people in it. I mean 50 years from now the road will still be 

the same. It’s the people in it. So, you can’t blame the area you live in, some people 

are rough, some people are not, you know?’  

Appreciation for the benefits of ability, mobility and enjoyment felt when outdoors is voiced 

by Sally. 

 ‘I am lucky at my age (80) to be able to walk and feel good being outdoors and not 

shut in all the time.’  

Solutions are offered by Mike to improve accessibility reach, encourage outdoor 

environment exploration, making it more appealing to venture out.  

 ‘There aren’t enough toilets on walking routes and there should be more done about 

developing and marketing walking routes in Portsmouth.’ 

Walking in Fratton, coming across an obvious attempt to clear away dog faeces due to 

smears left behind on the sidewalk, Hilary comments: 

‘I think people that own houses should be made to look after their sidewalk.’  

A contradiction in dialogue occurred when a participant said that she always felt safe 

outdoors regardless of time of day. A discussion ensued after the walking interview where 

she talked about how she had her handbag stolen twice.   
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Once at night, walking along the sidewalk and once in a shopping complex. Nevertheless, 

she still said she always felt safe. During our walk, after leaving Landport Community Garden, 

Pat said: 

‘I won’t want to come out in here in the dark really.’  

demonstrates that while she says she always feels safe, being out in the dark is not 

something she will usually contemplate.  

7.4.13 Issues arising 

Parking for residents and visitors can be challenging. Accessibility to a community centre 

was experienced as problematic. A spontaneous discussion between Fred and the manager 

of Make Charity, highlighted the issue, particularly on a Saturday when Portsmouth play in 

a football match. Ms Mitas, the manager of Make: 

‘I think parking around here’s a bit of a problem. Workshops, they tend to be about 

two hours long and it means people are running in and out for parking.’ Fred, ‘Parking 

is diabolical.’ 

Sally: 

‘lots of places have two or three cars to one house don’t they. I know my daughter - 

she don’t like coming home too late ‘cos you have to drive round and round and round 

trying to find somewhere.’ This extends to the area surrounding Kingston cemetery: 

‘Expect it’s very hard for parking around here, very difficult yeah.’  

Wayfinding and legibility of place is made difficult if signs are obstructed by tree foliage: 

‘the signpost that says this is St Georges Square is surrounded by leaves from the tree 

and signpost around that really needs to be trimmed back so that people can read 

where we are.’  

The stark reality of the attrition of community members as a participant ages in place and 

outlives them and what it means to be an older elderly person, ≥80 years is voiced:   

‘All the older people that I’ve sort of grown up with they’re all passed away, most of 

em, there’s very few there now.’  

7.5 Discussion  
This follow-on walking interview study was undertaken using mixed methods to gain better 

understanding and build a more complete picture of ageing residents’ perceptions of how 

urban environment characteristics have an impact on their health and well-being. The 

interviews aimed to confirm the determinants that were identified through the first phase 

interviews in Chapter six. Results presented in the previous section of this chapter meet the   
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aims and objective of the study, by offering both subjective dialogue and objective 

photographic confirmation of outcomes of phase one interviews.  

The perceptions of urban environment determinants associated with health and well-being 

by the elderly living in Charles Dickens and Fratton wards in Portsmouth include key 

overarching and overlapping themes across barriers and facilitators for health and well-

being. The themes concur with previously identified health and well-being determinants in 

the first round of interviews in Chapter six and outcomes in the literature review in Chapter 

three. However, a unique new contribution to local knowledge includes dialogue quotes and 

photographs that illustrate key perceived barriers to health and well-being as well as urban 

environment indicators that facilitate health and well-being. These are backed up by the 

literature in the following examples under barriers and facilitators. 

7.5.1 Health and well-being barriers 

In this case study difficulties experienced with accessibility and therefore by default on the 

choice to be active are primarily safety related. Perception of safety in the community is 

therefore a key physical activity determinant (Adams et al., 2012; Giehl et al., 2012; Kolbe-

Alexander et al., 2015; Browne-Yung, Ziersch and Baum, 2016; Chaudhury et al., 2016).  

Obstructions on walkways making walkability difficult in the wards studied include bins left 

out all week, uneven surfaces and pollution on pavements, cars blocking dropped kerbs and 

speed of the traffic make crossing the road a challenge for the elderly. In addition, 

perceptions of neighbourhood features such as antisocial behaviour impacted on the choice 

to go out and chosen route walked (Brookfield, Thompson and Scott, 2017). Moreover, 

neighbourhood problems and subsequent avoidance behaviour have previously been 

associated with frequent loneliness (Kearns et al., 2015). Antisocial behaviours encountered 

along a walking route and generic perceived neighbourhood problems therefore have a 

powerful impact on the elderly, resulting in a domino effect; reduced physical activity has 

repercussions on regular activities such as attending community centres, that may result in 

increased isolation and loneliness.  

Unappealing aesthetics highlighted by participants in this study include derelict buildings, 

empty shops or poorly maintained housing and business façades. Comments made by 

participants demonstrate how perceived aesthetics impact on the experience of place 

(Kaplan, 1987) and how environment characteristics can lead to psychological distress in the   
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elderly (Gong et al., 2016) because negative environmental press impacts on individual 

competence, adaptability and resilience (Lawton and Nahemow, 1973; Nahemow and 

Lawton, 1973).  

Conversely, health and well-being facilitators are more complex and multifaceted because 

they include sociological and psychological factors such as an appreciation of aesthetic 

aspects in the landscape. These comprise not only a visual appreciation of one or more 

elements but include an embedded cultural concept (Menatti and Da Rocha, 2016), such as 

neighbourliness.  

7.5.2 Health and well-being facilitators 

Voiced clearly by participants, and observed directly with participants in walking interviews, 

it is evident that appreciation of green and blue open spaces (Chudyk et al., 2015; Völker, 

Matros and Claßen, 2016; Douma et al., 2017; Lo et al., 2017) are recognised as health and 

well-being facilitators. The restorative impact of being in natural environments has a calming 

effect (Tilley et al., 2017), which is known to help people recover from stress (Ward 

Thompson, Roe and Aspinall, 2013; Hartig et al., 2014; Hartig and Kahn, 2016; Neale et al., 

2019). Furthermore, the literature confirms how aesthetic appreciation of urban 

environment landscape ‘encompassing every kind of place and space’ demonstrates a 

therapeutic cultural element: 

‘We live embedded in landscape and we perceive it through our whole body, and 

therefore it affects our well-being’ (Menatti and Da Rocha, 2016, p.5). 

In addition, as pointed out by Menatti et al., (2016), a recognised rich historical heritage in 

Portsmouth is not only aesthetically pleasing but provides an inherent link to health and 

well-being for all which warrants preservation for future generations.  

Participants’ close connection with community, demonstrated by volunteering activities 

voiced in first and second phase interviews and by proudly becoming tour guide and showing 

the researcher community centres such as Make in Fratton and The Groundlings Theatre in 

Portsea align with the Five Ways to Wellbeing.  
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Formulated through the New Economics Forum (Reilly et al., 2018), the Five Ways to 

Wellbeing are evidence based public mental health messages that are a tool to improve 

population mental health and well-being. The Five Ways include:  

1. Connecting with people around you. 

2. Be active. 

3. Take notice, be aware of the world around you and reflect on your experiences.  

4. Keep learning, try something new.  

5. Give, do something nice, volunteer your time, join a community group (Aked, 

Thompson and New Economics Foundation, 2011, p.8).  

Corcoran and Marshall (2016) translated and applied the Five Ways to a process of ‘Well-

Design’ and development guidance to promote thriving in place as follows:   

1. Connect – prioritise and facilitate connections and access to gathering places and 

remove barriers to everyday interactions.  

2. Be active – get active. Promote active movement to and between gathering places 

to facilitate everyday physical activity. 

3. Take notice – promote people’s conscious awareness of place, each other and our 

relationships. 

4. Keep learning – embrace engaged design to enable learning and facilitate an 

allocentric (focusing on others) as opposed to an egocentric response to place.  

5. Give – include flexible places that prioritise, accommodate, give explicit consent to 

community activity. Encourage and facilitate people to volunteer as a form of 

stewardship in the pursuit of good places to live (Corcoran and Marshall, 2016, p.4). 

Although individual health status and mobility have a direct impact on capacity to interact 

with place, it is more than that. It includes the interrelationship of place and meanings 

attached to characteristics of the place (Gopinath, 2015). For example, changes in the 

environment such as regeneration of the Hard and boarding up of properties identified by 

participants in this study contribute to shaping the experiences of the urban environment in 

the elderly.  

Spontaneous interactions with members of the public initiated by the participants during 

the walking interviews demonstrate and contribute to a positive sense of well-being and are 

evidence of how the everyday social interactions shape ageing in place (Gardner, 2011). 

Natural unprompted conversation, initiated by the participants with members of the public 

during the walking interview, led to the insight that heritage, pride of place and participants’ 

connections to place are interwoven in a cohesive neighbourhood tapestry.   
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Like the warp and weft in fabric, there appears to be a strength in participants perceived 

and objectively identified health and well-being environmental facilitators that may have a 

role in helping offset the effects of perceived barriers to well-being. For example, in 

pragmatic commentary while walking in Kingston cemetery, which is set back from busy 

neighbourhood roads and is densely populated with trees: 

‘Although there’s a lot of people and a lot of youngsters and things, because it’s a nice 

place to come and collect and chatter, you don’t get a huge amount of vandalism, 

which is nice.’  

This comment suggests that vandalism is recognised to be an accepted matter of fact in the 

neighbourhood.  

Significant new understanding of the day-to-day lived experience of elderly residents living 

in Charles Dickens and Fratton wards contribute original knowledge to the broader literature 

and simultaneously augments the findings of the RPAs of highly deprived wards undertaken 

by PMCC in 2016, which omitted input from elderly residents. This is discussed in greater 

detail in conjunction with results from the First Interviews presented in Chapter six, First 

Interviews, in Chapter eight, Discussion, to avoid duplication in this chapter.  

Walking and talking appeared to stimulate the participants as they took on the active role of 

tour guide. The rapport between participants’ and the researcher grew as the walking 

interview progressed and participants relaxed more. The participants identified health and 

well-being determinants and their active role appeared to give them a sense of 

empowerment (Carpiano, 2009). Heartfelt pride of place was demonstrated that involved a 

historical context with an introduction to Grade II listed buildings in Portsea and appreciation 

of historic public information boards on St George’s Square. For example, at the entrance to 

the Groundlings Theatre in Portsea and during an impromptu tour of Make@Aldingbourne 

Enterprises Charity Community Centre in Fratton: 

‘Yeah, its nice. I thought I’d introduce you to the place, because a lot of teachers don’t 

come in, they just go past.’  

‘as you can see there’s always people in here and it helps the area.’ 

Furthermore, it was evident that Pat enjoyed introducing the researcher to Landport 

Community Garden that was an unexpected small oasis in a dense urban neighbourhood.  
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Walking prompted conversation about events and community participation that spanned 

across a participant’s lifetime. For example, when reminiscing about the past a discussion 

ensued regarding visiting the Rose Garden in Southsea when a participant was a young girl 

and then switched to talking about Mayfayre day held at St Mary’s church earlier in the year. 

This was followed by discussion about attending Fratton Community Centre every Monday 

to participate in Kurling for the elderly. 

Paradoxically, pride of place comes through clearly in the voiced opposites of appreciation 

and dismay. For example, appreciation of salutogenic green elements in the surrounding 

neighbourhood is voiced on the one hand and dismay about health determinants regarded 

as barriers to health and well-being follow on directly from that. Identified barriers include 

rubbish strewn onto sidewalks, neglected façades and antisocial behaviours while 

appreciation is voiced for a freshly painted house façade: 

‘Look at that, it is beautiful.’  

Conversely, disapproval regarding a boarded-up shop in Commercial Road: 

‘To just put that up over there, doesn’t look very nice does it? I don’t think it will bring 

people to Portsmouth, looking at that really.’  

At the time of the interview PMCC was in the process of introducing black trolley wheely 

bins to houses in Fratton, to stop black household rubbish bags from being torn open by 

foxes and seagulls, causing contents to be strewn over pavements and roads on refuse 

collection days. However, this new initiative was not practical for everyone.  

‘They [council] keep on at me to have a bin. For one thing I don’t have enough rubbish 

– I’m only there on my own, and another thing, the steps are quite high, front and 

back, I wouldn’t be able to get it in and out [the house].’ 

7.5.3 Limitations 

This follow-on walking interview study has some limitations. Although results confirm many 

of the urban environment characteristics identified in the first phase interviews, it does not 

confirm them all. This is not unexpected because walking interviews were held with only six 

of the fifteen participants who participated in the first phase interviews. This study is a 

continuation of a cross sectional case study and although the walking interviews confirmed 

and consolidated findings from the first phase interviews no causal inferences of identified   
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neighbourhood features perceived to impact on health and well-being can be made. An 

ongoing longitudinal study may be better placed to provide rigour as repeated data 

gathering, identifying the same issues, helps establish whether there are improvements or 

a decline in outcomes compared to baseline findings (Gardner, 2011).  

The method to record the interview, namely using an Olympus voice recorder and the Track-

Kit application which mapped the route walked, were not seamless 100% of the time, 

despite troubleshooting and testing before using them with participants. For example, 

occasional loud traffic noise while participants were speaking occurred, over-riding dialogue, 

particularly along busy roads like Commercial Road, Fratton Road and St Mary’s Road. 

Nevertheless, one participant had a pragmatic response about the noise: 

‘Well, when you live in a town you can’t expect to be away from it can you really? As 

long as they drive safe that’s really all you can expect.’  

The Track-kit application showed an anomaly in one of the walking routes, noticeable in 

Figure 7.1 in map 6, where the red line denoting the walking route temporarily did not 

record along Sandringham Road. 

Although it was not an issue at the time that the walking interviews were undertaken, other 

significant potential disruptions include adverse weather conditions. Therefore, it is 

essential that researchers factor in alternate plans should the weather conditions make it 

untenable on the day (Carpiano, 2009).  

Notwithstanding these limitations, this study and methods used offer previously unexplored 

insights into urban environment characteristics perceived to impact on the health and well-

being of the elderly living in highly deprived neighbourhoods. Therefore, the methods are 

potentially applicable to more diverse population samples as well as other cities in future 

research.    

 

7.5.4 Implications for Policy and Practice 

It is well established that incorporating active travel supports healthy and sustainable urban 

development (Stevenson et al., 2016; Corburn, 2017; United Nations, 2017b; Curl and 

Mason, 2018). In order to promote active ageing as defined by the WHO, consideration of 

elderly residents walking routes that take familiarity and preferences of green and blue   
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access into account will maximise the benefits of promoting walking for the elderly (Tilley et 

al., 2017). Tilley et al., (2017) used ambulatory (walking) electroencephalography in 

examining participants’ mood and established that the effects of walking in busy urban areas 

versus calm green spaces, inclusive of social interaction opportunities, demonstrated that 

green exposure and social interaction impacted positively on mood in the elderly. 

There is an increasing consideration of a cross-sector partnership approach to address 

health and well-being in place. Local authorities have a vested interest in the cost for 

community and associated healthcare costs of bad design; particularly how the built 

environment can promote health equity (Carmichael, 2017), however to retrofit health into 

existing communities remains challenging. Successful cross-sector partnerships are 

emerging in recent collaborative research between the elderly and academia (Doran and 

Buffel, 2018; Buffel, Phillipson and Remillard-Boilard, 2019) and putting health into place is 

demonstrated in the innovative NHS Healthy New Towns approach (NHS England Healthy 

New Towns, 2019b), discussed in Chapter four.  

Although cross-sector partnership is not always successful, as in the case of green space 

management in Sheffield (Dempsey, Burton and Duncan, 2016), and a residential street 

improvement programme that did not guarantee increased physical activity (Ward 

Thompson et al., 2014), there is also an indication that when community collaboration is 

fostered with visible improvements made within the neighbourhood, a potential for 

influence on health and well-being policy and practice is presented (Anderson et al., 2017; 

Doran and Buffel, 2018). Consequently, it is vital to follow up with collaborative mechanisms 

and processes to ensure the experiences and views of the elderly voiced in this PhD study 

are considered and acted upon.  

7.6 Conclusion 
An improved and augmented understanding of concepts of neighbourhood features which 

are perceived to impact on the health and well-being in the elderly by the elderly is 

presented in this chapter. Walking interviews with elderly residents from Charles Dickens 

and Fratton wards in Portsmouth contributes first-hand unique local lived experiences and 

understanding from the elderly residents’ points of view. These include the identification of 

neighbourhood characteristics that comprise intangible features and new knowledge about 

urban environment characteristics that are perceived to make an impact on health and   
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well-being. Accessibility barriers, walking features that challenge a sense of safety and 

stability and antisocial community behaviours impact on the choices to walk to preferred 

destinations. Appreciation of historical heritage sites, community projects and activities for 

the elderly at community centres by the participants demonstrate the importance and 

relevance of extensive community engagement for the elderly living in highly deprived 

wards. Residents who live in the same neighbourhood over the course of their lifetime 

experience historical events that shape their ageing experiences. Experiences with 

participants during the walking interviews confirm that familiar environments preserve and 

bring forth memories (Gibson, 1979; Kinney, 2017); stimulating discussion about past 

events. 

Features of an age-friendly city, drawn up by the WHO’s Global Age-Friendly Cities Guide 

(Kalache et al., 2007), comprise a framework for cities that supports and enables elderly 

access to services and places by anticipating and responding to ageing related needs and 

preferences. Given the projected significant increase in the elderly ageing population by 

2050 by the Organisation for Economic and Co-operation and Development (OECD, 2017) it 

is paramount to plan and resolve the complex issues and requirements at a local 

neighbourhood level before diminished mobility impacts on health and well-being that 

results in a concomitant financial burden on health services. 

Notwithstanding the fact that the NHS Long Term Plan includes improved models of care 

there is an increasing need for NHS care and intensity of support to address pressures 

caused by the increasing elderly population. Although the top Global Burden of Disease 

identified risk factors causing premature deaths in England include poor lifestyle choices, 

high blood pressure and obesity, air pollution and lack of exercise are also significant drivers 

(National Health Service, 2019). Focus therefore needs to be directed towards ensuring that 

the elderly are encouraged to remain active, accessing local services and salutogenic places 

on foot. This requires transparent collaborative processes that investigate what works to 

maintain health and well-being of the elderly versus what does not. Ultimately, appropriate 

infrastructures such as continuity of routes with walkable surfaces that are safe and elderly 

centric, within walking distance from home are a necessity. This is echoed in The Decade of 

Healthy Ageing 2020-2030 WHO document disseminated in 2020, which emphasises how   
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‘Older people themselves will be at the centre of this plan, bringing together governments, 

civil society, international agencies, professionals, academia, the media and the private 

sector to improve the lives of older people, their families and their communities’ (WHO, 2020, 

p.1). Follow-on walking interviews undertaken in this case study were found to be an 

important element in continuing to establish rapport with residents and gaining trust. The 

next step is translating research into a meaningful framework of action that addresses 

existing historical health and well-being inequity. It involves a process that requires the co-

production between the elderly, academics, local authorities and services providers and is 

discussed further in the next chapter. Including elderly engagement in research to develop 

an age-friendly agenda has been successful in studies undertaken by researchers at 

Manchester University with the resident co-researchers subsequently forming a permanent 

group to continue with the agenda of translating research into action (Doran and Buffel, 

2018).  

Findings from first interviews (Chapter Six) undertaken in community centres and the results 

from the follow-on walking interviews examined in this chapter significantly augment the 

RPAs undertaken by PMCC in Fratton and Charles Dickens wards in 2016. A detailed 

discussion relating to the appraisals and a hypothetical new methodology toolkit is 

presented in the next chapter.  
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Chapter eight: Discussion  

8.1 Introduction 
This chapter presents the key relevant findings from the research in this exploratory case 

study and highlights how they relate to the research aims and objectives. Broadly reflective 

of the findings from the first phase interviews and second phase walking interviews, 

however not exclusively, it aims to comprehensively understand what and, if so, how urban 

environment characteristics are perceived to impact on the health and well-being of the 

elderly. During this process the key findings are related to the broader literature (Chapter 

three), Healthy Cities review (Chapter four) and RPAs undertaken by PMCC in 2016 (Chapter 

five).  

As introduced at the beginning of this thesis in Chapter one and methodology and methods 

in Chapter two, the overall research aims are to establish what characteristics in the outdoor 

environment are considered by the elderly to be health and well-being determinants; what 

is good for their health and well-being and why, and what is considered to be a barrier and 

why. To facilitate this process participants identified the everyday routes walked in their 

neighbourhood, illustrated on maps in Chapter six, meeting the first objective of this case 

study. Key outcomes are presented in the next section to answer the remaining objectives, 

which aimed to identify: 

• Perceived urban environment barriers to health and well-being. 

• Perceived urban environment characteristics that facilitate health and well-being. 

• Overall perception of neighbourhood environment health. 

• What the determinants are of participants’ environment perceptions. 

 

The implications of the methodology used, theory underpinning it and outcomes of this 

study in practice are multifaceted. Reflections on these processes and findings led to the 

synthesis of a possible methodological toolkit to address ongoing health and well-being 

inequity. In so doing new directions for future potential research are identified in 

recommendations made in section 8.5.  

8.2 Key relevant findings 
Results and key findings are discussed bearing the WHO established Age-friendly Cities and 

Communities core indicators of equity, accessibility and inclusiveness in mind (WHO Kobe 

Centre, 2015). These core indicators are the antithesis of inequity identified across the highly   
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deprived wards in Portsmouth, which fall within the most deprived 10 percent in the country 

per English Index of Multiple Deprivation evaluations in 2015 and 2019 (Smith et al., 2015; 

Noble et al., 2019), discussed in Chapter five. As established previously, there is more to 

inequity than income deprivation alone (Walsh et al., 2010). There is considerable scope for 

continued research to explore the link between inequity and place in the elderly in 

Portsmouth, as this case study has done. Recommendations are made to do so in the 

concluding chapter of this thesis in section 9.6.    

8.2.1 Theoretical considerations 

Reflection on the interviews, the iterative process of the interpretation of findings and the 

exposure and experience of research in the community with the elderly, led to a deeper 

understanding of the day to day lived experience of the elderly who are more mobile. The 

reflective iterative process guided the identification of an empirically supported theory 

(Sorrell, 2018), namely, that perception of urban environment features by the elderly 

involves several distinct intertwined progressions.  

A research alliance between the participants and the researcher developed during the 

course of the interviews which was strengthened further during walking interviews as 

mutual understanding about the study objectives developed (Csikszentmihalyi, 2014). 

Furthermore, as participants guided the researcher through the neighbourhood they 

relaxed visibly and participants whole-heartedly took on the role of appointed tour guide 

(Carpiano, 2009; Harris, 2016). By using a critical realist approach in this study, it transpired 

that there is an ecological theory of adaptation at work in elderly residents that is dependent 

on affordance theory.  

Ecological theory of adaptation and ageing demonstrates how perceived positive or negative 

environment stimuli result in a level of comfort or discomfort experienced by the elderly 

depends on individual competence, which informs adaptive or maladaptive behaviour 

(Lawton and Nahemow, 1973; Nahemow and Lawton, 1973). Participants decide to linger 

and enjoy a green/blue space or to leave or avoid a place because discomfort provoked by 

neighbourhood characteristics or events exceeded their tolerance level. The following 

examples of positive environment stimuli quotes show how participants enjoyed the 

restorative health and well-being benefits of being in green spaces in Landport community 

garden, Kingston cemetery in Fratton and St Georges Square Portsea.  
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‘Yes, it’s nice. You can come and sit in here if you want… it is rather nice I think if you 

want somewhere to come, a bit of quiet.’ 

‘It is lovely walking through here… it’s a nice green area and there are some really 

old trees in here.’ 

'This is lovely in the summer on a hot day because of shelter from the trees and you 

can sit down in the shade.’ 

Examples of negative environment stimuli that participants identified as barriers to health 

and well-being led to avoidance of place in some instances: 

Pointing to the derelict pub on Guildford road Fratton, Figure 7.11d: ‘has been empty 

but youngsters find their way in and do drugs.’  

‘He’ll ask them [residents] for money and they’ll give it to him ‘cos they’re frightened 

of him. There will be as many as 7 or 8 guys, maybe 10 sitting around on the ground 

here…’ [Figure 7.10k] 

‘the churchyard is pretty if you could walk through in peace and not have the … usually 

people sit and drink [alcohol] on benches.’  

‘drug dealing takes place in daytime in the alleyway next to Fratton Community Centre. 

If there are people in the alleyway… when I walk towards Fratton road bus-stop I wait 

to walk through it, it isn’t safe.’ 

On the other hand, unpleasant challenges experienced in place may be outweighed by 

pleasure and comfort experienced and positive adaptation takes place (Nahemow and 

Lawton, 1973), which may explain apparent resilience. For example, an evaluation of 

neighbourhood characteristics related to life satisfaction and well-being in older elderly 

participants showed that person-neighbourhood relationships and attachment to place 

were associated and important (Oswald et al., 2011). It is the ‘inner sense of well-being vis-

à-vis environment and behaviour is adaptive’ (Nahemow and Lawton, 1973, p. 27). An 

example from participant dialogue in this case study, discussed further in 8.2.2, 

demonstrates this: 

‘there are drug dealers… they’ve always got the police there. I love living where I am 

and wouldn’t want to live anywhere else.’ 

Perception of place is complex; it is dependent on what is seen objectively as well as 

subjectively and thus the autonomy, agency and resilience of the individual (Van Eemeren, 

2018). Consequently, opportunity for action is tied to agency (Van Eemeren, 2018).   
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Moreover, it is maintained that our earliest experiences with our birth family and 

perceptions of place we were born into are linked unconsciously to the places we live in as 

adults (Bonaiuto et al., 2016; Bagnall, South, Di Martino, Southby, Pilkington, et al., 2018). 

The French philosopher and poet, Gaston Bachelard, described how early experiences with 

homes can shape our lives because it is where our thinking and first memories are formed 

(Bachelard, 1994). 

Our links from the past to the present are therefore not vapid, they are solid and have a 

considerable impact upon us. For example, reminiscing about the past while in Southsea 

Rose Garden elicited fond memories for a participant of spending time there with her 

mother as a child. It was evident that the participant was relaxed and happy to be there, 

rather than anywhere else, because it held specific importance as a place she visited in her 

youth. The connection between early experiences and later actions can therefore never 

really be severed (Bachelard, 1994, p.66).  

Yet, in addition to the environment characteristics and challenges experienced, such as the 

busyness and car centric focus of the city, it is the personal enabling factors that play an 

important role in health and well-being. Attitudes, motivation, proactive social competency, 

attachment and trust play a pivotal role in psychological resilience and adaptation (Brown 

et al., 2017). Personal enabling factors such as temperament, interests, strong relationships 

with neighbours, family and community centres are also relevant. 

Running in parallel with ecological theory is the theory of Affordances (Gibson, 1979, 1986) 

that includes consideration of the aforementioned inherent individual aspects as well as the 

role that previous cultural experiences play. It is the combination of these that informs 

whether participants either open up and extend themselves physically or socially or constrict 

and withdraw when encountering a situation. Objective features, the participant viewpoint, 

their frame of reference and everyday experience of the place combine to inform 

preferences (van Dijk and Rietveld, 2017). This continual co-creative interaction between 

personal agency and neighbourhood affordances has a direct influence on the health-

landscape relationship (Menatti and Da Rocha, 2016), as illustrated in a dialogue example: 

‘My back garden I planted trees. I put three trees at the bottom of the garden which 

attracts, that’s why I like it, cos it attracts all the birds.’  
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Findings in Chapters six and seven demonstrate how expansion in thinking and action in a 

gesture symbolic of feeling of belonging is evidenced in verbal expressions of community 

pride and taking pleasure in being immersed in the natural environment.  

Community pride is voiced in the following examples about quality of housing and 

neighbourliness: 

‘They are lovely, my friend used to live in that one. They’ve got bungalows up at the 

end and around the corner and then you’ve got another lot, Nicholson Gardens, and 

so it overlooks the park.’ 

‘If you are wanting anything done or anything like that, yes in Portsea, you’ve only 

got to ask, and someone will do it for you. There’s that. So, there’s always that feeling 

of security there. Portsea was good like that, it still is. It’s still got that; it’s just got 

that neighbourhood feeling to it. Proper community and caring.’ 

Examples of taking pleasure in being immersed in the natural environment: 

‘I like looking at the trees [in Victoria park] – they all have different names; the tulip 

tree has flowers shaped like a tulip.’  

 

‘Occasionally go through St Mary’s [church yard], past St Mary’s hospital and come 

along, go through the cemetery and then if we’ve got peanuts, we stop and feed the 

squirrels …they come right up to you and you know … its quite sweet.’ 

 

‘I like to go down to the seafront, sometimes I go down with my grandson, or I will 

walk down to the cemetery off St Mary’s Rd … we take a bag of nuts and we go and 

sit there for a couple of hours and feed the squirrels.’ 

 

The impact of urban environment affordance and thus elements in the neighbourhood 

landscape on health and well-being is considerable. For example, in deprived communities 

the physiological impact of exposure to green space was associated with healthier mean 

cortisol levels analysed in diurnal patterns of salivary cortisol (Ward Thompson et al., 2012; 

Roe et al., 2013).  

Furthermore, examining changes in elderly responses as they walk through a busy urban 

traffic environment and quiet natural spaces in the city using electroencephalography (Tilley 

et al., 2017), discussed in Chapter three, demonstrate a dynamic connectedness between 

place and person (Jelić et al., 2016). Aesthetic influences such as appealing natural elements   
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and characteristics of incivility in the neighbourhood therefore have a direct influence on 

health and well-being, consistent with the literature review outcomes in Chapter three. 

Incivility is defined as a participant’s perceptions of unsociable or offensive behaviours 

experienced in the neighbourhood (Ambrey, 2016) which is evident in this case study: 

‘…sitting here, openly drinking cans of beer and smoking. I don’t know if its cigarettes 

or if it’s weed or whatever they’re smoking and that’s every night.’ 

‘The kids used to come into this private parking area, urinate and young lads’ 13 and 

14 and girls talk about sexual intercourse and smoking weed.’ 

‘I have concerns about alcohol consumption taking place outside. The signs clearly say 

no alcohol consumption outdoors – but what’s the point? I don’t see anyone getting 

arrested for it. Also, swearing at their kids, I find that disgusting.’ 

As the research analysis in this case study progressed it became evident that there is an 

overlap between perceived health and well-being determining barriers and facilitators 

within and across themes. Nevertheless, overall key themes arose that demonstrate these 

overlapping elements from participants’ narratives from first phase interviews (Chapter six) 

and second phase walking interviews (Chapter seven). These are summarised in Table 8.1, 

which is followed by discussion related to each theme. 

Table 8.1 Key Themes  

1 Dynamic nature of participants’ ageing in place  

2 Accessibility   

3 Unhealthy versus restorative environments  

4 Aesthetic influence    

5 Positive and negative attributes    

 

8.2.2 Dynamic nature of participants’ ageing in place 

Living and ageing in a deprived area is not necessarily related to self-rated poor health in 

this case study. However, participants were drawn from community elderly centric activities 

which meant they were on the more active end of the mobility spectrum in the ageing 

population. This is discussed further under limitations in the conclusion in Chapter nine. 

Nevertheless, reviewing a comparison of participant demographics and self-rated health, 

well-being and activity alongside each other in Table 8.2, reveals some distinct associations 

and caveats.  
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Table 8.2 Comparing demographics and self-rated health, well-being and physical activity    

Source: Chapter six Table 6.1 Participant demographics Source: Chapter six Table 6.2 Health, well-being and activity 

 Years 
in 
area 

 
   Area 

 
Gender 

 
Age Mobility  

device 

 
Alias 

  
Health 

 
Happy 

 
Satisfied 

 
Worth-
while 

 
Anxious 

 
Active 
 

1 17 Buckland, CD Male 72 Rollator  A1  2 2 5 5 5 3 
2 47 Buckland, CD Female 75 Rollator  B1  3 5 5 5 2 5 
3 18 Portsea, CD Female 74 Rollator  A2b  2 4 4 4 5 2 
4 46 Fratton Female 73 n/a A2a  5 5 4 5 5 5 
5 87 Fratton Female 87 n/a A3  3 4 4 4 4 3 
6 60 Fratton Male 71 n/a A4  4 4 5 5 5 5 
7 80 Fratton Female 80 n/a W1a  4 5 5 4 5 1 
8 34 Fratton Female 69 Wheelchair W1b  2 5 5 4 2 1 
9 34 Fratton Male 67 n/a W1c  2 5 5 5 2 2 
10 47 Fratton Male 69 n/a A5  4 5 5 5 5 4 
11 4 Fratton Male 66 n/a A6  4 5 5 5 5 1 
12 40 Fratton Female 78 n/a  W2  4 4 4 4 5 4 
13 49 Portsea, CD Female 78 Rollator JP1  3 5 4 5 5 5 
14 48 Landport, CD Female 76 Rollator A7  4 5 5 5 5 4 
15 9 Portsea, CD Male 67 n/a JP2  4 5 5 5 4 3 

Key: CD Charles Dickens Ward, Years – lived in the area Average 3.3 4.5 4.7 4.7 4.3 3.2 

 
 



244 

Nine participants (9/15) lived in the same neighbourhood for ≥40 years, the two oldest were 

actively mobile and did not use a mobility device, whereas three of the nine did use one. 

Correlation between age of participants and length of time lived in the same place 

demonstrated a significant association (r(15) = .75, p =.001). This may suggest or imply that 

participants were happy there. However, this interpretation is only a supposition and needs 

to be treated with caution because the assumption does not consider family ties or financial 

constraints.  

Yet, when reviewing the well-being scores of this subset of (9/15) participants, this 

assumption is supported further by their high average of 4.5 (out of a maximum of 5) for 

self-rated happiness, and 4.7 out of 5 for both satisfaction with their life and feeling that 

their life purpose and overall activities are worthwhile. Bearing in mind that participant 

anxiety scores on the questionnaires were transposed prior to analysis to read 5 = not at all 

anxious and 0 = completely anxious (in Quantitative analysis in Chapter six), for 

interpretation to be in alignment with the other three well-being ratings, one caveat in the 

well-being scores stands out because one of the nine participants rated anxiety as high.  

Consideration of the overall tone of the dialogue of this participant leads to an inferred 

conclusion that the combined factors of self-reported chronic respiratory disease and 

choosing to walk along alternate routes along quiet roads with less traffic to avoid air 

pollution, plus avoiding antisocial behaviour may, in part, have influenced this outcome. 

Awareness of environment factors impacting on respiratory function and taking 

responsibility for self-care likely contributed to a ‘can do’ attitude which demonstrates a 

level of resilience, regardless of identified barriers to health and well-being. Acceptance of 

wider neighbourhood issues by the participant is demonstrated in the following dialogue:  

‘there are drug dealers… they’ve always got the police there. I love living where I am 
and wouldn’t want to live anywhere else.’ To which the researcher responded: ‘and 
you love it because…?’ ‘Because I just like it. I love my house, I don’t have any trouble 
with the neighbours, it’s very local for everywhere. I’ve lived there 47 years now, 
coming up for 48…. It’s just, you’ve got that bit over here [pointing to an estate on the 
map] I’ve got no intentions of moving as long as I keep me door shut and keep myself, 
you know, to myself, I’m fine.’  
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In this study living in the same area for longer did not correlate significantly with health or 

activity level, nor was physical activity associated with health and well-being. As discussed 

previously, the most relevant determinant for living longer and associated health and well-

being is dependent on place. Choices available where you grow up during childhood and 

onwards into adulthood such as education and access to places for physical activity, amongst 

others, play a primary role (Easterbrook and Primeau, 2018).  

Nevertheless, findings in this study regarding physical activity and health and well-being are 

negated by outcomes in a contemporary literature review in which 37/49 articles found that 

physical activity and health and well-being are positively associated (Gardener and Lemes 

de Oliveira, 2019). However, small sample size results need to be interpreted with caution.   

Reflection on why four of the 15 participants scored 2/5 (a poor rating) for self-rated health 

over the past year in Table 8.2 implies a strong possibility that their spontaneous self-

declared pre-existing poor health conditions influenced their score. However, not all 

outcomes can be allocated to a mere inference. For example, of three participants who rated 

themselves as not physically active over the course of week, one was wheelchair bound, one 

drove everywhere and one is unexplained. Poor mobility and poor health status are 

therefore, for the most part, associated with self-rated health and well-being when 

reviewing and comparing participant demographics and self-rated health, well-being and 

physical activity scores in Table 8.2. This finding is supported by the literature (Booth et al., 

2017; Heron et al., 2019). 

However, an important consideration is that reduced physical activity is known to be 

predictive of poor health and increased prevalence of chronic disease, as discussed in 

Chapter three, and confirmed in a pioneering study comparing the health of bus conductors 

and bus drivers (Morris et al. 1953, in Milne, 2015, p. 92) which clearly identified sedentary 

health risks. 

Referring to the questions illustrated in the questionnaire in 2.4.6, of note is that all barring 

one participant (14/15) rated themselves as both happy the day before and generally being 

satisfied with life. Although the highest score for feeling satisfied and that life is worthwhile 

was selected by this participant, only 2/5 (poor) was selected for overall happiness the day 

before. Although the ONS have included the defined questions since 2013 as part of their   
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well-being evaluation (GOV.UK, 2013) and they remain in use in population surveys (What 

Works Centre for Wellbeing, 2018). It raises a query about how it came about that rating 

overall happiness is restricted to the day before. After all, it is feasible to have had a bad day 

the day before because of one or a series of events; yet if an evaluation of overall happiness 

was not limited to the day before and rather included an ‘overall’ descriptor, the selected 

answer may hypothetically turn out to be a ‘yes, I am happy overall’. Given that the ONS use 

these standardised questions across large population groups across the years, this raises a 

question about whether it was appropriate for inclusion in this small-scale study.  

Furthermore, it is argued that self-rated personal judgement variables should have validity 

and provide information about the size of the influence (Layard, 2016) if they are to be used 

to inform policy guidelines. Nevertheless, for this participant personal attributes are likely 

to come into the equation and have an influence on outcome because although their 

mobility and independence is enabled with a mobility device, a longstanding neurological 

condition compromised their speech and mobility. This means that future studies need to 

ask different questions because of individual variability, especially when it comes to small 

sample sizes.  

It also transpired during the interview that they were isolated, only coming into contact with 

people when going to elderly-centric events at Fratton community centre. In addition, they 

also reported being isolated over the long bank holiday weekend because the community 

centre was shut and they had no other reason to go anywhere. This finding aligns with the 

Fratton RPA report (Public Health Portsmouth, 2016a, p. 13), which identified that the 

elderly are isolated and detached from the community. Isolation in the elderly is well 

documented in the literature and has been exacerbated in the UK by community support 

closures due to Covid19 (Giebel et al., 2020). 

A review of the health, well-being and activity scores in Table 6.2, nested in Table 8.2, shows 

an apparent association between activity level and self-rated health, however this was not 

confirmed in correlation testing of the variables presented in Table 6.3 in Chapter six. 

Although previous studies have shown that physical activity has a positive impact on health 

and well-being in Chapter three, (Blay et al., 2015; Browne-Yung, Ziersch and Baum, 2016) 

it is not reflected in this study.    
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The dynamic nature of participants ageing in place confirms how physical ability dictates 

mobility, how being compromised by chronic disease impacts choices made and how 

important community centre attendance and elderly centric activities are for well-being. 

Mobility aids helped moderate compromised mobility, providing independence and 

extending accessibility to local services. This means that their use needs to be considered 

carefully as a mechanism to enable healthy ageing.  

However, participants who used mobility aids declined an invitation to participate in the 

follow-on walking interviews. Findings in first interviews clearly demonstrate how important 

walking surfaces and pedestrian controlled road crossings are to facilitate ease of access. 

Accessibility outcomes from first and follow on walking interviews are discussed in more 

detail next.  

8.2.3 Accessibility 

Participant dialogues, presented in findings in the two rounds of interviews in Chapters six 

and seven, identified that well-connected contiguous routes to local amenities along clean 

even surfaced pavements and strategically placed benches to rest on along the way 

encourage walking, which is confirmed in the literature (Bjornsdottir, Arnadottier and 

Halldorsdottier, 2012; Ottoni et al., 2016; van Cauwenberg et al., 2016; Brookfield, 

Thompson and Scott, 2017). Moreover, participants pointed out where additional benches 

were needed along frequently walked routes, as was done in The Hague (De Heus, 2019), 

discussed in Chapter four.  

In Portsmouth the dominance of cars makes active travel for elderly pedestrians unpleasant 

due to access difficulties created when cars block driveways, pavements and dropped kerbs. 

In addition, the speeds cars travel at cause concern because it takes longer for an older 

person to cross the road. Some examples from participants dialogues demonstrate this: 

 ‘We got our pavement, I still got to walk in the road, facing all the buses.’ 

‘Crossing the roundabout in Arundel [Muirfield and Arundel road] the traffic doesn’t 

stop for you, it’s not controlled. Several years ago, we petitioned to put a crossing 

there which improved it, but it’s not controlled and drivers just carry straight on 

instead of stopping.’ 

‘Cars parked both sides of the road. It’s not that busy a road, so you take longer than 

you would normally [to cross the road], sometimes they whip around the corner you 

know?’  
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The local experience and effect of barriers caused by community transport infrastructures 

(also known as community severance because it divides space and people (Anciaes, Jones 

and Mindell, 2016)) is not unique to Portsmouth because it also occurs in other cities (UCL 

Street Mobility & Network Accessibility Project Team, 2017). Therefore, it is vital that 

transport planners are made aware that road and pavement barriers play a direct role in 

choices the elderly make to be active and walk to destinations.  

The most common motivators for getting out and about in this case study were for 

participants to access nearby commercial and medical facilities, visit community centres in 

Fratton and Charles Dickens wards and access green and blue open spaces both within and 

beyond the participants’ neighbourhoods. Fratton Community centre was accessed several 

times a week by participants living within the two wards. Notably, outings to the centre 

provided the only opportunity to socialise for some participants because of minimal or no 

family contact. Participants commented that the centres are well connected to bus routes 

and Portsea is within easy reach of additional train and ferry services. For example: 

‘the bus services are so good that you can easily get to a certain point and walk from 

there if you want to.’ 

‘Saturdays I go out with a friend on the bus to different places every time. For 

example, Wickham; Stubbington; Gosport; Gunwharf quay and walk to Old 

Portsmouth; and the seafront.’ 

‘Good accessible shops – Co-op, Spar and Tesco’s – good bus service; you can walk 

to St Mary’s hospital through the cemetery which is good and the doctor’s surgery 

in Lake road is in walking distance as well.’ 

Trips out to local shops and visiting community centres to attend elderly centric activities 

such as Fratton Friends, Crafts Group and Knit and Natter or team exercise activities like Tai 

Chi and Kurling was frequently combined by participants with socialising at cafés in Buckland, 

John Pounds and Fratton centres. Likewise, in Chudyk et al., (2015), elderly travel behaviours 

included frequent local trips to several different destination types a week. Concurring with 

the literature review in Chapter three, outcomes in this case study demonstrate how 

community centres and transport services form a crucial accessible and inclusive community 

lifeline; preferred destinations mattered and dictated participants’ active travel behaviours 

(Mahmood et al., 2012; Chudyk et al., 2015; Gardener and Lemes de Oliveira, 2019). As 

confirmed in this case study, the neighbourhood community asset mapping exercise   
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undertaken during the RPAs by PMCC in 2016 reported that community centres in Portsea 

and Fratton are central inclusive hubs (Public Health Portsmouth, 2016b, 2016a).  

Participants in this case study demonstrated how, in certain instances, their mobility and 

accessibility are hampered, which has direct consequences for health and well-being. 

Dangers experienced crossing roads, uneven surfaces and cars blocking pavements may lead 

to a choice to stay at home. This cuts back on walking for transport, inactivity precedes 

immobility and the likelihood of chronic disease comorbidity in the elderly rises, discussed 

previously in Chapters three and four. Moreover, uneven surfaces led directly to falls for two 

participants in this case study: 

’last year I fell over in [the] car park … the paving stones were up and down. They are 

terrible and I fractured my left leg.’ 

‘Quality of pavements in our area are rather poor. I’ve fallen over a few times, which 

is rather unpleasant, because they weren’t completely flat.’ 

The quality of the active transport infrastructure a city provides for residents to access the 

places in it demonstrates prioritisation and consideration for the health and well-being of all 

its residents. Therefore, provision of good walking access infrastructure to local destinations 

is important for neighbourhood satisfaction and consequently the health of the elderly 

(Barnett et al., 2020).  

8.2.4 Unhealthy versus restorative environments 

There is an overlap between accessibility and unhealthy environments and health and well-

being barriers identified by participants that include poor air quality, fast traffic, refuse and 

dog fouling on pavements. Concerns about refuse management are also confirmed in the 

Charles Dickens RPA because discarded refuse is seen to contribute to fly tipping (Public 

Health Portsmouth, 2016b, p. 14).  

Restorative salutogenic health and well-being determinants include elements such as 

working in the garden, views of green and blue vistas, walking in the local park and cemetery 

and travelling further afield to access natural environments. Participants repeatedly made 

statements in support of the theory that restorative open urban environments are good for 

health and well-being, discussed previously in 8.2.1, which is supported by the literature   



250 

(Kaplan and Kaplan, 1989; Roe et al., 2013; Hartig et al., 2014; Völker, Matros and Claßen, 

2016). Access to wide open green/blue spaces occasionally included travel beyond the 

neighbourhood by car or public transport. One participant from the first interviews 

subsequently chose a walking interview route that included a bus trip to Southsea 

promenade where Canoe Lake and the Rose Garden are within short walking distance of 

each other. Emotional connections to the past and happy memories were elicited when we 

rested on a bench in the Rose Garden, demonstrating how experience of place is influenced 

by memories (Jones et al., 2008; Evans and Jones, 2011; Mysyuk and Huisman, 2020). 

Other Illustrative restorative examples from the first interviews include walking to old 

Portsmouth to sit and watch the ships go by or travelling further afield to access open green 

or blue spaces. Travel was facilitated by either taking a bus to the seafront, driving by car to 

Eastney and Hayling Island or taking the foot passenger ferry across Portsmouth harbour 

and then a bus further afield. One participant demonstrated how it was preferable to walk 

through Kingston cemetery rather than take a bus:  

‘You can get a bus, but you walk nearly as far to Copnor bridge to get the bus as you 

do to walk through the cemetery. So, I usually walk through. Beautiful trees, very like 

a park. It’s very nice.’  

An overlap in associations between unhealthy urban environments and negative aesthetics 

is also evident because the most frequent words in dialogue across the two themes in Figure 

6.5 included descriptors such as: road, alleyway, school, walk, people, behaviour and 

pollution. Participants made frequent references to rubbish and fouling on pavements, a 

generic threat to public health that has been identified and reported on previously in Belfast 

(Tsouros, 1990, p. 69). For example: 

‘Rubbish not in bins at the flats attract rats. Sometimes see throwaway nappies on 

the pavement in Portsea, also in Southsea area.’ 

‘It’s not what I call healthy, basically when I first came here, to me it was a dirty 

scruffy area. And to me now, it is still a dirty scruffy area. There’s always rubbish in 

the streets.’ 

‘People just continue to put [dog poo] bags in [the designated bin] and they overflow 

onto the street. It should be relocated to an area away from the route to school, 

mothers walking children to school walking on the pavement while pushing strollers, 

it is unhealthy’ Figure 7.9 photo f.  
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Then again, the most frequent restorative and positive aesthetics words in Figure 6.7 

comprised open space features and resting, quiet and peaceful descriptors. Although direct 

causation cannot be established in this study it is evident that there is a correlation between 

place and positive or negative perceptions of urban environment features and walkability, 

which is known to influence health and well-being (Ward Thompson et al., 2014; Browne-

Yung, Ziersch and Baum, 2016; Brookfield, Thompson and Scott, 2017; Gardener and Lemes 

de Oliveira, 2019; Grant et al., 2020; Mysyuk and Huisman, 2020).  

Air Pollution 

Air pollution was identified as bad for health and well-being by participants in both interview 

phases in this case study, which is supported by the literature (Day, 2010; Huong et al., 2012; 

Yahaya et al., 2012; Carmichael, 2017). Individual participant dialogue examples clearly 

express this viewpoint; a participant from Portsea was directly affected by the regeneration 

of the Hard which resulted in the bus route being redirected permanently to bypass her flat.  

‘Where my road and window is, they’re not switching their engines off. The buses 

waiting to go past, the cars going in the car park, everyone has got their engine on 

and I’m having fumes in my window, in Summer I find I have to close the window 

even.’ 

‘I think there’s a lot of pollution in Portsea, you don’t get the sort of feeling of fresh 

air. I mean every day it’s about the same. It’s the motors, the traffic.’ 

‘I think it’s [air pollution] all the way round really. I mean as you walk along, as you 

walk up from Commercial road up into Portsea and you come up Edinburgh Road 

and Queen Street straight into Portsea and straight the way down into the hard, I 

mean it’s all … and all the side roads and things like that … all about the same.’ 

‘Well I suppose we get a certain amount of fumes and so forth and noise from the 

railway.’ 

 

In the ensuing discussion about air pollution, one participant is pragmatic: ‘there’s nothing 

really you can do about it except not go out or wear a mask.’ Further comments about 

Fratton Road and Commercial Road also demonstrate how participants voiced their 

concerns about air pollution being bad for health and well-being. 

In Fratton: ‘I can’t believe that they were allowed to open a day nursery there on the 

corner of a main junction with all the fumes, little kids are down at that level, aren’t 

they?  
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In Commercial Road: ‘To me, you’ve got loads of them [vape stores]. I think the vape 

ones are just as bad as ordinary smoking, I think, yeah, definitely. I mean lots of places 

they’ve banned them like ordinary cigarettes… I think that should apply everywhere 

because I think they’re just as bad. They give off all of that vape whatever it is.’ 

Therefore, an emerging impression that air pollution is bad for your health and well-being 

was associated, in part, with cars and buses. Confirmed in the literature, busy roads are 

identified as barriers to health and well-being because: 

• living within 300m of them means higher exposure to pollutants (Cowie et al., 2016; 

Giles-Corti et al., 2016; Dannenberg, Doumpa and Karssenberg, 2018);  

• deterioration of quality of activities in residential streets was illustrated in San 

Francisco in 1970-71 by Appleyard and Lintell (1972) in Gehl (2011) and the UCL 

Street mobility Project (UCL Street Mobility & Network Accessibility Project Team, 

2017, p.2);  

• traffic infrastructure reduces road crossing opportunities, roads are perceived to be 

dangerous, resulting in community severance (Anciaes, Jones and Mindell, 2016). 

However, air pollution is also associated with antisocial precedents and adaptive responses 

in this case study. For example, noise and air pollution levels experienced in Buckland park 

in summer caused by people on motorised scooters riding through the park are perceived 

as antisocial, resulting in avoidance of place by the participant.  

‘Come the summer … on them moped things… they ride up and down and across 

the green… you can’t go out and say anything because, you know, you just get told 

off. Get a mouthful.’  

 

Rather than confront the residents about their behaviour because the anticipated answer 

was a verbally abusive response, nothing was said and the participant avoided going out. 

Perception of the physical world, the locale and the participant specific umwelt (the world 

as it is experienced) living in the same place for many years created meaning in the 

perception of the environment (Baggs and Chemero, 2018).  

Therefore, visual affordance, how the environment and behaviour was perceived (Gibson, 

1986) resulted in situated anticipation and adapted (avoidance) behaviour (van Dijk and 

Rietveld, 2018). In other words, what the experience and perception of the environment 

offered and presented (both objectively and subjectively) was related to previous  
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experiences, which led to a foregone conclusion, the situated anticipation that ‘you just get 

told off …get a mouthful’. This, in turn, led to avoidance behaviour. Understandably, this is 

only one micro scale example with one participant and therefore may not be considered to 

be meaningful or offer a convincing argument.  

However, air pollution has serious implications for local health and well-being and 100 

Portsmouth medics signed an open letter to the city council in July 2020 saying they must 

do more to tackle they city’s air pollution (BBC NEWS, 2020). Evaluating air pollution from a 

macro scale viewpoint, how Portsmouth is affected and what council is doing about it is 

demonstrated in optimistic proposals for the Portsmouth Air Quality Strategy 2017- 2027 

(Chapter five). Nevertheless, the strategy is thin on support for measures to reduce air 

pollution from shipping and haulage.  

The website meteoblue.com provides comprehensive records regarding wind direction and 

speeds over the course of a year which may paint a compelling picture of shipping pollution 

influence when overlaid on a map of Portsmouth together with residential postcodes of A & 

E admissions for respiratory disease exacerbations. The PHE website reports that health and 

social cares costs of air pollution in England were £42.88 million in 2017 and may reach £5.3 

billion by 2035 unless action is taken (Public Health England, 2018b). Therefore, it is argued 

that identifying and addressing all the causes of local air pollution needs to be given priority 

by local government. This is an opportunity for conjunction and collaboration between local 

councils and academic institutions in Portsmouth and Southampton, which also has high 

rates of air pollution and respiratory disease (discussed in Chapter five). The topic is worthy 

of a PhD in itself.  

It is obvious that the management of air pollution presents complex conflict and tension 

between three fundamental influences, namely: 

1. The responsibility of PMCC and Portsmouth NHS CCG to ensure the health and well-

being of all residents (Portsmouth City Council, 2019), while simultaneously 

implementing the air quality strategy (Portsmouth City Council, 2017). 

2. The requirement for PMCC to maintain earnings from berthing charges levied to 

visiting ships and consider their contributions to air pollution. 

3. The Department for Environment Food & Rural Affairs (DEFRA, 2018a, 2018b) 25 

year plan to improve the environment.   
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Air pollution is identified as a barrier to health and well-being by elderly participants in this 

study, which is supported by the literature (Huong et al., 2012; Eibich et al., 2016; Grant et 

al., 2017). It is evident from the additional local influences raised that this complex issue 

would take time to resolve. Recommendation is made for the University of Southampton 

and the University of Portsmouth to consider undertaking longitudinal research to provide 

scientific input outcomes to governing bodies so that the appropriate action may be taken.  

8.2.5 Aesthetic influence 

Overlapping with unhygienic health and well-being barriers, features in the environment 

characterised and perceived as degraded or unsightly include derelict buildings, fly tipping 

and unhygienic refuse. These voiced elements demonstrate how participants experience 

and perceive a place (Kaplan, 1987) and how they potentially lead to distress in the elderly 

(Gong et al., 2016).  

Conversely, salutogenic and restorative aesthetic determinants include spending time in 

green and blue environments, voiced in appreciation of urban environment features. These 

include seating diversity options between Arundel and Commercial roads (Figure 7.11, 

photo k); immaculate residential (Figure 7.11, photo h) and commercial façades (Figure 7.11, 

photos d,e,f). 

When places are identified by participants as being run down due to neglected façades, 

derelict buildings and pavements that are dirty due to refuse and dog fouling, causing 

barriers to walking, it stands to reason that it will impact on how they feel, which is 

confirmed in the Charles Dickens RPA report (Public Health Portsmouth, 2016b, p. 19). 

Rubbish, fly tipping, drug refuse and dog fouling are common in Fratton (Chapter six and 

seven), confirmed two years earlier in the RPA report (Public Health Portsmouth, 2016a, 

p.14).  

The appearance and aesthetics of place is important for health and well-being because when 

an area is seen as unappealing and run down it creates a negative perception, which may 

potentially be countered by engaging with the community to take responsibility for it 

(Anderson et al., 2015, 2017; Public Health Portsmouth, 2016b).   
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On the other hand, as mentioned previously, places to stop and rest are essential restorative 

aesthetic features to enable the elderly to take a break from walking, seek relief from the 

sun in a shady spot and enjoy the view:  

‘Victoria Park is a favourite stopping and resting place. I think its lovely, all the 

flowers, trees and birds.’  

‘I might sit on the seats if we go down there [to the seaside] or canoe lake; its nice 

down there.’ 

‘When I’m a bit tired… so I sit down there [bench outside All Saints Church] for a 

while.’ 

However, there is more to it than that. Reasons to stop also included a combination of 

activities such as eating whilst seated and simply enjoying people watching in Commercial 

Road. For example: ‘There’s all sorts of seats [in Commercial Rd], yes, if you want to sit down 

and rest it’s not bad.’ When asked by the researcher what it was that was attractive about 

the precinct seating ‘just people watching … [laughing]… I love watching people.’ 

Sitting occasions are also opportunistic because they are dependent upon the availability of 

resting places along a route. For example, opportunities to sit and rest along Arundel road 

walking on route to Commercial road are restricted to bus stop shelters – highlighting a need 

for the installation of purpose-built benches along this location. As can be seen in the 

aforementioned quotes a bench outside All Saints Church provides a welcome respite for a 

participant who walks from Buckland towards Commercial road regularly. As discussed 

previously in Chapter four, urban characteristics and features identified in this way by the 

elderly help towards clarifying what works well, where the deficits lie and what can be done 

about it (Meijering and Duimel, 2018; De Heus, 2019). Elderly residents, in collaboration with 

the municipality in The Hague, identified elderly-friendly shortfalls such as insufficient 

benches and armrests on benches that resulted in the installation of 16 new benches and 

addition of armrests to 38 existing benches (Meijering and Duimel, 2018; De Heus, 2019).  

A bench placed along a frequently walked route can therefore be transforming for the health 

and well-being of the elderly from an aesthetic, accessibility and social encounter point of 

view. The Hague municipality demonstrated how adding a bench may mean the difference 

between independence and needing assistance with care (Meijering and Duimel, 2018).    
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The recent increase in new high-rise accommodation such as Pall Europe, Premier Inn and 

redeveloped Zurich house in Charles Dickens ward, discussed in Chapter six, have an 

unrecognized impact on local elderly residents. Concerns raised about new builds focusing 

on student accommodation, versus the needs of the local population, and simultaneous lack 

of provision for car parks were related. One participant voiced how a new building blocking 

the view in Fratton has an impact on his well-being: 

They’re building a block of 70 flats right the way across and I come out my gate and I 

look and it looks like the Berlin wall going up because it’s going up four stories. So, I 

used to be able to look across the railway lines and see the backs of these other 

houses, now all I’m going to see is a 4-storey block - that depresses me. It seems to 

me that they want to cram more density, more into smaller spaces. 

 

Participants raised concerns about new builds resulting in the influx of more residents 

adding to parking congestion and air pollution, a fair comment when particulate levels 

continue to increase annually (Portsmouth City Council, 2018a) as discussed in Chapter five. 

To reiterate, as discussed previously in Chapter five, this confirms the need for detailed local 

health impact evaluations to accompany every planning application. Residents in both wards 

voiced concerns about new builds being student centric and the Charles Dickens RPA report 

confirmed that declining space and increased private development leads to an increasing 

loss of local identity (Public Health Portsmouth, 2016b, p. 14).   

Aesthetic appreciation is therefore voiced for a range of places and spaces within them, 

illustrated in Chapters six and seven, which is extended to include cultural therapeutic 

historic features such as the Groundlings Theatre, information boards and sculptures in St 

Georges Square in Portsea and the Rose Garden in Southsea. Evident in the appreciation 

voiced by participants, the rich historic heritage in Portsmouth augments attachment to 

place (Appleyard, 1980b). The naval history is an asset to the city (discussed in Chapter five) 

and offers potential for social prescribing for health and well-being (discussed in Chapter 

four).  
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8.2.6 Positive and negative attributes 

Positive and negative attributes are defined mainly as intangible in nature because they are 

represented by prosocial and antisocial behaviours encountered by participants as they go 

about their daily lives in their neighbourhood. Associated with this are objective and 

subjective concerns raised by participants that include the increase in number of House in 

Multiple Occupation (HMO) applications (Figure 7.11 photo g) by homeowners as well as 

ongoing homelessness.  

Prosocial affability, antisocial incivility and safety  

The elderly are strongly affected by prosocial and antisocial behaviours and public incidents 

play an important role in their health and well-being in this case study. Prosocial affability 

refers to perceived friendly neighbourhood behaviours whereas incivility is a perception of 

offensive, antisocial behaviours (adapted from Ambrey, 2016, p. 639).  

Participant interactions between staff and other community centre attendees and arbitrary 

members of the public encountered on walking interviews, observed by the researcher, 

included demonstrations of friendliness, consideration and helpfulness that contribute to a 

sense that participants feel that they belong and have an attachment to place. The literature 

supports this and confirms that perceived neighbourhood trust promotes social 

participation (Buffel et al., 2014).  

Pride of place statements, enthusiastic participation in elderly activities and enjoying social 

engagement opportunities at community centres are evidence that participants enjoy 

where they are and what they do in the context examined in this study. This local finding is 

in contrast to a recent study by Prattley et al., (2020), who found that the influence of living 

in a deprived area, with poor health and low wealth meant there was a greater likelihood of 

exclusion from multiple social community activities. However, the methodology that Prattley 

et al., (2020) employed was not comparable to this small-scale local case study. The 

researchers used cross-classified multilevel growth curve models to predict exclusion using 

seven waves of data from the English Longitudinal Study of Ageing on people aged 50 plus 

and included different variables such as personal social relations status and membership of 

local civic associations (Prattley et al., 2020).  
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On the one hand prosocial behaviours encountered by participants in the community bolster 

community cohesion and social capital and neighbourliness makes walking in the 

neighbourhood an attractive age-friendly option, which is important to maintain health, as 

discussed previously in Chapters three and four. On the other hand, antisocial behaviours 

encountered in the neighbourhood environment can deter planned physical activity for 

recreation or accessing local services (Mahmood et al., 2012; Ambrey, 2016). Although the 

Fratton RPA report found that there is a perception of areas such as Kingston Park being 

unsafe (Public Health Portsmouth, 2016a, p. 13), this was not reported by the participants 

in this study. Yet, tension between perceived safety and unsafety of a place due to public 

antisocial behaviour in the outdoor environment is confirmed in this case study, discussed 

previously. 

Antisocial behaviours encountered by the elderly in Victoria Park, St Mary’s Church garden 

and in the pedestrian walk-through connecting Fratton community centre to Fratton road 

(Chapter six) contribute to safety concerns for participants and they responded by avoiding 

these places. In addition, although a Landport resident reportedly felt safe in her 

neighbourhood she avoids going out at night. Avoidance is compounded by the cumulative 

experiences of disorder, degeneration and incivility experienced (de Donder et al., 2013). 

Furthermore, general practitioners in Charles Dickens ward list difficult behaviour, health 

issues and continuous turnover of patients combine to make it a challenging environment 

to work in (Public Health Portsmouth, 2016b, p. 16). Although perception may play a 

mediating role in the face of dissatisfaction with neighbourhood characteristics, 

neighbourhood dissatisfaction still appears to be detrimental to the health of elderly 

residents (Barnett et al., 2020).  

In this study it is evident that a sense of belonging to place is strongly related to prosocial 

qualities and affable behaviours experienced by participants. Conversely, incivility 

experienced in the neighbourhood is associated with a sense of unsafety.  

Urban retail and residential changes 

The rise in the number of HMO applications is noted as a concern by participants in this case 

study. The RPA for Charles Dickens recognises these as potentially contributing to the loss 

of community spirit (Public Health Portsmouth, 2016b, p. 14). One participant was of the 

opinion that owners of HMOs tend to focus on rental income and lose sight of the need to   
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maintain the upkeep of façades, resulting in the tone of the neighbourhood going down. In 

general, residents in Portsmouth are increasingly unhappy with the rise in applications for 

HMOs with more than 130 banding together to try and stop a recent application for 

conversion because the area is already densely populated with shared homes (Callingham, 

2020a).  

Participants in this study voiced their awareness about changes in demographics of 

neighbours, ownership of retail businesses, closure of shops in the high streets, increased 

studentification and neighbouring houses converted to multiple occupancy. For the most 

part, these are accepted pragmatically apart from some clearly voiced concerns mentioned 

previously. Yet, the majority of the elderly in this case study fall through an access to retail 

options gap because they are not computer literate. Although recent research outcomes 

state that the elderly can learn to use mobile technology in participatory active research 

(King et al., 2020), this may therefore not be transferable to all elderly cohorts. Any future 

research proposals that include the elderly population need to bear this in mind.  

New developments in the city are seen by participants to further impact already stretched 

transport infrastructures that currently affect neighbourhoods, such as insufficient car 

parking places.  

Drugs and Homelessness 

Findings from both interview phases in this study confirm participants are concerned about 

the incidence of drug abuse, alcohol consumption and antisocial behaviour in the 

community, results that are aligned with the RPA reports (Public Health Portsmouth, 2016a, 

2016b). The RPA for Fratton identifies a lack of services tackling the prevalence of substance 

abuse (Public Health Portsmouth, 2016b) and suggests providing more information about 

the effects of drug use as a solution. The RPA for Charles Dickens identified that cannabis 

and drugs are easy to source, drug use is high in communal areas, drug crimes are reported 

extensively and that residents are fearful when confronted with this (Public Health 

Portsmouth, 2016b, pp. 17-18). Furthermore, ongoing drug issues are featured regularly in 

the local newspaper, The News (Fishwick, 2018, 2019c, 2019a; Callingham, 2019a) with 

Portsmouth addicts targeted recently by a London gang (Thomas, 2020). 

Homelessness and bedding left in public places in Portsmouth are raised as health and well-

being concerns by participants in this case study. The Charles Dickens RPA reports   
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homelessness as a problem area because ‘there is no nexus of support to help move people 

forward, only quick fixes to alleviate immediate concerns’ (Public Health Portsmouth, 2016b, 

p. 14). Although the Charles Dickens RPA report recommended that PMCC forms a 

homelessness support group (Public Health Portsmouth, 2016b, p. 18), and street support 

services are in place (discussed in Chapter five) the incidence of homelessness is ongoing. 

The Charles Dickens RPA confirms that the homeless are driven out to parks and communal 

areas surrounding flats in the area after the closure of public toilets in the ward, potentially 

causing safety concerns and stress for residents (Public Health Portsmouth, 2016b, p. 17).  

Personal observations of people continuing to sleep in shopfront doorways and bus shelters 

and a recent incident in Commercial road, when a couple were fined £200 for leaving their 

bedding in a shopfront doorway, reported on in The News (Callingham, 2020b), 

demonstrates that it is challenging for services to help the homeless regain control and 

independence. Yet, it is not helpful when PMCC officials’ fine individuals who are homeless 

because they have no means to repay them.  

Participants in this case study raised concerns about the homeless from a hygiene point of 

view and safety concerns about potential interaction with a family member with dementia. 

In addition, one participant who is a volunteer and helps the homeless voiced his concerns 

about the position the homeless find themselves in and how solutions offered by local 

services are not suitable for everyone. These factors demonstrate that participants are 

impacted by what they see. Although no direct health and well-being threat is evident their 

concerns raised are valid thus impacting on well-being. Furthermore, homelessness is 

increasing in the elderly. Though it is estimated that the average age of death of a homeless 

person is 47 there has been a vast increase (145%) in homeless applicants aged ≥75 years 

since 2009/10 and it is estimated that 1.6 million pensioners live in poverty in England (Leng, 

2017, p.14-16).  

8.2.7 Conclusion 

Overall, this study found a link between land use, social incivility, quality of streets and open 

spaces on one hand and health and well-being on the other, which is congruent with the 

broader literature (de Vries et al., 2013; Van Den Berg et al., 2015; Ambrey, 2016; Cowie et 

al., 2016; Hartig and Kahn, 2016; Zuniga-Teran et al., 2017).   
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The accessibility and safety issues identified by participants in this case study demonstrate 

how age-friendliness of place needs to be considered a priority by local services providers. 

Walkability of the urban environment needs to support active aging and reflect safety, 

connectivity to local services and public transport, well-maintained footpaths and 

pavements because they play a key role in the decision to walk (Stafford and Baldwin, 2017). 

Of course, addressing the key issues which the elderly encounter in their neighbourhood 

and city environment has numerous policy and practice implications and these will be 

discussed in detail in the following section.   

8.3  Practice implications  
Equitable accessible age-friendly collaboration is needed to address and start the process 

needed to reverse the current local ongoing multiple deprivation illustrated by the English 

Indices of Deprivation (Noble et al., 2019, p. 39; Smith et al., 2015, p. 8). A potential starting 

point is the inclusion of elderly residents in evaluation of local building proposals and 

transportation infrastructure regeneration plans to ensure walkability to local destinations. 

Regeneration of public places has a direct impact on the health and well-being of residents 

and is not always welcomed. For example, major regeneration of The Hard interchange and 

permanent redirection of bus routes in Portsea had direct consequences for one participant 

in this case study on two accounts. Bus exhaust emissions meant she could not open her 

windows in summer and the nearest pedestrian crossing was removed, impacting on 

accessibility. This highlights the need for age-friendly health impact assessments to be 

included in traffic infrastructure regeneration plans.  

Measuring the perception of the urban environment characteristics before and after 

regeneration will identify whether changes have been effective and how they have an 

impact, as was done previously (Saunders and Transport for London, 2018). 

Recommendation is made for the council to review how regeneration processes are 

implemented in other cities, such as the Better Streets intervention used in London. 

Transport for London undertook Healthy Streets checks in Archway, Islington, Walton and 

Camden, amongst others, both before and after regeneration; improvements were reported 

in the number of known road danger issues (Transport for London, 2017a; Saunders and 

Transport for London, 2018).   
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Although recognition of University of Portsmouth volunteer involvement in local issues is 

reported in the RPA for Charles Dickens (Public Health Portsmouth, 2016b, p. 14), a more 

integrated collaborative focus on improving outcomes in deprived communities is 

warranted. Inclusive collaboration and review by researchers from the University of 

Portsmouth, in conjunction with PMCC, offer a strong potential to bring about better 

understanding, opportunities for change and overall improvement. The evolving research 

process itself, dedicated to evaluating ways to improve outcomes, can be seen as place and 

people responsive in line with seminal influential authors (Appleyard, Lynch and Myer, 1963; 

Appleyard, 1980b; Gehl, 2011, 2013) and contemporary approaches (European Commission, 

2017; Bristol Ageing Better, 2018a; Atkinson et al., 2019; García, 2020). 

Furthermore, community pride, sense of belonging and community spirit are voiced by 

participants in appreciation of the city assets such as the rich naval heritage and historic 

features, community centres and spontaneous dialogue by participants with members of 

the public while out on walking interviews. Recognized community assets offer a form of 

social capital that residents see as beneficial and an opportunity for engaging with others 

(García, 2020). This offers a potentially strong foundation for elderly residents to be 

encouraged to take ownership and stewardship of elderly centric involvement in public 

education and urban environment improvement projects. Likewise, to redress the historic 

inequity experienced in the three most deprived Portsmouth wards, all elderly residents 

living in these wards should be invited to participate and engage in neighbourhood 

consultation, evaluation and resolution processes. This approach fosters ownership for 

functional adaptation and ensures that responsibility for accessibility regeneration is shared.  

A unique perspective and contribution from this case study is that participants made specific 

recommendations to improve activity and health and well-being, discussed previously in 8.4. 

Moreover, possible ongoing close collaboration and socially responsible research between 

local council, the CCGs and residents, which acknowledge and include the experiences of 

the elderly, will ensure equitable inclusion in transparent research to address accessibility 

and mobility shortfalls. As a result, all vulnerable residents stand to gain from improvements 

made. 

The findings in this study demonstrate that there is a need to expand this case study research 

to include all three local highly deprived wards in order to ensure that equal access is   
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available for the elderly to participate and voice their views. Although previous reporting of 

neighbourhood barriers to walking preceded mobility decline (Rantakokko et al., 2012), this 

outcome need not be the case in Portsmouth or any other deprived wards in England. The 

locally identified mobility restrictions and accessibility barriers are not necessarily 

prohibitive to address. For example, benches positively contributed to mobility experiences 

and enhanced enjoyment of green and blue spaces in this study and are identified as physical 

activity facilitators in the literature (Bjornsdottir, Arnadottier and Halldorsdottier, 2012; 

Ottoni et al., 2016; van Cauwenberg et al., 2016). In addition, as previously identified 

(Brookfield, Thompson and Scott, 2017; Gardener and Lemes de Oliveira, 2019), existing 

benches were used as welcome resting points in this study. Therefore, adding a few benches 

where they are needed on a frequently walked route are a good starting point to facilitate 

accessibility and extend reach to services for the elderly. 

 

8.4 Inclusive age-friendly recommendations 
Unique findings in this exploratory case study revealed several concerning issues for 

participants that led to their recommendations that education of residents by PMCC 

Wellbeing Service on the topics of 1) supporting healthy lifestyles for health and well-being, 

2) substance abuse and 3) inspiring pride in place by ceasing environmental littering, needs 

to be a high priority.  

This concurs with the theme of health and well-being education recommendations for 

residents from RPAs findings in Charles Dickens (Public Health Portsmouth, 2016b, p. 17) 

and Fratton (Public Health Portsmouth, 2016a, p.14). The RPA recommendations include 

using education formats such as local workshops, community events and drop-ins to reduce 

over dependence on GP services and help people to address their issues (Public Health 

Portsmouth, 2016b, p. 17). Thus, education of residents is seen as a mechanism in the 

deprived wards to build ambitions and enable self-reliance as opposed to continuous 

reliance on PMCC and the NHS. 

In order to address local health and well-being barriers identified in this exploratory case 

study, recommendations are made to work collaboratively with Public Health Services such   
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as PMCC and the NHS Portsmouth CCG together with elderly residents to deliver effective 

place-based resolutions to problems. What is needed first and foremost is to facilitate easy 

access to safe pedestrian infrastructures (Zandieh et al., 2017) while offering continuous 

connectivity/accessibility to local services (Rioux and Werner, 2011). Active transport route 

infrastructures such as paths and pavements need ongoing adequate repair and 

maintenance to mitigate the impact of disrepair. Likewise, adaptations need to be 

implemented that address age-friendly shortfalls. The domino effect of inaccessibility on the 

health and well-being of the elderly, due to reduced mobility and activity, plus the 

concordant financial burden of health and social care on the NHS (Copeman et al., 2017) will 

be mitigated. Early identification of urban environment barriers to health and well-being in 

areas of high deprivation may then be addressed promptly and thus provide an opportunity 

to assess the impact of interventions through follow up monitoring such as those 

undertaken in London (Saunders and Transport for London, 2018).  

It is recognized that the capacity of local public services to support healthy ageing over the 

longer term is challenging due to pressures imposed by government funding cuts and a 

competing requirement to focus on health and well-being needs of the population across 

the lifespan. Furthermore, notwithstanding changes in local political ruling councillors and 

Director of Public Health personnel over time, agreement about priorities and action need 

to be sustained. Planning what is needed requires sophisticated modelling mechanisms to 

consolidate demographic and health and well-being data in conjunction with local 

contextual information that includes what the elderly have to say.  

Lessons learned from case studies in Warwickshire, Essex, Nottinghamshire, Newcastle, 

Somerset, Gloucestershire and Worcestershire undertaken by the Local Government 

Association demonstrate that varied communal facilities for residents can provide a 

community hub as a catalyst for public cohesion around health and wellbeing (Copeman et 

al., 2017, p.52). Therefore, a potential starting point to reduce inequity experienced in the 

highly deprived wards in Portsmouth is to expand the use of the community centres by 

increasing healthy collaborative engaging lifestyle workshops and activities for the elderly. 

However, it is important to bear in mind the population groups who do not attend activities 

at the centres on a regular basis and to develop an educational framework that is inclusive.  
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The changes in public health leadership play a pivotal role when it comes to continuity of 

projects. For example, the RPAs, undertaken in 2016, were commissioned by Dr Janet 

Maxwell, who was Director of Health for Portsmouth for two years. Dr Maxwell motivated 

local seminars on topics such as planning and health, transport and health and sustainability 

and health (Chang, 2016), however resigned in 2016. Dr Jason Horsley was appointed as dual 

Director of Public Health for Southampton and Portsmouth from January 2017 and in 

February 2020 Helen Atkinson took over this role. Recommendations that were made per 

the RPAs to improve outcomes in the highly deprived wards in 2016 were not formally 

adopted and the lead on the project at council was redirected to focus on other areas.  

The researcher presented a preliminary proposal for this exploratory research case study to 

Dominique Le Touze, consultant in Public Health at PMCC in January 2017, and again when 

it was refined further, to Dr Jason Horsley in September 2017. Both guided, inspired and 

encouraged the researcher and supported the research. Dr Horsley suggested that for 

resolution of outcomes the buy in of anchor institutions is paramount.  

It is recognized that local political leadership is integral to the development of a residential 

environment mandate that is tailored to an ageing population and sustained in the long 

term. Key members or their representatives need to be on board. Preferably, they will 

include people responsible for public health who are driven to improve health and well-

being outcomes notwithstanding local political agendas. Ultimately, the Portsmouth 

Director of Public Health, Planning and Transport Departments, PMCC councillors; PMCC 

Wellbeing Services and the Portsmouth NHS CCG need to be aligned in agreement to 

institute and follow through on a plan of action. 

Ideally to maintain continuity of ideas Portsmouth needs a powerful champion of place, 

wholeheartedly focused on improving health and well-being in the long term, similar to the 

way Sadiq Kahn, mayor of London since 2016, has advocated through the implementation 

of active transport infrastructure improvements, and Anne Hidalgo’s, mayor of Paris since 

2014, recent pledge to remove cars and boost active travel to facilitate accessing everything 

you need within 15 minutes (Reid, 2020; Urban Design Group, 2020). Therefore, it is 

important for the local Public Health network and council planning departments to 

collaborate closely and agree on aims and plans to improve health and well-being outcomes  
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of elderly residents regardless of who is at the helm. The University of Portsmouth may 

contribute and back a research dimension in support of such developmental processes in 

the same way that Manchester University has done (Chapter four), and by being involved in 

collaborative activities in this way might help maintain the thread to reinforce the agenda 

so that new people in charge make sure the initiatives are maintained. 

Therefore, reflections on the success of age-friendly approaches and gaps identified in 

Healthy Cities frameworks in Chapter four, together with the applicability of the research 

methods and outcomes in this study it is envisaged that initiating engagement and 

collaboration with residents is a top priority. Responsible community engagement is the 

right socially responsible next step for the city to become involved in to ensure Portsmouth 

becomes an age-friendly healthy city.  

Given that a recent University of Portsmouth project to improve public spaces led by Guido 

Robazza in conjunction with PMCC has been successful, it is suggested that adapting a similar 

focus with the elderly in deprived wards and working together towards improving outcomes 

is feasible. Improving public spaces through community involvement, participatory design 

and collaboration, was facilitated with students from the University of Portsmouth School of 

Architecture and PMCC, led by Guido Robazza. Examples of joint research and successful 

collaborative outcomes include the Chatterbox Pavilion for a Multicultural City and the 

temporary Heart Pompey structure in urban space by marginalised youth (Leddy-Owen, 

Robazza and Scherer, 2018; Robazza, Smith and Priego-Hernandez, 2019). Workshops held 

with community members and Architecture students were pivotal to the success of these 

projects in the same way that engagement and collaboration with the elderly community 

was pivotal for the successful outcomes of this exploratory case study.  

Although contributions to local community health and well-being by the University of 

Portsmouth, discussed above and in Chapters one and four, are admirable, much more 

needs to be done. It is hoped that PMCC considers collaboration with the University of 

Portsmouth and draws upon the understanding and expertise gained by researchers working 

in local communities. By working together to address the health and well-being needs 

identified by the elderly living in deprived wards all vulnerable groups will benefit.     
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The outcomes of this case study demonstrate that three complex ageing-friendly problems 

of 1) inequity, 2) inclusion and access (WHO Kobe Centre, 2015) and 3) maintenance of 

ongoing collaborative focus for resolution (Chapter four) are needed. To this end and further 

inspired by the findings presented in Chapters six and seven, this chapter goes on to 

recommend that next steps include the comprehensive development of a new 

methodological toolkit which is envisaged to address the three problems.  

8.5 Hypothetical New Methodological Toolkit 

8.5.1 Introduction 

In addition to consideration of the research outcomes and reflection on the methods used 

in this case study, further justification for a collaboratively developed new methodological 

toolkit is informed by pioneering elderly resident-engaged research frameworks. These 

include a recent paper reporting on participatory citizen science ‘Our Voice’ that resulted in 

effective changes to improve elderly experiences (King et al., 2020); translating research into 

action (Doran and Buffel, 2018; Buffel and James, 2019) discussed in Chapter four; the 

importance of community engagement in intervention design to reduce inequalities in 

health (O’Mara-Eves et al., 2013); processes that bring about change in community well-

being such as the theory of change for community well-being (South et al., 2017); and, the 

importance of planning walkable neighbourhoods for health and well-being (Stafford and 

Baldwin, 2017). 

Reflecting on findings of interviews in this thesis case-study presented in chapters six and 

seven and relating these findings to the contemporary literature has resulted in an 

awareness of distinct lack of attention by Public Health statutory bodies to address ongoing 

inequity in highly deprived wards. This is evident in a lack of guidelines in policy or procedural 

frameworks that is focused on community based participatory research highlighted in 

Chapter four. In Portsmouth, this is exemplified by a lack of follow-through on the RPAs 

undertaken by PMCC in 2016 which established the assets and issues in the deprived wards; 

however, recommendations made to improve outcomes were not formally adopted.  

It is also the influential ground-breaking research undertaken by Buffel et al. (2017) and 

Chang (2017) together with a report on Well-being and the Historic Environment by Reilly 

et al. (2018) that have influenced and guided the idea of developing a new Public Health   
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research methodology toolkit. The hypothetical toolkit requires further dedicated 

methodological fine tuning in close collaboration with the relevant local governing bodies 

mentioned in section 8.5.2 in order for it to become applicable and transferable. This is an 

opportunity for multidisciplinary researchers from the University of Portsmouth to become 

involved and once the structure and details have been finalised and applied to local deprived 

wards it may potentially be transferable to other local councils.  

It is suggested that emerging knowledge from residents about everyday experiences in the 

urban environment can lead to appropriate, sympathetic, place-based interventions. The 

development of methodological research processes need to be refined before the toolkit 

can be applied. It is envisaged that the toolkit will help address shortfalls and provide 

significant impact by addressing the gap in Public Health guidelines and providing a practical 

mechanism to facilitate community based participatory research that addresses health and 

well-being inequity in the elderly.  

8.5.2 Background 

Researchers at Manchester University developed a ground breaking research study that 

connects social responsibility in developing age-friendly communities in Manchester, which 

was identified by the WHO as a ‘best practice example of involving older people as co-

investigators in researching and developing what it terms ‘age-friendly’ cities (Buffel, Skyrme 

and Phillipson, 2017). The impact of the research is far-reaching, with numerous publications 

demonstrating how the University’s research and discovery have made and continue to 

make a positive difference to society. Key outcomes of co-produced research by involving 

older people in age-friendly neighbourhood interventions include a need to improve and 

diversify communication and information while promoting accessibility and meeting 

opportunities for different groups (Doran and Buffel, 2018).  

The NHS Portsmouth CCG and PMCC and Public Health responsibilities are integrated with 

senior joint appointments (National Health Service, 2019; NHS Portsmouth Clinical 

Commissioning Group, 2019) and it is incumbent upon these local services providers to 

improve upon and take into consideration local level age-friendly policies and practices. 

Councillor Matthew Winnington, PMCCs Cabinet Member for Health, Wellbeing and Social 

Care, has summarised the responsibility of joint leadership succinctly.  
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Local authorities play a unique role in the lives of our residents. Bringing together the 

council and the CCG means we can work together to tackle those wider issues that 

impact the health and wellbeing of people in Portsmouth - things like improved air 

quality, housing and economic development. I'm excited to be delivering on a mission 

to make sure we're providing the right services for the people in our city so they are 

supported to live full, healthy and independent lives. (NHS Portsmouth Clinical 

Commissioning Group, 2019). 

Public Health England adapted a Labonté model of health inequalities, illustrated in Figure 

8.1, which explains the origins of factors and how they interact and reinforce inequalities 

(Public Health England, 2019b).  

 

Figure 8.1 Adapted Labonté system map of causes of health inequalities (Public Health 

England, 2019a). 

The Labonté model, in alignment with this PhD outcomes, highlights why interventions to 

improve outcomes must focus on treating place in addition to focusing on people. The 

lessons from the model demonstrate that health inequalities stem from a multifaceted 

range of causes which require a collaborative, connected, place -based approach to address 

the intricate fundamental pathway of health inequalities.  
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8.5.3 Hypothetical methodological toolkit preliminary development process  

Interviews held with the elderly in this localised Portsmouth case-study of two highly 

deprived wards were examined using grounded theory because it is based on reality. 

Fundamentally, grounded theory looks at the reality in perception dialogue critically and 

throughout the process identifies concepts regarding what is going on both objectively and 

what is going on behind the dialogue. Understanding of environment affordances is defined 

by James Gibson (1904-1979) in an ecological psychology approach to consist of the 

objective reality of characteristics and what they offer in terms of engagement with it via 

perception:  

To perceive is to be aware of the surfaces of the environment and of oneself in it. The 

interchange between hidden and unhidden surfaces is essential to this awareness. 

These are existing surfaces; they are specified at some points of observation. 

Perceiving gets wider and finer and longer and richer and fuller as the observer 

explores the environment. The full awareness of surfaces includes their layout, their 

substances, their events, and their affordances (Gibson, 1979, p xxiii).    

Gibson’s definition of mental processes occurring in perception of affordances demonstrate 

an inclusion of memory, information, expectation and meaning (Gibson, 1979).  

Nevertheless, it is the materiality of the environment that offers affordances (opportunities) 

for action (Rietveld and Kiverstein, 2014). The physical world as it is encountered, the habitat 

of the environment a subject lives in and, crucially, the environment as experienced by the 

subject also come into play (Baggs and Chemero, 2018). Therefore, using grounded theory 

in analysis allows the researcher to see how participants use and move in urban 

neighbourhood spaces and how appropriations of spaces are experienced and perceived to 

be relevant for their health and well-being (Völker and Kistemann, 2013). 

The determinants of active ageing are listed by the Global Age-friendly Cities Guide by the 

WHO as being an interactive process of satellite vectors of gender and culture. These, in 

turn, are influenced by economic determinants, social determinants, physical environment, 

personal determinants, behavioural determinants and health and social services, which 

taken together, dictate active ageing (Kalache et al., 2007), (Figure 8.2).  
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Figure 8.2. WHO Determinants of Active Ageing (WHO, 2007, page 5) 

 

Essential features of Age-Friendly cities, expressed in eight domains of the WHO model, are 

illustrative of key criteria that need to be kept at the forefront of future collaborative 

research focus:  

1. Outdoor environments. 

2. Transport and mobility.  

3. Housing. 

4. Social participation. 

5. Social inclusion and non-discrimination.  

6. Civic engagement and employment.  

7. Communication and information. 

8. Community and health services (WHO Regional Office Europe, 2017).  
 
Taking the above propositions into account, a solution driven, community based 

participatory, research methodological toolkit is envisaged, which considers how a 

community and service providers may work together to promote, maintain and protect 

health and well-being in a salutogenic approach. The development of the toolkit requires an 

integrated forum to define, assess and prioritise community well-being issues identified by   
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the elderly. As such, possible methodology routes needs to be explored and refined that 

consider a comprehensive approach incorporating strategies to protect and sustain existing 

health and well-being salutogenic neighbourhood characteristics. Likewise, it needs to 

identify mechanisms that acknowledge and act upon issues that are recognised by elderly 

residents to be barriers to health and well-being.  

Examples of potential health and well-being barriers, established in this thesis case study, 

include obstructions to accessibility and walkability, antisocial behaviours and perceived 

safety of the neighbourhood. As such, fundamental to the toolkit is close collaboration with 

residents and service providers to establish aspects of the neighbourhood environment that 

work and those that do not work for the health and well-being of the elderly. A forum and 

framework is needed to identify subjective and objective domains, their relationship with 

each other and between individuals and the environment that capture realities in 

perceptions and dialogue. The comprehensive deliberative information established in this 

manner is central to developing local goals, assessments of community well-being and 

identifying solutions (Atkinson et al., 2017).  

This possible format accounts for and identifies issues from a top-down service providers’ 

experience and understanding perspective and, crucially, combines the previously omitted 

voices, experiences and perceptions of elderly residents in an individually acknowledged 

bottom-up process. In this way an opportunity for collaborative discussions and potential 

solutions such as stewardship of community projects may present itself. Inclusive 

community led solutions to address disparities need not be expensive (Anderson et al., 

2015) and have previously demonstrated improved outcomes (Buffel, Skyrme and Phillipson, 

2017; Rossetti, 2019).  

Participatory research processes include recognition of elderly residents’ views and 

suggestions to inform and facilitate an action plan to improve health and well-being 

outcomes. Throughout this process elderly residents are given the opportunity to air their 

views; they are encouraged to participate and take ownership and stewardship in the 

resolution process. There is a potential that a theory of change model for community well-

being (Atkinson et al., 2017), may be employed in this iterative process (Figure 8.3).  
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Figure 8.3 Building community wellbeing: theory of change (South et al., 2017, p 8). 

 

8.5.4 Hypothetical Methodological Toolkit 

As mentioned previously, the methodology needs to be investigated, developed and refined 

in a collaborative manner. It is suggested that the aim is to ensure that all elements involve 

elderly residents, the related anchor institutions and their relevant departments. 

It is envisaged that the foundation of this new toolkit/framework comprises four stages of 

examination with essential input from University of Portsmouth researchers to facilitate and 

collaborate with the participants at each stage. Researchers will ideally represent cross-

disciplined interests from Geography, Psychology and Architecture so they can draw on 

previous research. Architecture researchers have a track record in community engagement 

and community led solutions and exploration, therefore this toolkit development will benefit 

from their involvement. However, as the toolkit is a preliminary possibility at present, 

applicability and feasibility in other contexts may also be considered.   
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The hypothetical stages are not fixed and are potentially interchangeable. It is important 

that a flexible approach is considered which encourages equitable, informative access and 

consistent considered evaluation before, during and after implementation of any changes 

made to the neighbourhood. An illustrative cyclical summary of the four stages is 

represented in a hypothetical methodological toolkit process in Figure 8.4. 

 

 

Figure 8.4 Hypothetical methodological toolkit process 

Stage one: scoping interviews with the elderly  

a) It is suggested that stage one includes scoping interviews and/or focus groups 

comprising elderly residents living in deprived wards facilitated by suitably qualified 

researchers from the university. The elderly are asked about what they think will be 

the best way forward regarding gathering research in the neighbourhood that aims 

to highlight health and well-being determinants and provide best possible solutions.   



275 

b) This can potentially be done utilising an adapted Urban Room approach (House of 

Lords, 2016), which engages the local community to explore the past, present and 

future of the place. A brain-storming focus session with the elderly is suggested to 

examine what is needed to improve health and well-being outcomes, how to do it, 

with the end view in mind of making the neighbourhood more age-friendly. The 

outcomes of this stage will inform the next stage of research. 

Stage two: Co-collaborative Community Research 

a) Dependent upon outcomes of stage one it is suggested that the elderly are 

considered to be involved in the research and taught to become co-collaborative 

researchers, (Buffel, Skyrme and Phillipson, 2017; Rémillard-Boilard, Buffel and 

Phillipson, 2017; Doran and Buffel, 2018) as this approach has been proven to be 

successful. It is envisaged that research may be undertaken in a similar format to this 

exploratory case study in Portsmouth, however, it is up to the interdisciplinary team 

of researchers to consider methodological details and finalise a considered best 

approach.  

b) It is suggested that University of Portsmouth researchers evaluate and define elderly 

researcher training methods, aligned with establishing what the agreed required 

outcomes are (for example, local knowledge about health and well-being 

determinants).  

c) Once elderly collaborative training has been undertaken, community research 

commences with the elderly living in deprived wards including those who are 

mobility restricted and housebound. 

Stage three: Community researchers, University researchers, Council representatives  

a) Dependent on outcomes from stage two, stage three potentially includes a feedback 

workshop inclusive of elderly lay community researchers and university researchers 

who present their findings to PMCC and Public Health service providers.  

b) It is suggested that, as per stage one, a brain-storming focus session is undertaken 

with service providers, to weigh up priorities and come to an agreement about 

feasibility of what is needed to improve health and well-being outcomes. Practical 

elements are evaluated such as the what and how behind what needs to happen, 

with the end view in mind of making the neighbourhood more age friendly.  
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c) A plan of action is drawn up and changes are implemented.  

Stage four: feedback to Community Research 

a) Potentially, stage four will be a repeat of stage two c). It is suggested that the same 

questions will be included in the evaluation, so that impact of changes made in the 

neighbourhood may be measured, similar to the way evaluations were performed 

pre and post neighbourhood changes in London (Saunders and Transport for London, 

2018) in Chapter four. Outcomes are analysed by UoP researchers and feedback 

report prepared. 

b) Outcomes from a) in this stage are presented to PMCC by elderly and UoP 

researchers. 

As per the directions of the arrows after stage four in Figure 8.4, there may be further 

iterations of research with a potential to scope different community research contexts and 

start the cycle again from stage one or to go directly to stage two and repeat 2 c) community 

research.    

It is envisaged that findings from all stages are analysed inductively after each stage as they 

will inform the next and subsequent stages. However, as stated previously, the methodology 

requires a dedicated refined construction for it to be applicable and transferable in the first 

instance. A detailed report on findings of each stage is envisaged, summarised in 

presentation format with examples of dialogue to provide validation. A reflection and review 

process is undertaken of what worked well and what didn’t work well after each stage, 

informing the methodology and how to improve it in potential future applications.  

The detailed summary report is potentially used in a combined feedback showcase session 

to residents and service providers and forms the basis of an action plan going forward. A 

targeted assessment of this nature together with ongoing collaboration between elderly 

residents and community service providers is suggested so that community well-being is 

optimised (South et al., 2017; Bagnall, South, Di Martino, Southby, Mitchell, et al., 2018).  

 

8.5.5  Conclusion 

In conclusion, it is evident that the determinants of elderly urban environment perceptions 

depend upon several factors which intersect in an ongoing paradigm of situated individual   
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personal and external influences. Individual personal influencing dynamics include health 

and well-being status and the lived experiences in the urban environment that shape 

responses such as avoidance or attraction to a place. Inevitably both individual and external 

circumstances are subject to change. For example, ageing changes in physiological 

functioning result in increasingly compromised vision, hearing and mobility. The time taken 

to cross a road presents the need for appropriate infrastructures such as traffic light-

controlled zebra crossings and a reduction in overall speed limit in urban environments.  

Although health and well-being and physical activity were not significantly correlated in 

statistical testing, barriers that impact accessibility to places and thus mobility are identified 

by participants. These were shown to limit activity levels, which is known to be bad for health 

and well-being. In addition to physical barriers such as uneven surfaces and road crossings 

sans pedestrian controlled lights, participants experienced incivility in the neighbourhood, 

which is known to moderate physical activity and well-being (Ambrey, 2016). Perceptions of 

neighbourhood unsafety directly influenced walkability in this case study and has been 

found to impact on quality of life previously (Yahaya et al., 2012; Ward Thompson et al., 

2014). This is also confirmed in the RPA for Fratton (Public Health Portsmouth, 2016a, p.14).  

Reflections on methodology and outcomes in this exploratory case study led to the 

development of a hypothetical new methodological toolkit to address ongoing Public Health 

shortfalls and to involve elderly residents in collaborative resolution processes. The process 

conceptualises close collaboration with elderly in the deprived wards and potentially 

involves local Public Health bodies, PMCC and researchers from the University of 

Portsmouth in an ongoing iterative process.  

A consolidated place and health and well-being approach is needed. Participants in this study 

made useful suggestions to improve health and well-being outcomes and were hopeful that 

problem areas identified would be addressed and resolved in collaboration with PMCC. In 

the next and final chapter of this thesis, a summary of this exploratory case study, overall 

findings and implications are discussed. Limitations are explored and recommendations for 

further research are presented. 
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Chapter nine: Conclusion  
In concluding the thesis this chapter discusses the contribution to knowledge, evaluates the 

effectiveness of the methodological approach and presents the limitations of the research 

study. Of further relevance is the impact of Covid19 on this study and significance and 

implications of findings for policy and practice. Scope for continued research emerged from 

this study and warrant further investigation.  

9.1 The contribution to knowledge 
Findings in this exploratory case study add a significant contribution to knowledge by 

employing direct enquiry through public participation with an older population. In the 

process first-hand examples of everyday lived experiences of the elderly are brought to light. 

Initial interviews at community centres and follow-on walking interviews inform an in-depth 

understanding of neighbourhood environment features and characteristics that are 

perceived to impact on the health and well-being of elderly residents in Fratton and Charles 

Dickens wards in Portsmouth.  

Although walking interviews have been used previously as a method of research to explore 

and examine a range of topics, as illustrated in Chapter seven, this case study adds a new 

and original direction to the methodology. First, by engaging and listening to what matters 

to the elderly regarding their neighbourhood and what is perceived to impact on their health 

and well-being; second, by walking alongside participants and observing how they navigate 

and experience their neighbourhood. The combined modality contributes a rich informative 

dialogue and understanding regarding what is perceived to impact on the health and well-

being of the elderly. Analysis and illustrations of the dialogue and photographs present the 

experienced reality and perceptions of the participants, producing an original significant 

contribution to local knowledge that complements the RPAs undertaken by PMCC in 2016. 

Participant experiences in this case study demonstrate how health and place are connected. 

The planning of regeneration projects therefore need to include an accessible transparent 

overview process for all residents, including consideration of the subjective experiences of 

the elderly. A clearly defined layout with the use of models demonstrating what will change 

in an urban landscape will help inform residents about proposed major changes that may 

have a direct impact on them, for example, like the removal of a pedestrian crossing and 

change in bus routes did when The Hard in Portsea was regenerated.   
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Findings from this local exploratory case study also contribute to the concept that 

neighbourhood walks are regarded as a placemaking practice in later life and that they form 

a useful tool for understanding shortfalls and how to address these, which is confirmed in 

the literature (Lager, Van Hoven and Huigen, 2019).  

However, successful elements of people’s placemaking over time are multifaceted and 

depend upon the relationship between time, the place itself, accessibility to services and 

participatory collaboration with authorities. There is a direct relationship between 

participatory planning and successful outcomes, evident in the installation of pedestrian 

crossings in Fratton and Charles Dickens wards which were motivated by residents 

previously.  

In addition, findings contribute to the academic literature in a similar manner to the way 

that observation and listening to people on foot informed a seminal book, The Death and 

Life of Great American Cities (Jacobs, 1961). Subsequently, the work of Jacobs and Whyte 

(in Macionis and Parillo, 2017, pp. 396-7) informed a multifaceted approach to planning city 

and neighbourhood infrastructures called placemaking, which completed >3000 projects in 

43 countries (Macionis and Parillo, 2017). Urban infrastructures that prompted footfall were 

encouraged and all ethnicities and socio-economic populations were included.  

Participants in this study identified safety concerns related to traffic and incivilities. A review 

of Appleyard’s seminal writing ‘Liveable Streets’ identifies methods to improve quality of life 

on residential streets and confirms a basic premise that liveable streets are to be protected 

from traffic (Ford, 1983), which is echoed in the outcomes and recommendations in this 

study. Likewise, this means that the term and theory ‘eyes on the street’ is applicable when 

residents have access to infrastructures encouraging pedestrian activity; there are more 

people looking onto the street and this in turn provides a sense of security (Jacobs, 1961).  

The recommendations in this local case study examining the nexus between health and well-

being and the urban environment are therefore aligned with previously identified premises, 

yet, contribute a new direction – by considering the experience that urban environment 

impact has on the elderly. This is supported by Appleyard (1980) who listed criteria for 

protected neighbourhoods that included acceptable reduced traffic speeds, noise, volumes 

and mechanisms to reduce accidents and improve rights of way for pedestrians. Further   
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alignment between findings in this case study and the literature are an appreciation of green 

spaces, pride of place, rich historic identity and neighbourly social element (Appleyard, 

1980a; Souter-Brown, 2015; Hartig and Kahn, 2016; Ottoni et al., 2016; Lager, Van Hoven 

and Huigen, 2019).  

Reflections on the methods used and outcomes of this exploratory research study provided 

much food for thought. Seeing that similar generic issues were identified by participants in 

this local case study as those established in the published literature review (Gardener and 

Lemes de Oliveira, 2019) it became evident that something concrete needs to be done to 

address ongoing inequity which arguably affects the elderly in deprived wards the most. 

Synthesis of the information presented in the thesis prompted conceptualisation of a 

potential methodological toolkit to address ongoing inequity, as discussed and presented in 

Chapter eight, which needs further methodological refinement.  

9.2 Effectiveness of the methodological approach  
The methodological approach used in this exploratory case study was effective, meeting the 

aims and objectives of the study. However, with the benefit of reflection, an opportunity 

presents to establish how the approaches, methods and questions asked could be improved 

upon in future studies. Overall, the research will have benefitted from recurrent stages of 

action and reflection (Kindon, Pain and Kesby, 2007). For example, by having a feedback 

session for all participants after each round of interviews to provide an opportunity for 

discussion to establish consensus regarding common key issues. This would strengthen the 

validity of outcomes.   

However, the first round of interviews in phase one would have benefitted from three 

additional processes. Although the laminated maps worked well allowing participants to 

detail their everyday routes and facilitate discussions about neighbourhood health and well-

being determinants, the interviews could be improved upon by using portable flip charts to 

encourage participants to provide greater detail through further exploration of their 

perceptions and experiences. In addition, the study will have benefitted from a trial pilot run 

of two to three interviews followed by detailed evaluation of processes, analyses and 

outcomes to see how they could be improved upon. This would provide an opportunity to 

fine tune the methodology and semi-structured questions for the study. Lastly, as 

mentioned previously, a showcase feedback session presented to all phase one interviewees   
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would provide further opportunity for an open discussion and potentially reveal consensus 

and contrasts between participants. This would allow for further consolidation of the data 

in an open forum. 

Similarly, the follow-on walking interviews in phase two will also have benefitted from a trial 

run with a few participants or colleagues beforehand. Evaluation of processes and analyses 

of outcomes will have provided an opportunity to improve the approach and method used. 

For example, during the first walking interviews the researcher discovered that two 

consecutive participants presented with opposing dispositions. One participant was 

outspoken and forthright and commented freely about neighbourhood characteristics 

whereas the other was more subdued and introspective. This meant that interview 

technique needed fine tuning on the spot, the researcher was challenged to elicit responses 

to semi-structured questions. A walking interview trial run with two colleagues – instructing 

one to be outgoing and engaging and the other to be quiet and introspective will have 

helped the researcher develop and refine a technique to encourage non-communicative 

participants to be more forthcoming with observations. Lastly, as with the first phase 

interviews, a showcase event presenting common key outcomes and area maps with 

photographs will have provided an opportunity for further consolidation of data.  

Although findings from both interview phases provided a rich dataset that brought to light 

localised key concerns and identified determinants associated with health and well-being 

there are several limitations.   

9.3 Limitations  
Findings in this study are not very different to outcomes that previous generic research has 

highlighted. However, differences are expressed in specific contexts in which participants 

articulated clearly what and how urban environment characteristics impact on their health 

and well-being. As discussed, and presented previously in Chapters six to eight, this is 

evident in examples of participants dialogues and photographs of what disgusted or 

delighted or scared them.  

This case study sample is restricted to mobile elderly residents, living in deprived wards, thus 

excluding residents with advanced mobility issues or comorbidities which restrict ability to 

venture outdoors. Essentially, this study excluded more vulnerable elderly including those   
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who have dementia. Seeing that prevalence in the UK is projected to increase from 850,000 

people living with dementia in 2018 to one million by 2025 and two million by 2051 (Prince 

et al., 2014; Alzheimer’s Society, 2019), this burgeoning population also needs access to 

urban environment design that is safe, comfortable, accessible, distinctive and familiar 

(Lewis, 2017). 

The sample of participants in this study is purposive, drawn from residents attending 

community centre activities for the elderly. Therefore, participants who either are unable to 

attend due to the aforementioned reasons or who choose not to attend centre activities are 

excluded. A more widespread approach that includes using postal surveys inviting elderly 

residents to participate in future research is recommended. For example, combining postal 

surveys and focus groups was found to be useful to identify health priorities in underserved 

communities previously (Bernhard et al., 2013). 

Associations of perceived features impacting on health and well-being are voiced, but not 

established objectively for each participant. Seeing that keeping active in older age is 

important to maintain health and well-being, it is recommended that future localised case 

studies collects baseline data such as body mass index, activity levels tracked over a period 

of a week, and that an activity diary is kept. As discussed previously in Chapter two, in this 

way subjective and objective data may be compared and activity levels verified.  

This exploratory case-study is cross-sectional, analysing and interpreting findings from one 

moment in time only, therefore perceptions and experiences of the neighbourhood changes 

over time and correlations with health and well-being are not possible. To provide rigour it 

is recognised that an ongoing iterative longitudinal study is better placed as repeated data 

gathering helps reinforce findings (Gardner, 2011; Ward Thompson, Roe and Aspinall, 2013). 

That said, this case-study was undertaken by one researcher and the time it would take to 

undertake a longitudinal study in a limited time frame ruled it out.   

Although this research is a case study, the sample size is not representative of the elderly 

population living in the deprived wards. Furthermore, the sample size is small and statistical 

results in Chapter six need to be interpreted with caution. While this study has provided a 

rich and varied data set it is nevertheless recommended that repeated interviews and more 

extensive research in all three deprived wards needs to be undertaken. This will permit  
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 further examination and understanding about the relationship between urban environment 

characteristics and health and well-being in this select sub group.  

Comparisons across contrasting socio-economic cohorts was not done. The literature review 

in Chapter three demonstrates how including these variations in some studies helped 

demonstrate and explain the differences in perception of the outdoor environment and 

associated impact on health and well-being. For example, higher scores for apparent safety 

from perceived crime encouraged activity in one neighbourhood while incivilities identified 

in a contrasting neighbourhood had a negative impact on activity and consequently health 

and well-being (Browne-Yung, Ziersch and Baum, 2016).  

Therefore, extending the research scope in Portsmouth to include comparative wards such 

as Darlington and Eastney that are categorised as more well-off wards on the index of 

multiple deprivation to compare outcomes is recommended. A comparison of outcomes 

with findings from this exploratory study will reveal whether higher levels of activity are 

reported and establish neighbourhood characteristics identified as health and well-being 

determinants in a different locale. Replication of the study and further follow-up are thus 

recommended.  

A question about isolation or exclusion experienced by the elderly was not included in the 

first phase interviews. Considering that living in a deprived area was found to be associated 

with isolation and exclusion in this study, confirmed in recent literature (Prattley et al., 2020) 

and that elderly isolation was identified in the RPAs in 2016, it will be useful to establish the 

extent experienced by the elderly living in deprived wards in Portsmouth. Outcomes will 

inform services providers and volunteer organisations so that these issues may be 

addressed. 

9.4 Impact of Covid19  
Participants in the first phase interviews and second phase walking interviews were 

scheduled to be invited, together with key service provider representatives from PMCC and 

local CCG to attend a feedback showcase meeting where results of both phases of interviews 

would be presented. However, the impact of the Covid19 virus resulted in a lock down that 

included closures of all Community Centres, the University, and all public places, effectively 

cancelling all public gatherings in March 2020. As a result, the showcase meeting was placed 

on hold indefinitely.   
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Several email queries raised with PMCC about the status of follow up on the RPAs reports 

and recommendations to address issues identified in the deprived wards remained 

unanswered throughout lockdown. However, contact was made directly in a telephone call 

with the project lead in November 2020 who confirmed that recommendations made in the 

RPAs in 2016 were not formally adopted.  

9.5 Significance and implications of findings for policy and practice 
Health and well-being of the population are important elements in the arsenal of a city’s 

resilience to risks and threats and the elderly have much to offer by way of contribution 

through involvement in improving outcomes. If elderly specific needs are not addressed, 

such as providing safe access to services on foot, there is an impact on the choice to be 

active with the result that mobility becomes limited and health declines. As such, there 

needs to be a recognition across the board that there is a multi-dimensionality to health 

disparities in urban areas to be addressed in the first instance.  

Addressing disparities throughout the lifespan inclusively for all age groups and abilities 

requires both specialist input from qualified public sector service providers and inclusive 

public participation, otherwise there is risk in the elderly or other vulnerable cohorts not 

being given the option to provide their viewpoint as happened with the RPAs held by PMCC 

in 2016. Experience gained living in their neighbourhood over time meant that the elderly 

participants in this study provided valuable significant insights about the urban environment 

and vocalised an inherent understanding of what works for or against their health and well-

being.  

It is evident that findings in this study have far reaching implications for policy and practice 

related to the elderly. For example, when identified barriers are addressed this offers a game 

changer for the elderly in that they can walk further (if benches are installed where they 

were previously identified as missing) which means the opportunity for walking and exercise 

is extended. Furthermore, as identified by participants, if specific zebra crossings are 

converted to pedestrian controlled traffic lights the elderly will feel safer and more secure 

in the knowledge that the traffic will stop for a red light. The more that locally identified 

determinants of poor health and well-being are acknowledged and dealt with the greater 

the implications are for policy and practice to address them.  
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As the benefits established in this case study clearly show, access to open green/blue spaces 

(WHO: Regional Office for Europe, 2017), local services and community centres facilitate 

community connection and provides a key social support and mental health lifeline for 

elderly living on their own. Addressing resident identified barriers to health and well-being 

need not necessarily be prohibitive for improving outcomes and promoting a healthy city, 

however perceived barriers need to be identified and verified first, which is what this study 

has done. 

A key step to improving health in a city requires an understanding of what affects the 

residents in the urban environment regarding perceived health and well-being indicators. 

Practitioners and decision makers such as the Director of Public Health, Public Health 

Services, NHS Wellbeing Boards and academic researchers need to collaborate and consider 

barriers to physical activity as experienced by disadvantaged residents. A management plan 

can only be implemented once issues are identified. To this end policy makers and health 

provision services need to work together with the burgeoning elderly community (Buffel, 

2018). This will help bring clarity and understanding regarding which characteristics of urban 

environments are perceived to influence health and to develop age-friendly communities.  

Collaboration in communities, a valuable starting point for and between residents, local 

council services and NHS providers is advocated by the WHO for Healthy Cities (WHO, 

2016a). To cater for increasing ageing populations, establishing what is perceived to 

promote or act as a barrier to optimal health and well-being through collaboration with 

residents is a key element to engage them in to improve accessibility. This is in keeping with 

the focus on inclusivity and engagement with the ageing population to support local decision 

making in towns and cities that is tracked by the ONS Population and Public Policy team (Bell, 

2019a, 2019b). Public Health should not be the concern of only one sector, such as the NHS. 

It needs to be collaborative, equitable and inclusive, with joined up thinking that leaves no 

one out. Conjoint collaboration and resolution across all urban policies; including Public 

Health, civic planning and transport infrastructures is needed to address and resolve 

disparities. 

9.6 Scope for continued research  
The scope and scale of urban environment effects on health and well-being in the elderly 

are multi-faceted and becoming increasingly relevant in contemporary literature. As  
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demonstrated in previous chapters place of residence and socioeconomic status are 

inextricably linked, have influential effects on health burden, longevity, and prevalence of 

chronic disease. It is also well established that diminished mobility is directly associated with 

poor health and well-being (Levasseur et al., 2016; WHO, 2019; World Health Organization, 

2019), resulting in a drain on health services and increases financial burden (Zapata-Diomedi 

et al., 2017). It is therefore incumbent upon citywide health provision partners to establish 

what works and how to encourage mobility in a specific locality for vulnerable cohorts such 

as the elderly, and also the opposite – what discourages mobility, so that barriers to mobility 

may be addressed. Collaborative research with the elderly attending community centres to 

identify health and well-being determinants is a mechanism that has worked for establishing 

and understanding what elderly residents regard as local relevant issues in this case study. 

Ongoing research of this nature will help bring clarity to local council service providers and 

CCGs to prioritise decisions on solutions that need not necessarily be costly to resolve 

(Anderson et al., 2017). Joined collaboration is needed to address inequity locally; it is 

important that all partners in Public Health services include marginalised and elderly 

communities in this process. 

This approach has been successful in other cities, discussed in Chapter four, and we can 

learn from them. Place regeneration, using culturally accepted principles related to the value 

and history of the place, taking into consideration the people living there is important for 

improving health and well-being outcomes. Focus needs to be placed on encouraging and 

facilitating the functional ability of older people, to harness and include their contributions 

so that equitable safe access to local infrastructures is ensured and they are not left out.  

One of the key findings for PMCC and associated Public Health CCG is that the findings of 

this case study demonstrate that it is not about how many times one or more people made 

a comment about a perceived problem; it is about the gravitas of the effects of a perceived 

characteristic and/or situation in each instance on health and well-being that matters.  

9.7 Urban environment and health and well-being in the elderly: why 

pursue it? 
Walking through urban environments can be beneficial or stressful due to restorative 

elements and/or disruptive antisocial elements. Addressing the antisocial elements is a 

complex issue that requires health and well-being and social care expertise input in   
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conjunction with close collaboration in addressing crime. Antisocial incivilities experienced 

in the neighbourhood resulted in participants fearing for their safety in this study, 

highlighting how these experiences impact on choices made for routes walked and a 

preference to stay indoors in certain circumstances. If incivility was experienced in parks 

participants avoided the area. Therefore, restoring or ensuring equitable elderly access 

locally can only be facilitated if antisocial behaviours are addressed by the authorities and, 

as such, warrant further exploration. At the same time, facilitating access to the salutogenic 

effects of exposure to pockets of green and blue spaces in an urban environment is essential.  

Outdoor open spaces are experienced through the senses, complement personal 

development and growth (Pleasant, Scanlon and Pereira-Leon, 2013) and have a direct 

effect on mood (Tilley et al., 2017). Landscaped outdoor environments in public spaces such 

as parks, schools and hospitals incorporating green spaces are known to contribute to health 

and well-being (Souter-Brown, 2015). Also, more accessible green space in deprived 

communities was found to lead to less stress (Ward Thompson et al., 2012; Roe et al., 2013).  

Furthermore, as evidenced in this case study, a dual benefit of exposure to green spaces is 

that they provide an opportunity to walk or rest in an appealing environment and thus have 

a restorative effect (Neale et al., 2019). Confirmed in the literature, green spaces have been 

known to help healing in recovery from stress disorders (Cerwén, Pedersen and Pálsdóttir, 

2016) and provide sensory stimulation (visual beauty, fragrances, sounds, touching plants 

and trees) that encourages interaction and socialization (Pleasant, Scanlon and Pereira-

Leon, 2013). Appreciation of these elements was voiced by participants in this exploratory 

study, confirming that being in these spaces was experienced as uplifting and restorative, 

highlighting a need to retain, improve and expand them. However, land availability and 

green spaces are limited in Portsmouth. 

Moreover, authorities experience increasing budget constraints over time and simultaneous 

pressures such as government directives to expand provision of homes. Limited land 

availability in Portsmouth make it challenging to create new or regenerated areas 

incorporating green space. Nevertheless, the WHO global action plan on the importance of 

physical activity for health and accessibility to suitable infrastructures to facilitate it is linked 

to 13 of the 17 sustainable development goals (UN News Centre, 2015; World Health 

Organization, 2018b). It is essential that Portsmouth retains existing green spaces and   
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continues to focus on improving accessibility so that nature-based rehabilitation, a modality 

on offer in social prescribing on the NHS discussed in Chapter four, is accessible. 

Inclusion of local communities in decision making processes of how land is used in their area 

ensures considered planning outcomes. This is acknowledged by the Select Committee on 

National Policy for the Built Environment (House of Lords, 2016), therefore inclusion of local 

communities needs to become standard practice. Changes in land use potentially have a 

polluting effect and considering the poor history of tackling air pollution over time in 

Portsmouth, notwithstanding The Portsmouth Plan (2012) stating that this is a priority, a 

concerted effort is required to emphasize reuniting health with planning (Chang et al., 2014).  

There is a need to do this at statutory level where modelling and scientific algorithms are 

used and reviewed by both public health officials and those involved in transport and 

planning. As discussed previously in Chapter five, health impact assessments are an essential 

requirement in every planning application. Recommendations made by Connolly, 

Carmichael & Egan, in House of Lords (2016, pp. 804), are to join resources and use an 

assessment checklist from TCPA, RTPI, PHE, NHS, WHO. Used previously by the Healthy 

Urban Development Unit post-Olympics (House of Lords, 2016), it may be a useful starting 

point in conjunction with the academic sector.  

Recommendation is made to extend the exploration of the two wards in this study to include 

an invitation to all the elderly living in the highly deprived wards of Portsmouth as a first step 

to address the documented imbalance in the core indicators of equity, accessibility and 

inclusiveness (WHO Kobe Centre, 2015). Furthermore, extending research to include elderly 

in wards that are well off will provide useful comparisons to see how and what environment 

determinants are perceived to play a role in their health and well-being and impact on 

activity levels. Defined research of this nature will further inform how to improve health and 

well-being outcomes of the elderly in deprived wards and inform policy and practice.  

The decade of healthy ageing: a new UN-wide initiative for 2021-2030 was announced by 

the United Nations General Assembly on 14 December 2020. The researcher cannot wish 

for a more timely and fitting initiative that inspires continued research to improve outcomes 

for the disadvantaged elderly. Ultimately, harnessing the wisdom that the elderly have to 

offer in addition to collaboration with government, local anchor institutions, the private and   
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voluntary sector will go a long way towards adding ‘years to life, but also life to years’; a 

phrase coined by the Director-General of the WHO, Dr Tedros Adhanom Ghebreyesus 

(Officer, 2020).  
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CONSENT FORM: Version 2, 15 February 2018.  

Ethics Committee Reference Number: FCCI 2018-005 

Study Title:  
Cityscape Urban Environment Health and Well-being Indicators - 
A case study of two deprived wards in Portsmouth 

Name and Contact Details of Researcher: Marianna Gardener    
Tel: 02392 842084 email: marianna.gardener@port.ac.uk 

Name and Contact Details of Supervisor: Dr Fabiano Lemes de Oliveira  
Tel: 02392 842090 email: fabiano.lemes@port.ac.uk 
 

1. I confirm that I have read and understood the information sheet dated 12 February 2018 (version 2) for the 

above study. I have had the opportunity to consider the information, ask questions and have had these 

answered satisfactorily. 

 

2. I understand that my participation is voluntary and that I am free to withdraw at any time during the course 

of the focus groups or walking interviews without giving any reason. 

 

3. I understand that data collected during this study, could be requested and looked at by regulatory 

authorities. I give my permission for any authority, with a legal right of access, to view data which might 

identify me. Any promises of confidentiality provided by the researcher will be respected. 

 

4. I understand that the results of this study may be published and / or presented at meetings or academic 

conferences, and may be provided to research commissioners or funders. I give my permission for my 

anonymous data, which does not identify me, to be disseminated in this way. 

 

5. I agree to the data I contribute being retained for any future research that has been reviewed by a 

Research Ethics Committee. 

 

6. I consent for my interview to be audio recorded. The recording will be transcribed and analysed for the 

purposes of the research. Audio recordings will be erased when they have been transcribed. 

 

7. I consent to verbatim quotes being used in publications; I will not be named but I understand that there is a 

risk that I could be identified. 

 

8. I agree to take part in the above study.  

Name of Participant:     Date:  Signature: 

 

Name of Person taking Consent:                  Date:  Signature: 

Please 

initial box 

  

Appendix 2. First interviews consent and questionnaire. 

mailto:marianna.gardener@port.ac.uk
mailto:fabiano.lemes@port.ac.uk
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QUESTIONNAIRE:   Please circle the options or write in your answers to the following 
questions. 

Date of birth:………….. Postal Code:…………..  Male  / Female      
     

   

1.    How long have you lived in this neighbourhood?     

0-12 months  /1-5 years  /5-10 years  /10 years or more  
                

2.   What would you score your overall happiness level yesterday?          

Not at all  0       1       2       3       4        5        6       7        8        9       10 Completely  

                

3.   Overall how satisfied are you with your life?              

Not at all  0       1       2       3       4        5        6       7       8        9        10 Completely  

                

4.   Overall do you think your life purpose and activities are worthwhile? 
        

Not at all  0       1       2       3       4        5        6       7       8        9        10 Completely 

                

5.   How anxious did you feel yesterday?            

Not at all  0       1       2       3       4        5        6       7       8        9        10 Completely 

                

6.   Please circle all the activities you carried out in the last week:          
Walking for [a purpose/leisure];  cycling for [a purpose/leisure]          

Gardening [at home / community garden] / sport  /  tai chi  /dancing   
        
7.   Please circle the overall time you were physically active in the last week.   

Not at all / 1 hour or less / 2 hours / 2 ½ hours / More than 2½ hrs   

  
        
8.   Over the past year would you say that your health has on the whole been:  

Very poor     /    Poor    /     Fair  /    Very Good  /     Excellent     

   

  

9.   Do you use the natural environment for:  health/ exercise / both  
 

 

10. Over the past year how often have you used the natural environment 
Never   / Rarely  /  Occasionally  / Two to three times a week /    Every day 
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Appendix 3. Consent Walking Interviews 
Faculty of Creative and Cultural Industries 

Fitness to Participate in Walking Interviews 27 March 2018 

Cityscape Urban Environment Health and Well-being Indicators: A case study of two wards 
in Portsmouth 

It is important that you are able to participate in walking interviews without risk to your 

health and well-being or risks to the researcher’s health and well-being. We need to ask 

personal questions in order to do this. Please complete this form that will be treated as 

private and confidential, however, will be shared in the event of an emergency. If you have 

any questions please do not hesitate to speak to Marianna Gardener, the researcher.  

Please read the following questions and tick the appropriate answer: Yes      No 

When you do physical activity, do you feel pain in your chest?  [  ]        [  ] 

Do you have any health problems that may be worsened with exercise?   [  ]        [  ] 

Are you taking drugs, prescribed by your doctor, for health conditions? [  ]        [  ] 

Do you know of any reason why you should not exercise today?  [  ]        [  ] 

Have you had any accidents or injuries recently that you think we  

should know about?        [  ]        [  ] 

Are you under the influence of drugs or alcohol?      [  ]        [  ] 

Do you have any social or criminal restrictions that mean you are not allowed to participate in 

this research?        [  ]        [  ] 

If you answered YES to one or more questions: Please speak to Marianna Gardener, the 
researcher, who may require you to seek advice from your doctor before participating in this 
study.  

Liability disclaimer 
I have read through this form carefully and have answered questions correctly to the best of 
my ability. Marianna Gardener, Researcher, takes all reasonable care in ensuring the walking 
interviews are conducted in a safe manner. I acknowledge that if I am not in good health, or 
am under the influence of alcohol or drugs, and continue with the activity that my condition 
may worsen and I may be refused participation. I do not hold Marianna Gardener liable for 
any incident that may occur.  
 
Name:________________________Signature:___________________Date:____________ 
Address:___________________________    _____________   Post Code:______________ 
Telephone 
No:___________________Email:______________________________________________ 
Emergency Contact Name: ______________Telephone No: ________________________ 

Marianna Gardener: University of Portsmouth Researcher 
Signature: ____________________ Date:__________              



357 
 

Appendix 4.  Participant information sheet 
 

Head of School of Architecture 

Pam Cole 
Eldon Building,  
Winston Churchill Avenue 
Portsmouth 
PO1 2DJ 
Contact Tel:  02392 842086 
Email: pam.cole@port.ac.uk 
 

Participant Information Sheet. Version 2 15.2.2018 

Cityscape Urban Environment Health and Well-being Indicators: A case study of 
two highly deprived wards in Portsmouth 

Name and Contact Details of Researcher: Marianna Gardener  

Tel: 02392 842084 email: marianna.gardener@port.ac.uk 

Name and Contact Details of Supervisor: Dr Fabiano Lemes de Oliveira  

Tel: 02392 842090 email: fabiano.lemes@port.ac.uk 

 

Ethics Committee Reference Number: FCCI 2018-005 

Invitation 

I would like to invite you to take part in my research study. Joining the study is entirely up to 
you, before you decide I would like you to understand why the research is being done and 
what it would involve for you. I will go through this information sheet with you, to help you 
decide whether or not you would like to take part and answer any questions you may have. I 
would suggest this should take about 15 minutes. Please feel free to talk to others about the 
study if you wish. Do ask if anything is unclear. 

I am a PhD research student at the University of Portsmouth with a professional background in 
Health Science and have worked in the health care industry for more than 20 years. 

Study Summary 

This study is concerned with examining the environment features and characteristics in your 
neighbourhood that are perceived to impact on your health and well-being. What we don’t 
know is what the people living here think it is that is contributing to their health or what it is 
that is acting as a barrier to good health.  

I am seeking participants that are 65 years of age and older who live in Charles Dickens and 
Fratton Wards, Portsmouth. Participation in the research would require you to attend one or 
more Focus Groups at one of the community centres that are anticipated to take about one 
hour. I am also seeking participants for walking interviews that will take approximately one   

mailto:fabiano.lemes@port.ac.uk
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hour with a follow up interview when feedback about all the interviews will be discussed. You 
may choose to participate in focus groups or walking interviews only, or both. 

What is the purpose of the study? 

This project seeks to develop a better understanding of what neighbourhood features are 
associated with health and well-being. In particular it will be useful to identify both the barriers 
and health promoters within the environment.  

Why have I been invited? 

Charles Dickens and Fratton are both deprived wards with a growing aging population. People 
don’t live as long as in other wards and there are higher numbers of people who have been 
diagnosed with non-communicable disease. As there is a direct relationship between 
environment and well-being I am particularly interested in your perceptions of the 
neighbourhood in which you live and what you think may be affecting your well-being.  

Do I have to take part?  

No, taking part in this research is entirely voluntary. It is up to you to decide if you want to 
volunteer for the study. We will describe the study in this information sheet. If you agree to 
take part, we will then ask you to sign the attached consent form, dated 10 February 2018, 
(version 5.) 

What will happen to me if I take part? 

Focus group participants will be asked to meet on set dates over the course of the study. You 
will be asked to freely discuss your experience with the group guided by semi structured 
questions in particular themes I propose. These discussions should last approximately 30-60 
minutes and will be audio recorded for analysis.  

After the first round of focus groups are completed, walking interviews will be one to one with 
myself in your neighbourhood and last approximately 30-60 mins. Interviews will be audio 
recorded for transcription. There will be a follow up walking interview of a similar length. Final 
interviews will be held at the community centre. 

Activity observation will consist of being observed whilst taking part in the Focus Group 
discussions and walking interviews.  

The data collected as part of this research project will be analysed as part of a PhD study into 
the study of the Urban Environment Health and Well-being Indicators. The findings will be used 
to create a final thesis for dissemination amongst the academic community and may be 
published. Non-attributable quotes may be used, and all participants will remain anonymous in 
the study. 

Expenses and payments  

There will be no payment made to participants involved. Focus group discussions will take 
place at the venue of the planned activity and walking interviews will be undertaken within the 
residential neighbourhoods of Charles Dickens and Fratton wards so there should be no 
associated costs for participating in the study. 

 

Anything else I will have to do?  

No  
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What data will be collected and / or measurements taken?  

Interview and focus group conversations will be recorded and analysed to highlight emergent 
themes in the experiences of individuals and groups. Focus Group activity observations and 
walking interviews will be recorded by the researcher by using flipcharts, maps and audio 
recordings. 

What are the possible disadvantages, burdens and risks of taking part?  

I anticipate no risk to you as a result of your participation in this study. The burden is purely 
one of giving your time. 

What are the possible advantages or benefits of taking part? 

You will not receive any direct personal benefits from participating but may benefit from the 
results of this work by helping with future collaborations. 

Will my taking part in the study be kept confidential? 

Any direct quotes used will be anonymised. Organisational anonymity is not intended but any 
confidential data will remain so and consent will be sought on a separate consent form. A lack 
of organisational anonymity provides some risk to identification, particularly of staff, but every 
effort will be made to ensure this is minimised.  

The raw data, which identifies you, will be kept securely by the researcher. Data will be 
password protected by the researcher and stored on the University secure N: drive, which is 
also password protected. 

The data, when made anonymous, may be presented to others at academic conferences, or 
published as a project report, academic dissertation or in academic journals or book. It could 
also be made available to any commissioner or funder of the research, such as the University of 
Portsmouth.   

The raw data, which would identify you, will not be passed to anyone outside the study team 
without your express written permission. The exception to this will be any regulatory authority 
which may have the legal right to access the data for the purposes of conducting an audit or 
enquiry, in exceptional cases. These agencies treat your personal data in confidence. 

The raw data will be retained for up to 10 years. When it is no longer required, the data will be 
disposed of securely (e.g. electronic media and paper records / images) destroyed.  

What will happen if I don’t want to carry on with the study?  

As a volunteer you can stop any participation at any time up to the commencement of data 
analysis, or withdraw from the study at any time before, without giving a reason if you do not 
wish to. If you do withdraw from a study after some data have been collected you will be asked 
if you are content for the data collected thus far to be retained and included in the study. If you 
prefer, the data collected can be destroyed and not included in the study. Once the research 
has been completed, and the data analysed, it will not be possible for you to withdraw your 
data from the study. 

What if there is a problem? 

If you have a query, concern or complaint about any aspect of this study, in the first instance 
you should contact the researcher if appropriate. If the researcher is a student, there will   
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also be an academic member of staff listed as the supervisor whom you can contact. If there is 
a complaint and there is a supervisor listed, please contact the Supervisor with details of the 
complaint. The contact details for both the researcher and any supervisor are detailed on page 
1. 

If your concern or complaint is not resolved by the researcher or their supervisor, you should 
contact the Head of School in the first instance: Pam Cole Contact Tel: + 44 02392 842086 
email: pam.cole@port.ac.uk 

Eldon Building  
Winston Churchill Avenue  
Portsmouth  
PO1 2DJ  
 

If the complaint remains unresolved, please contact:  

The University Complaints Officer 

Tel:  023 9284 3642 email:  complaintsadvice@port.ac.uk 

 

Who is funding the research?  

This research is being funded by The University of Portsmouth. None of the researchers or 
study staff will receive any financial reward by conducting this study, other than their normal 
bursary as a student of the University. 

 

Who has reviewed the study? 

Research involving human participants is reviewed by an ethics committee to ensure that the 
dignity and well-being of participants is respected. This study has been reviewed by the 
University of Portsmouth Faculty Ethics Committee and been given favourable ethical opinion.  

Thank you for taking time to read this information sheet and for considering volunteering for 
this research. If you do agree to participate your consent will be sought; please see the 
accompanying consent form. You will then be given a copy of this information sheet and your 
signed consent form, to keep. 

 

 

mailto:pam.cole@port.ac.uk
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