Advisory committee meeting notes 
November 12, 2013

In attendance: Barbara Pizaconi (PDES), John McArthur (OTREC), Vivek Shandas (PSU), Michelle Kunec-North (Portland), Sarah Armitage (DEQ), Brendon Haggerty (OHA), Nicole Iroz-Elardo (OHA), Steve White (OPHI), Kim Ellis (Metro), Margi Bradway (ODOT), Eric Hesse (Trimet), Heather Gramp (OHA), Eric Main (OHA), Mary Kyle McCurdy (1000 Friends of Oregon), Lainie Smith (ODOT), Nancy Kraushaur (Wilsonville), Erica DeJong (OEI), Andrea Hamberg (OHA), Renee Hackenmiller Paradie (OHA), Aida Biberic (DEQ), Denny Egner (DLCD), Leah Fisher (OHA), Curtis Cude (OHA), Julie Early-Alberts (OHA), Mel Rader (Upstream Public Health)

Slide 2
· What Accounts for Differences in Health?
· Genetics (5%)
· Personal Behaviors (30%)
· Health Care (10%)
· Social and Environmental Conditions (55%)
· World Health Organization,
Commission on the Social Determinants of Health (2008)
· Health
· A state of complete physical, mental and social well-being and not merely the absence of disease or infirmity.
· Health Determinant
· The range of personal, social, economic and environmental factors which determine the health status of individuals or populations. Examples: Behavioral determinant, consumption of fruits and vegetables; environmental determinant, convenient access to healthy food retail. 
· Health Outcome
· Health status of an individual, group or population which is attributable to a number of determining factors such as behaviors, social and community environments, health care services, and genetics. Example: diabetes, cholesterol level.

Slide 3
· HIA is a framework/tool that helps to ensure that health data is part of the conversation when planning, transportation, etc decisions are made.
· Different from other assessment tools in that HIA is prospective: examines potential health impacts and the distribution of those health impacts with best-available evidence before a decision is made, and seeks to improve the health outcomes of the proposal for all communities.

Slide 5
· The U.S. Global Change Research Program (USGCRP) is a Federal program that coordinates and integrates global change research across 13 government agencies to ensure that it most effectively and efficiently serves the Nation and the world. USGCRP was mandated by Congress in the Global Change Research Act of 1990, and has since made the world’s largest scientific investment in the areas of climate science and global change research.  Globalchange.gov
· National Climate Assessment Key Finding #1: Global climate is changing, and this is apparent across the US in a wide range of observations. The climate change of the past 50 years is due primarily to human activities, predominantly the burning of fossil fuels.
· U.S. average temperatures has increased 1.5°F since 1895, 2/3 of the increase since 1980. 
·  The recent decade was the warmest on record for the nation.
· Climate change in global: impacts are felt locally
· Oregon will have different Climate Change effects in different parts of the state.  Along the coast there are the potential impacts of sea level rise and storms.  There will be an greater increase in temperature in Central Oregon.  The loss of the snow pack will impact Oregon's snow melt fed streams and rivers.  This will impact urban use as well as agricultural uses.  Forest fires and pests will be more prevalent as drought stressed trees are more vulnerable to pest invasion and fire. 

Slide 6
· Key Finding # 5: Climate change threatens human health and well-being in many ways, including impacts from increased extreme weather events, wildfire, decreased air quality, diseases transmitted by insects, food, and water, and threats to mental health.
· WHO estimates that in the year 2000, there were 150,000 excess deaths per year due to climate change
· Climate change is already affecting health around the world, and its impact on health will continue to grow
· Fighting climate change is aligned with protecting and promoting health
· Many of the proposed solutions for climate change are healthy for everyone

Slides 11-12
· What’s base year?
· What’s a premature death?
· What’s a DALY?
· What are the differences between the scenarios?

Land use 

Slide 15
· Where’s the conclusion that density increases congestion?
· Evidence
· If you’re going to be publishing this, watch your word choices
· If you’re going to be more spread out, people will have to drive longer
· The region drives less than other regions its size
· This could be a non-starter
· I would express it as a jobs-housing balance
· Density coming through
· Medium density with good connectivity
· Connectivity/accessibility of destinations
· Commute time links to health
· Children’s health: safely access resources
· Children’s health is a function of adult health
· It gets back to design matters
· It matters on the macro scale: access to resources
· It matters on the micro scale: sidewalks, etc
· Density is one characteristic of health
· Evidence is mixed
· BMI in Pearl and Old Town
· Travel time/delay
· Much longer travel times
· Density is a trigger word
· Language: percent mixed-use development rather than density
· Are the scenarios getting at design patterns like this?

Slide 17
Why the emphasis on biking?
· Walking is not an explicit input in the model Metro is using (it’s an output of GreenSTEP)
· Major communications issue (for Metro/ODOT)
· Low income/communities of color active travel
· SOV trips to bike (include percent increase instead of percentage point increase, because it shows how aggressive the changes are)

Slide 20
Parking management incentivizes active travel
· “We want parking management” vs “we encourage strategies like parking management that have clear links to increasing active transportation”
· Parking management in the absence of having active travel/transit supports is no good.

Slide 21
Miles of freeway/arterials added
· Why is scenario C the most miles?
· Going back to assumptions
· Scenario C is the State RTP (more investment)
· Lane miles (clarified)
· Kim will break out lane miles vs new highway
· Some of these are the last mile connection for freight
· A lot of these are connectivity as opposed to new highway miles
· Take away traffic congestion, crashes are more severe?

Slide 23
Add scenario C large transit bump to (other multi-model investments)

Slide 24
· Most of what’s going into road expansion is not freeway expansion, its arterial
· Focus on the lack of dedicated funding
· Flip 24 and 23

Physical Activity

Slide 26
· Doesn’t include deaths?
· How many people does the Oregon Health Plan cover?
· Talk about underestimation/Medicare numbers
· 200,000-250,000 total (include number of adults)

Slide 27
· Add UGB
· Remove census tracts outside UGB?

Slide 28
· MSA=Metropolitan Statistical Area (say what the area is)


Slide 31: BMI and some kind of connectivity data map would be helpful
· 30 minutes are the minimum
· It doesn’t have to come all at once
· Inactivity is terrible for health

Slide 34
If you’re taking a 10-mile round trip bike ride, you probably don’t have bike facilities the whole way

Slide 38
· In Portland Metro, high school students use Trimet rather than school bus; access to transportation
· OTREC is doing some work on transit dependency
· Talk about it even without numbers
· If we have to drive our kids to school…

Slide 39
· Use ADT (avg daily traffic) rather than speed
· For bike commuters and walkers, we’re worried about peak, not just average (because they’re commuting during peak time, not “average” time)
· Housing concerns
· Recommendations about protective housing
· This slide could be scary because of increased exposure
· Make sure to emphasize that lowering VMT will reduce exposure
· Note that PATS model is through 2017
· The scariness factor of this

Connect the dots concerning the models
· That portion that’s attributable to chronic disease
· It’s the portion of this plan that attributable, and the portion of that that is attributable

Slide 43
· Watch messaging on this
· In the model, there’s a safety in numbers factor
· State in numbers
· Decreased auto deaths
· Slight increase in bike deaths
· Foot note
· Traffic speed is directly related to severity of accidents
· Improvements not just because numbers are lower, but because of improvements in congestion
· PBOT research that backs that up (ask Margi who she mentioned)
· Address transit in safety?
· The assumption in ITHIM is that there’s a really low number of accidents and fatalities
· People make decisions based on their perception of risk
· People asked about perception of safety

Slide 44: Traffic Fatalities
· Safety message is confusing
· Emphasize the risk
· Total risk decreases
· But, more bike riders at risk (if there are no changes)
· There need to be changes; we need to do things differently in order to change things


Slide 45: ITHIM results for traffic injury

Slide 46: ITHIM Results for Traffic Injury

Slide 47: Value of perceived safety
· Increased mode shift with increased investments in bike/ped infrastructure
· A lot of Europe literature says you see major changes around 10% of mode (8-12%); respected/recognized mode
· Active transportation investments
· 5 E’s (Engineering, education, enforcement, encouragement, evaluation and planning)
· It’s a whole package
· Remove Geller’s estimate
· For transit, perceived safety is different (about crime/security)

Air quality

Slide 57
· Ozone reduction number impressive

Diesel isn’t included, so exposure estimates are serious underestimates (note limitations of analysis and policy considerations).

Slide ___ (ITHIM results)
· OHA is describing a broader exposure: how will you get audience to understand use of PM2.5 as a proxy
· Analysis report is too data driven; needs graphic description/policy description. Describe to lay policy person the importance.

Slide 59 air toxics
· We’re meeting benchmarks: what about it?
· Did we reach attainment? Check?
· Make sure to communicate that transportation policy differs from public health policy
· Provide GreenSTEP outputs to help people understand what we’re relying on
· “Required” should be replaced with needed (not enforceable). Part of DEQs plan.
· Could do a chart with prevalent standards (all air toxics along with PM2.5 and Ozone).
· DEQ views air toxics as co-benefits
· Correction on Ethel Benzene needed (DEQ can provide)


Framing and context matters

What are the most important frames/framing issues for OHA to consider as we finalize this report?
· Much of this information is too in the weeds for MPAC. 
· What are the most important information to communicate to policy makers? 
· Are there qualitative/quantitative ways to compare the scenarios?
· Abstracted presentation: tie back to people
· Slide “other multi-model investments”
· Positive story to tell, all within the audience’s jurisdiction
· Don’t focus on freight being 50% of the problem, because there’s nothing we can do about it with these policies, and its defeatist
· Active transportation (include transit!)
· Takeaway: where thinking about how to boil this down, focus on the takeaway messages, and then build on those
· One of the takeaways is the equity issue: need a clear message (disparities)
· Continue to remind policy folks that there are state and national level on fuel and freight
· Table of key strategies for Metro’s project


What are the political contexts for OHA to understand as we finalize this report?
· Abstracted presentation: tie back to people
· Summaries and key messages over in-depth results


Small group discussion notes

Table 1
· Connect to other plans like the regional active transportation plan
· Make it more human (stick figures to go with mortality estimates)
· Call out health disparities a bit more
· Address gentrification in the recommendations – healthy livable communities for all (possibly in the implementation phase), use inclusive development, 
· Group discussion: “mixed income” doesn’t necessarily mean it’s addressing the problem of affordability. Diverse mixed use communities might be helpful, because it’s important to link mixed income and mixed use. Decreased distance to a diversity of destinations is a helpful frame.

Table 2
· Distill the relative contribution of drivers (bike, ped, transit), because “bicycle” can close some peoples’ ears – see page 8 of slides
· Focus on the location of bike ped facilities (not near freeways)
· Use equity lens
· Adopt active transportation plan in RTP
· Endorse City of Portland’s policy of focusing investments near vulnerable populations
· Make it real – “relative risk of 1.4” is not as helpful as “1200 deaths”

Table 3
· Emphasize and underscore physical activity.  Come back to it over and over.  Don’t let AQ and crashes come across as equal drivers, spend more time on PA.
· Market to people who are considering biking
· Transit is a really big lever here. Emphasize the importance of investment. Target to high BMI areas.
· Include all users all modes/8 to 80/vulnerable road users is more tangible than relative risks


Table 4
· Biggest driver is “other multi modal investments”, so create a category in Scenario A
· Improve safety for all users through community design.  Health benefits of a mode shift exceed the risks
· Further reduce disease and death from air pollution, it’s a major co-benefit of GHG reduction
· Technology is a big driver of air pollution (low carbon fuel standards)
· Address density in a way that connects people within their own communities, not just in relation to inner Portland
· Equity impacts of land use
· Improving air quality increases “head room” in the air shed for economic development
· Get some accurate numbers that people can start learning – weave together with financial info
· Make trade-offs explicit in decision making (See MOSAIC)
· Describe a healthy future: there is dense land use, AT infrastructure, clean air, and safe from crashes



Recommendations
· Connectivity of bike and ped infrastructure
· Design the road for the most vulnerable users
· Implement the strategies and investments necessary to reach the 60%
· Find a funding source to pay for active transit
· Find the balance between:
· Make the big investments that will really move the needle and
· Connectivity
· Adopt active transportation plan in RTP
· Endorse City of Portland’s policy of focusing investments near vulnerable populations
· [bookmark: _GoBack]Prioritize multi modal to maximize physical activity, identify dedicated but sustainable funding for multi-modal funding
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