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PREFACE

On the oceccasion of rhe Annual Congress of the International Society for the
Prevention of Child Abuse and Neglect (ISPCAN), the World Health Orvganization and ISPCAN
jointly organized a Pre-Congress Workshop to review the problem of child abuse and the
Impact of wrban slum and squatter sgsettlements on child health, Urbanization has, until
recently, been viewed as a positive indicator to nariomal development and, hence, bean
ultimately assoclated with fmprovements #n child health. It is now hecoming clear that
since the 19605 a new form and pace of urbanization has emerged. The rapidity with
which eities are growing as a result of rural/urban migration and natural increases
within the city, and the {nability of urban social organization to deal with the basic
needs of families, {s adversely affecting the well-being of mothers and children.

Urban slum snd squatter settlements, which are the end product of this demographiec shift

and exploslon, are not temporary phenomena affecting small numbers of people, The

magnitude of the problem belies any short-term or gimple solution. It ¢alls, however,

tor immediate action by both natienal and intermnational publie health groups. ./

Whether due to of the social and econemic stress often associated with poor
environmental conditlons, over—crowding, unemployment, and inadequate access to social
fervices, or due to some other phepomenen, rapid urbanization appears to lend itgelf, if
not provoke, child abuse and neglect. Inadequate care in the context of unhealthy,
social and physical environments, typically places the young child in the urban setting
at a high risk of poor growth and development, This, coupled with what appears to he a
higher incidence of child battering among urban families, suggests that many of the
characteristics of rapidly urbanizing cities in developing countries gre themselves a
form of child abuse,

Child abuse and neglect is, of course, a culturally variable problem and its
definition inevitably varies from one setting to another. The question of child labour
is an example of how different societies view the economic value of children and have
different expectatfons as to the role of children in the cconomiec market place.

Nevertheless, there do exist certain transcendental values with regard teo child
growth and development, and the need and right to sound physical and psycho-social
well-heing, There 1s every reason to helieve that the nature of the physical and
gocial eonditions emerging in new urban situationms, especially in slum and squatter
settlements, sve depriving young children of this right. I

The Pre-Congress Workshop recognizes the need for an intermational research and
prometion programme to be developed in order to examine this phenemenon more closely;
to provide assistance to national authorities, and to promote actions designed to
alleviate and prevent child abuse and neglect, resulting from rapid and uncontrolled

urbanization.

In particular, the Workshop recommends that innovative community-based day-care
programnes be explored as instruments of change and as catalysts for promotive health of
children in deprived urban environments. These day—care programmes should be designed
in such a way as to provide for the early and appropriate psycho—sccial atimulation of
children; the early identiffcation of growth and developmental problems; the provision
of appropriate nutrition snd nutritieon counselling, information and educarion to parents
of children In need, and the early detection of adverse child rearing practices.

Steps should also be taken to provide countries and regional groups with the

opportunity to exchange experiences in the development of alternative strategies to
improve the well-being of children living in conditions of urban deprivation, and
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international organizationms should énergetically support national groups in the
devalopment of local programmes designed to meet the particular needs of each
community, Steps should similarly be taken to increase awareness, at the community
level and among policy makers, of the magnitude of slum and squatter settlements and the
problems they entall for the fulfilment of the child's inherent potential. In this
regard, CIDA, IDRC, NOVIEB and SIDA, and other such agencies, could be invited to take
the lead, togather with ISPCAN, WHO and UNICEF, in the presentation of an internarional
programme to combat the problem, The World Health Organization and the International
Society for the Frevention of Child Abuse and Neglectr, in particular, should provide
technical support to natlonal efforts in strengthening the machinery for compilation of
data, gelentific documentation, and creating awareness required for administrative
action. In this regard, they should develop mechanisms for planning and revising
strategies based on evaluation of activities and identification of priorities in
developing countries vis—f-vis the problems of child abuse and neglect. They should
also promote technical exchanges through nationmal, regional and international seminars
and workshops for research and action. Seminars and workshops should be coordinated,
when feasible, with related meetings, for example in the fields of child labour, chiid
health, day-care, psycho—social development, growth and nutritiom.
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URBAN SLUM AND SQUATTER SETTLEMENTS: VARIATIONS IN NEEDS AND STRATEGIES

Professor Khairuddin Yusof
Head of Social ObGyn
University of Malaya, Kuala Lumpur, Malaysia

Tntroduction

The rapid growth of the urban population has been a continuing source of concern to '
societies, government, health professionals and ¢ity administrators. The process of
urbanization due to natural increases in fertility in towns and rural-urban migration
has caused considerable hardship to the urban poor children and women in developing
countrles; they are the most vulnerable and wsually the first to suffer. The planning
and development of urban health care has to take into account the interdisciplinary
linkages of activities, which influence the overall health of urban dwellers. Not only
must the planmers be satisfied with the control of diseases; they must also take intao
account the mental and soclal well-being of the family, In this respect the groups .
which suffer most are the urban squatter, slum and shanty town dwellers. Within the
family, rhe most vulnerable members such as the children, pregnant mothers, youth, the
elderly and the single parent family will be the worst affected. Batisfying the needs
of these people iz the c¢hallenge facing urban health planners.

A framework has been laid down by the 1978 International Conferance on Primary
Health Care held fn Alma-Ata, and the goal is specifie; that i5: Health for All by the
Year 2000, In planning and developing urban primary health care {PHC), the attention
to hasic need, in particular, ifs eritical. The increase in urban population sizag;
the¢ diminishlng resources of the city; inefficient administrative apparatus, and urban
legislation that is not geared to deal with the changing faece of the ecity, sum up the
situation that has led to an unprecedented crisis facing dwellers and planners,

The particular characteristics of the urban environment which have an

impact on health and which need te be tzken inte account are

unemployment and underemployment of the urban poor; these severely timit the familics'
ability to pay for food and services, and to cope with inadequate housing, crowded
living conditions, lack of sanitation and water supply.

Nutrition for urban children can be a major problem since the urban family is
dapendent on cash income. Their rural counterparts can he self-sufficient in food
production. The encouragement to grow fruits and vegetables In the urban area and .
access to home-market gardens can provide important nutritional supplements for urban
&lum dwellers and squattersa, However, where the houses are packed closely together,
and families are living on top of each other, this is not possible; it 1s a price the
poor have to pay for some of the advantages of living in an urban environment,

In the development and provision of health care, the experience gained from rural
areas will need to he re-examined from the point of view of basic needs, accessibility,
coverage and use of services, efficiency and costs and the responsiveness of the
services to the needs of different population groups, The changing character of the

urhan population and environment may Tequire the development of a whole new set of
health care concepts and approaches.

Old assumptions and values will have to be re—examined: for instance, how can the

superior information network of the city be mobilized according te the population and
priorities of different urban groups, and in what manner can information be incorporated

at decision-—making level? How can the present set of indicators be adjusted to urban
requirements? Experience suggests that social ind{icators are more appropriate for the
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urban dwellers, Finally, what are the mechanisms for the compillation and use of
information; and in what way can the resesrcher contribute to the developmental process

of primary health care? For the health professionals and others who are invelved in
health related activities, this is a time for self-examination and eritileal reappraisal

of previously tried concepts and approaches.

This paper attempts to identify some of the variables and strategies required teo

actively implement projects in urban squatters/slum settlements. It focusses on the
marginal population — urban/slum settlements — and purposely ilgnores other deprived

segments of the populatiom, such as the tenement dwellers, indigent labourers,
for lack of knowledge rather than insemsitivity. Much of the information

in this paper hksg been gleaned from personal experience gained through

the introductiom of the Sang Kancil programme in several squatter settlements of Kuala
Lumpur (Ehairuddia Yusef, 1982). There will be no attempt to describe in detail some
of the relavant features which are so necessary to health programmes such as housing,
urban planning, unemployment and health edveation. What will be discussed are the
practical approaches in the identification of variables which have been tested on the

field, and knowledge of which have been shown to be useful in project implementation.

The Cities

That the population of the world cities is growing Is a paradox; iIn spite of the
gtabilisation and even decline of population in certain parts of the world. The fall
has been particularly rapid for developing countries (Salas, 1983); 2.4 per cent
annually during 1965~70 to an estimated 2,0 per cant during 1980-83. Nonetheless, the
global population will have increased from 4.4 million in 1980 te 6.2 billion by the
year 2000, What is illuminating is that the growth of the urban population will amount
te 32 billion with more than 50 per cent of the populatlon living in cities.

Two-thirds of the urban growth will occur in developing countries (World Eank, 1972).

The growth of the cities has been without parallel im vecorded history.  Their

population has increased more than twice as fast as the total population during the past
twenty years and, in developing countries, the rate has been particularly rapid. Data
suggests (Davis, 1969) that the worst grwoth rates cccux im the African, Latin Ameriean
and Asian countries. Moreover, large cities tend to have faster rates of increase,

For example, the population of cities exceeding 100,000 people has more than doubled
between 1950 and 1970, and in some sub~Saharan African cities, has quadrupled. Whiler
utban growth increases, it is estimated that by the year 2000 the rural population will
actually decrease in absolute terms. During this period, the urban growth rate will
drop by only 10 per cent compated with an 80 per cent drop im rural growth.,  What this
implies 15 that, between 1980 and 2000, countries with more than 50 per cent of their
population living in urban areas will have doubled in size (Rossi-Espagnet, 1983),

What are the causes of this increase? Much of it (61 per cent) is due to a natural
increase in fertility while the rest is attributed to rural/urban migration (United
Nations, 1980). What these figures mean in terms of human health and suffering will
only manifest fitself at the peak of urban growth. But there 1s encugh evidence even
now for concern; since most of these people may find it difficult to benefit from urban
amenities, resources and econemiec opportunities.

The influx of large tural/urban and urban/urban migration will test the adequacy of
the city's resources to provide medical care, social services, employment, water supply,
sawage digposal, housing and mass transit facilities, Each and everyvone of these will,
in some way, affect the health of the people. Lack of housing in itself will create
its own special problems and, once combined with the community's need to be near places
of work and the high rents for urbam houses, the first seed in the development of urban

slum and squatter settlements will germinate,
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As the city's infra-structure breaks down and as squatter zettlements increase,

disease patterns may change to mimic these of rural areas. For instance, worm
Infestation In Kuzla Lumpur squatter children can be as high as 35% (Kan, 1983).

Sertfous overcrowding and lack of basic amenities will compound hazards posed by
established diseases with new social ones such as road accidents, juvenile delinquency,
drug addiction, alcoholism and mental {llpessg, The process of adaptation which calls
for a new set of values will particularly affect youth, With the absence of
peychological support from the extended family group, they will have no-one to turn to
for advice. Their parents will be away at work and they will have no guidance from an
extended family, such as grandparents and aunties. Left to themselves, they will have
to formulate thelr own = homegrown — sets of values which will not always he in harmony
with the old traditional values of thelr parents.

The c¢ity, on the other hand, has much to offer, People feel that they are in the
hub of 1ife, participating in communal modern activities. They feel they have a fuller
life and are less bound to be straitjacketed by sometimes harsh rural family
traditlons, There is a greater degree of independence and expression of
tndlviduality, The ¢ity with its higher concentration of resources, opportunities and
cultural actlvities in some way lessens the difficulties people have to face in their
daily lives. They feel that their children have a better Future, The period of
trangition during urbanization, however, has not entirely equipped many of them with the
sophistication and know-how so necessary for urban living.

There is a prevailing belief that the ¢ity 45 & healthier place to live in than the
rural area, Clearly, health rechnology tends to be centred in the eity. There are
certainly more doctors there than in the rural areas. The city has the highest
concentration of health specialists and publie and private hospitals than in the test of
the country and It 1s logical to conclude that eity dwellers, therefore, have the best
health care, But recent studies (Bianceo, 1983; Fujardo, 1983) had Indicated that this
may no longer be true. Two major contributing factors are the emergence of large
numbers of squatter settiements, the "favalas", "bidonvilles”, "hutments”, “casbah”,
"hustees”, "villa miserias”, and the difficulty these communities have in gailning access
to urban health rescurces. The inhabitants of these settlements, who constitute the
majority of the city poor, are recent migrants, disadvantaged minorities and indigent
groups. Net only are they socio-economically disadvantaged; they have neither
acquired the skill ro scek and tap the resources which the c¢ity has te offer, nor the
know-how to circumvent the bureaucracy of city adminlstrators,

Urban Squatters/Slums

Urban squatters are illegal ocecupants of urbam land which is owned by govermment or
private individuals, Some may be given temporary occupancy licences. Usually, they
originate from economically depressed areas of the city. Unable to find shelter as
legitimate tenants or home-owners near their place of work, they build remporary
chelters in which they can enjoy security of tenure within the eity or the periphery of
the town, Common sites for squatter settlements are along rallway embankments and
riverbanks. In time, they tend to assert a moral claim to the site. What has created
complications and generated animosity against squatters are the emergence of squatter
landlerds and affluent squatter groups. These people form a complex pressure group for
the squatters; renting rooms, providing jobs and, in rime, even achieving control of the
community through political power. Some of them are the gso-called professional or
entreprensur-types, They are articulate and forceful in vindicating their rights, and
not infrequently have links with polirical proups. Some "landlords” do not even live

in aquatter settlements, A recent squatter survey in Kuala Lumpur showed that 4.4 per
cent of squatters are In socfal class 1, i.e. professional groups such as architects,
engineers, doctors and senior civil servants. It is important to understand such a

differentiation because whare they congregrate, the health status of the community may

L
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be as pood as thar of the other city dwellers. But, in general, the envirommental
health of the community is poor (Khairuddin Yusof, 1982).

The current estimate of the population in slums, sgquatters and shanty towns in
developing countries is 50 per cent of the total urban population. This will increase
to 70 per cent in certain cities, Addis Ababa having the higheat incvease of 79%, Hong
Kong the lowest with 17% (Rossi-Espagnet, 1983). In Kpuala Lumpur, squatter settlements
have increased dramarically in number during the last 10 years, In 1%67/68, the number
of squatter househelds was 26,500 which increased to 29,000 in 1973, and hy 1978, the
census showed a total of 48,700 households consisting of approximately 250,000 people
located in 140 urban kampungs (Khairuddin Yusof, 1982). The recent City Hall
unoffiecisl count of squatter settlements was 216, consisting of approximarely 350,000
people; a third of the city population. In the face of the complexity of the
physical/soeial structure of the city and its dynamic relationship with the people, the
presence of well-defined underserved areas have particular appeal to the health
planners. Such a group of people are known to contribute in large measure to the
physical and social problems of the city: bur, more importantly, specific intervention
programmes csan now be focussed on the most deprived and vunderserved groups of
population. Resources and understanding can be channelled to make the greatest impact
at minimum ¢ost.

Health, as defined by WHO, is not merely the absence of disease; It covers the
total physical, mental and socilal well-being of the perscm. This definition takes into
account the individual's ability to adapt to and cope with society, and how he functions
and deals with stress—inducing situations. The complicated interaction of social
conditions which is inherent in the community of the city, with its ever changing
character, population size and the biological needs of the individual, has made it more
difficult to find a neat cause and effect relationship to explain the health status of
urban dwellers. The problem i3 greater in the case of marpinal and underserved groups
of population. The fact thar the health statuz of the urban dwellers in Buenes Alres,

Mexicoe City, Bombay, Jakarta and Banpkok, appears to have deteriorsted (Blanco, 1983;

Fujarde, 1983; Sakthankay, 1983; Primary Health Care, 1983) Indicates the inadequacy
of traditional methods of acsessing health status which fail to take into aceount the

social definition of health.

Some of the variables for health care strategies which have effectively constrained
jmplementation will now be discussed. Even though there are subtle differences between

sium and squatter settlements, for the purpose of this paper, they will be treated as
DIE .

CONSTRAINTS AND STRATEGIES

Location of Squatter Settlements

Squatter settlements limited by land available are usually found around peripheries
of cities., Later they infiltrate right inte the city, occupying land along river
banks, railway lines, and on steep hills. The general envirgnment is not always
conducive to health, with settlements occupving swampy land, such as the Klongs of
Bangkok, or precariously perched on the hillsides of Hong Komg, or on disused mining
land of Kuala Kumpur, S§lum communities, om the other hand, occupy the oldest parts of
the city, Unlike squatter settlements, roads, water supply and electrlcity may not be
primary problems for gium dwellers, but they are often inadquate, 1n need of repair and
obsolete.
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Rural/Urban Migration

Neglect to develop rural infra-structures, and to disperse industry more equitably,
compounded by the cities' ability to attract investment, basic services, and modern
technologles, have contributed to the never ending cycle whereby the rural area becomes
a reservoir for the c¢ity's manpower. Ho clear understanding has been reached as ro how
te reverse this progess, In the meantime, squatter and slum dwellers will continue to
be a3 major urham problem. In Malaysia experimental rural growth centres established In
the '70s, in attempts to reverse such a trend, have not been very successful. DARA
{Rural Development Agency) recorded 120,000 people; a short fall of 60% from a
populatlon projection of 320,000, Other growth centres have recently been developed,
&.g. KIJORA, KEDA. Their success still remains to be geen.

Sanitation

Disposal of waste is a major problem among slums and squatter dwellers.  Improper
location of latrines, combined with a high warer table in mining land, for instance,
causes a widespread incidence of enteric diseases. The problems appear to be &

combination of socio—economic factors and the application of inappropriate technology.
The standard solutlon, based on developed countries, has proved to be expensive to
duplicate., On the other hand, traditional methods of sanitation may no longer be safe,
slnce many of the settlements arise gpontansously in areas which were never meant for
human habltation.

Housing
Left to themselves, many squatter settlers appear capable of deslgning their own
houses. Rural migtants entering the town are accommodated in several ways:
(1) thay may gravitate to old residential quarters of the ¢ity where they can

get cheap rents and hence contribute to the aggravation of exdsting slum
conditions;

(11) they may invade vacant land owned by government or private individuals.

The temant, after a period of time, will build his own house, thus
repeating the eycle.

Confrontation occurs with local aurhority zoning law when houwsing extensions are
constructed which spfll onte highwavs. The solution of the housing needs will have to
take into account the availability of financial resources and the local culture, skills,
and materizls. The urban health planners should have gome knowledge of urban planning,
and {its relation to the overall health of the community.

Water

Access to clean water is a major problem in squatter settlements. Water for
drinking snd household use is insufficient, irregular and often contaminated. The
ma jor sources of supply are standpipes and wells. The former are rarely adeguate.
fhe squatters have learned to use a rota system, but in the early hours of the wmorning
altercation and fights are commen occurrences, Long rubber hoses are used to connect
the standpipes to individual houses. These soon become infected when weathering causes
holes and eracks to appear. In Kuala Lumpur, the rule of thumb is one standpipe per
twenty households,
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Antagonism

The problems of providing basic services to the squatter are assoclated with the
illegal nature of the settlement. Municipal authorities confronted with moral,
financial, and political issues, which they have not been trained te deal with, leathe
te interfere. Faced with mounting political pressures, they adopt a policy of
providing enough but not too much, At the other end of the spectrum are the
rate-paying urban residents, who feel that they are subsidising a community which has no
right te be there in the first place. The financial burden shouldered by the municipal
autheorities is counstantly increasing. In Kpala Lumpur, the rate payers contributed
four million dollars to the watex bill of squatters alone. Antageonism towards the
squatters is mounting.  Some of the accusations levelled at them are:

{a) they are not poor;
(b) they provoke all kinds of anti-social behavicur; and
{¢) thev are reservoirs for infectious diseases.

Much of the present cemfusion has arisen because of the prevailing impression that

the squatters are homogenedus Eroups. They are at once courted and reviled by
up=and—coning politicians. However, it iz now clear that they are inherently
different. They are divided according to soclo—economic status and primary origin (and
race). But the paradoxical elements which bind them together, and which can be a
source of major dissemsion, are the leaders themselves.

LeadershiE

Squatter leaders are the pivots for the survival and advancement of the squatters,

From an inirial nueleus of 10 hut settlements, they can grow rapldly to a sizeable
communiry of 1,000-8,000 people. Essentially, rapld population increase is & necessary

mechanism for survival, With increase in mmbers, a leadership structure can be formed

to defend the fledgeling settlement from being dismantled by the authorities, Further

support may be enlicred from prominent individuals and political parties, Avowed
allegiance to the ruling political party is a necesslty. It iz through them that basic

needs, such as warer, standpipes, refuse disposal, drainage and, to a certain extent,
access roads, can be obtained. As the voeciferous and insistent demands of the

squatters gain strength, they are brought into direct confrontation with local planning
authorities and rate payers.

It i5 important to understand the symbiotic relationship between politicians and
squatters and how this may affect project implementation. This same relationship can
be exploited by project implementors, However, this approach has its disadvantages.
1t has been observed in the Sang Kancil programme (Khalruddin Yusof, 1982) that this
tends to alienate thogse who belong to diffevent politlcal parties.

A recent evaluation of Sang Kancil (Khairuddin Yusof et al, 1984) emphasises once
again the ambivalent attitude of the squatters towards their leaders, When the
squatters were asked what kind of attributes a leader should have, the ability to get
things done was rTanked first, while such established qualities as honesty and good
education were ranked last.

The usual modes of entry into a squatter settlement through existing community
organizations and leadership structures can create their own special problems. The
village organization itself can be as compleX as any government system. There 1s no
neat singular flow into the ranks of autheority. Most squatter settlements are
confounded by individuals who claim to be leaders. Each will have forged thelir
connections with political and religicus groups, while others will have climbed up the
socio~economic ladder (Khairuddin Yusef, 1981), An understanding of the squatter
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leadership structure is Important, not only in order to avoid head=-om confrontation;
theilr cooperation is essentlal, and health {mplementors can use them to identify the
really poor people,

Corruption

In dealing with the squatter community, an issue which has important bearing on the
success of health programmes is the ability to recognize the many faces of corruption.
Pragmatism amongst the poor, and for that matter amongst most people, comes before
altruism, Leaders of squatter settlements are no different. They expect to be
rewarded in kind. Recognition and accolades are the mildest form of corruption.
Otherwige, more substantial demands may be made, such as placing close family members in
charge of Income generating, pre—gchool and health acrivities, Congldered in
isolation, these instances may appear innocucus enough but what usually happens Ls that
the poor, high risk groups are excluded from the very gervices which were originally
intended for them. The problem of corruption has never been satisfactorily solved by
Sang Kancil implementors. This trait is probably prevalent in all countries, alrhough
they may be disgulsed by numerous euphemisms. But from field experiences, one learns
that serious cases can be minimized if the implementor cultivates a rapport with orher
influentisl members of the community. Thiz will enable him to create rhe neceggary and
halance between the various factions, and hopefully prevent excessive demands being made
by squatter leaders,

Community Participarion

An 1mportant corner-stone of the primary health care (FHC) concept 15 community
participation. Health care has proved to be an expensive business to sustain without
promoting and encouraging self-reliance. And the health care {mplementor who keeps a
social distance between himself and the community needs and aspitstions will be unable
to convince the community that he has its interest at heart.

The concept is simple enough to understand, Many approaches have been identified
from case studies. But its implementation is more an art than a science, Patience
and an intuitive grasp of the situation are required. This may be too much to expeet
from civil servants and non—professional anthropologists, But the gituation is not
entirely hopeless. Basic approaches to motivate individueals can be taught .

The difficulties of community participation, as with intersectoral coordination, are
of human and paychological nature. The contact between community and implementors from
the first meeting can determine the success of the programmes. Govermment officilals
are viewed as aunthoritarive figures used to giving orders. Tt has frequently been
observed that during meetings, discuccions are conducted with overt emphasis on this
dominant reole, Moreover, In dealing with 1llegal settlements, both parties are aware
of who is in control. In such conditlions, a free flow of ideas and an active
contribution on the part of the community are almost non-existent, How to narrow the
soclal distance between these digparate groups is still unclear. Health implementors’'
awareness of the problems and judicious use of their professional rraining may help.

Squatter gettlements are congidered potential trouble zones, In Kiala Lumpur,

there 1g no way that health projects can he fuplemented without permisssion from the
authorities, This can be advantagecus, because in most countrieg the government alone

has the resources to develop national progtrammes. Cultivation of a good working
relationship with the authorities is essential.
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To summatize, the accepted methods of motivating the community are;

1. Programming and implementation carried out through existing government and
community organizations. If the latter is unavailable, then steps should be
taken to encourage the setting up of such an organization,

The resources of the community identified and utilized to supplement the
government's effort. Some of the ways in which they can be used are:

(a) to help ldentify and suggest solutions;
(b) to actively participate in plaaning through the selection of voluntary

cadres among the residents.

Politics and Squatters

The influence of politics in the lives of the squatters cannot be emphasized
encugh. The experience of an aliem, hogtile and i{llegal environment has moulded the
squatters into masters of survival. iiving in constant fear of eviction, they have
learned the Machievellian art of manipulating politics for thelr own good, They have
established strong political tles with direct communication te important figures. The
political support they have received has, to a certain extent, helped to improve their
overall health status, in the form of more water standpipes, refuse disposal and
protection of their homes from dereliction. What they have achieved has often been at
the cost of long~term basic urban development programmes, Health implementors must be
aware of this political linkage. There 1s an undesirable aspect to this sltuation:
for instance, certain political groups and their supporters will boycott a hezlth clinic
if they are excluded from the initial planning stage. On the other hand, it may be
possible to include them, especially if they belong to the opposition party. Careful
timing and skill is required by the health implementors to change this attitude. 1f
not, they may be branded as anti-government.

Heterogeneity

Having examined some of the problems faced by the squatters and the deprivation and
hardship they suffer, it must be recognized that there are many gquatters in Kuala
Lumpur who are extremely well-off and whose health is as good as the average urbanite.
Even in the depressing settlements of Bombay (Primary Healcth Care, 1983), there are
those who could afford to move to better houses if only they were available.

Overcrowding in Kuwala Lumpur is not a major problem when compared to other squatter
settlements; the number of persons per household varies between 3.3 te 6.5,

The situation of the squatter families in Kuala Lumpur seems to be far better than
that of Jakarta, Mexico City and Bombay. They do, however, share some commen

characteristics, A majority of household members have had only primary school
education, and their lack of training opportunities and job skills means that they are

only suited for unskilled and semi-skilled labour (45.6 per cent). However,
unemployment is uncommon among heads of household; 97 per cent are gairnfully enployed.

The assegsment of the incidence of poverty among the poor has been difficult to
compute, It is commonly based om two indicatoxs, the poverty line and the evaluation
of cash income, both of which have been critlcilzed, The 1978 census suggests that the
incidence of poverty among squatters is 20-28 per cent. Bur a more recent study
evaluation of Sang Rancil suggests that the incidence is much lower; probably less than
14 per cent (Khairuddin Yusef and Oeoi, 1583).
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The overall health status of squatters Is reflected in a Tecent time series study of
four squatter settlements. Mortality rates for children are low; there was no
maternal mortality and the main antenatal complication was anaemia. The two major

problems identified were high fertility and low acceptance rates for family planning
(¥hairuddin Yusof and Zulikilfi, 1984), The envitronmental hazards to ¢hildren were

evldent in the high incidence of helminthic infection (35-70 per cent). The
immunization rate of 50-70 per cent is comsidered unsatisfactory in view of the health

resources avallable in the city.

The review of other cities has provided an important imsight into the problems
facing the marginal population. Certain common denominaters existi othar assumptions
regarding health and poverty will need to be reviewed, Intervention is a problem
because there are no well circumseribed high-risk communities to which projects can be
directad, The health i{mplementor has to be digeriminating if he is to keep costs to an

acceptable level., To do this he has to rely on the classical approach of using
familiar indicators to identify morbidity and health hazards. The Sang Kancil
expertence has shown how difficult it 1s to identify the urban poor when the prevalence
of poverty is not so high. In the absence of a soeilo=-anthropolegical study based on

participant obgervation, the affluent groups will always gain the full benefit from such
intervention programmes,

To summarize, the poor do not benefit from poverty redressing projects for the
following reasons:

Corruption amongst community leaders,

Tnappropriate selection of villages based on political rather than basic needs.

Difficulties and lack of mechanisms in identifying the poor,

Soclal distance of {mplementors from rhe community and failure to balanece
factions and protect agalnst corruptien,

Social Palicz

The provision of adequate water, waste dizpozal and energy have important
environmental health {fmplications, At present there iz a failure on the part of
governments of developing countries to recognize these basic needs of 1llegal
settlements such as squatters, and to formulate relevant social policles,

FDEulation

Population numbers are the main constraint to implementation of urban health
programmes . As population Inereases the socio-economic and health problems of the poor
will become more acute. The urban population explosion was not anticipated by town
planners, so housing schemes, municipality laws, manpower and financial resources lag
behind, with the upshot that they are faced with an increase in urban slum and squatter
Areas. Lack of innovative thinking and bureaucracy have worsened the situation.

Intersectoral Coordination

The traditional compartmentalization of goversment agencies and institutions has
created intense jealousy and rivalry which can be mutually destructive to intersectoral
policy. Nevertheless, the promotion of health is not the duty of the Health Ministries
alone, A mechanism must be developed to strengthen the coordinating process for all
agencies participating in soclo—economic development with direct effect on health.
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The development of an effective and comprehensive health programme requires tha
cooperation and coordination of many government and non—govermment agencies.
Inadequate cooperation often leads to duplication, waste and failure to cover all
underserved proups effectively. A concerted effort to bring all agencies, Ministries
of Health, City Halls, Universities, Public Works Departments, and Urban Planning
Offices requires skill and persuasion of the highest degree. The obstacles to be

ovarcome are numerous. Lt has been suggested that many of the programmes which
enphasized intersectoral coordination exist only on paper. Further research on this

very important subject is nuch needed.

Experience from the Kuala Lumpur intersectoral Nadl Programme has provided some
valuable learning experience of the psychology and mechanics of intersectoral
coordination at the multi-agency level.,  Although not entirely successful it has,
nevertheless, helped planners and future programmes. One of the major obstacles that
has been identified is the reluctance of government agencies to be "coordinared”. For
a Head of Department, intersectoral coordination implies surreadering one's territoxial
imperative to another agency. This is easily enough understood because the need to be

vigibly successful at the agency level will influence future funding and promotion.

There is also a need to understand the procesz of setting up a coordination

mechanism, Kuala Lumpur's experience has indicated that a multi-agency approach, where
20 agencies are called to a meeting and have tasks allocated to them, tends to be
countarproductive. Most agencies resented this, and some are openly hostile to
coordigation., It is felt, pethaps, that coordination is best achieved gradually, based
on existing projects where the contributory agency can have a visible stake In the
guccess of the programme. For instance, in the Sang ¥ancil MCH programme, a close and

symbiotic relationship was achieved with the National Family Planning Board. The
latter was provided with a family planning nurse to work together with the City Hall MCH

nurse.

Generally, coordinarion will be unsuccessful and even harmful if it is implemented
too early on. Vested Interest and corporate decision—making may curtail the programme
early in its tracks,

Current knowledge of and research on intersectoral coordination in developing

countries is scarce. Sophisticated models will have no place in successful project
implementation, Whar i=s needed is not “coordination” which is a threat to wmoest
government administrators, but rather "contribution”.

Some suggestions for producing greater intersectoral ccordination are:
Investment in programming for manpower requirements and training.
Selection of good technologists at different levels of operaticn.

Promotion of joint planning strategies for agencles involved in health-related
activities which have broad interdisciplinary actien for best effect,

Hogpitals

Urban hospitals have been the traditional pivet for curative health care, Advanced
operative techniques such az open-heart surpery, sex—change operations, separation of
conjoint twins, have created an image of clinieal centres of excellence. However, in
achieving this, the hospitals have iseclated themselves from the social definition of
health.
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Many urban hospitals are now questioning and re-asserting their role in the
community, faced with increasing patlent numbers, diminighing health manpower, and high
costs of health care, They are no longer reparded as isolated centres for special
treatment, but rather as an integrated part of a comprehensive health service.

A firm framework for participatiom of hospitals within primary health care

sctivities was recently suggested (1981) in a seminar on the Role of Hogpitals in
Primary Health Care. Some of the recommendations are highlighted below:

Support of PHC in hospital catchment areas,

Reorientation of the hospital health worker in order to change “hospital
outlook” to "health ocutlook"”.

Collaboration wirh the community.
Strengthening of hospital referral and logistic support.
Collaboration with other non-government and community associations.

Identification of gaps in the PHC services and introduction of appropriate
Innovationg.

Stimulation and setting—up of relevant health services research.

CRIMINAL ACTIVITY

During the implementation of the Sang Kancil programme, some disturbiag instances of
criminal setivity directed at members of the planning group and at villagers were
experlenced. This was unexpected and the plamnming group were unprepared to handle the
situation, Although criminal elements are sald to congregate in squatter settlements,
it was considered unlikely that {mplementors working on a geversment project would be
harrassed, The experience demonstrated the tenuousuess of government authority when
confronted with hidden anti=social activities which are a fact of 1ife in gquatter
cettlements,

Bxamples of criminal activity were;

A site for the Sanz Kancil programme was selected in the Kampung D" squatter
village, with the help of the community and their leaders. It was agreesd that a vacant
house would be demolished to make way for the centre. Az work commenced on the site,
gangsters intimidated the workers and threatened to kill the project manager if
demolition of the house went ahead, It was later recommended rhat the centre be
located elsewhere.

Another instance of criminal activity occurred after the successful launch of
lncome—generating activities, The project enabled village women to make a profitable
income and these women gubsequently became more confident and vociferous and demanded
that they should have a say in the tunning of the village. The village leaders
disapproved of the proposal but In order to avold hostility suggested that the whole of
the income-generating project be controlled by the leaders themselves, This was not
acceptable to the implementors, for varicus reasons, and over the following 12 months, a

serfes of threats and acts of violence towards the income-generating consultant took
place,

Other instances involved the sabotage of a pottery kiln by youths who falt they were
being left out of the project. During these occurrences, local law enforcement
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officers and government agencies were powerless in preventing criminal activities
because of the rapidity and anonymity of the attacks.

The lesson learnt was that programmes established with the aim of helping the
ggquatters can actually change the social structure of the village.  Squatter leaders
are genetally thought to be more influential and affluent than the rest of the
community, and inecome-generating projects which raise the income status of the poorer
groups thraaten the leadership structure.  Some practical facts have to be berme in
mind when implementing social programmes. In future Sang Kancil programmes, it was
agreed that at least one member of the leader's family would be invited to partiecipate
in the programme; similarly, youths were invited to take part in future pLOgrammes.

RESEARCH

It iz important that no information should be ceollected for research which does not
lead ro appropriate decision-making or change in policy. Research 1s popular with
universities and government agencles because it is the means whereby funds c¢an be
obtained, international linkages forged and reputations enhanced,. But axamples abound
in Kuala Lumpur where much of the research data are left unanalyzed, or only partly used
and even this may not be useful from the decision makers' point of view. There is an

assumption that the urban health administrators are willing to use the information
collecred and thereby devise an apptroprilate course of action for programme

improvement, However, experience has shown that the translation of data into action
can be difficult for city adminlstrators. How then can urban research be conducted so
that atringent rules and formal methods are combined with the immediate need of the
gettlers and policy-makera. A major complaint from the community is the long latent
period between Initial contact and project implementation. Interest f£or the government
agency and beneficiary must be sustained. The researcher must also bear in mind that
by the time the data are available his original government contact person may have been
promoted or transferred to another department.

Needs

Establishing the squatter community needs has proved to be a difficult and, atc
times, confusing task. In view of the levels rhrough which the project must pass, it
may be difficult to soxt ouwt the truth from facts based on self interest.

Thoseinvolved are leaders, politiclans, academic staff, administrators, the community,
and the implementors themselves.,  Squatters and their leaders being aware of their
precariocus poslition are apt to accept anything suggested by the authority. It takes a
close rapport with the community teo identify the real need. It iz important to

interview the settlers separately from their leaders. Frequently, the two partiesz are
not always in agreement with one another, From this exercise, comton needs can he

identified:

Water
Income generation
3. Education (pre—school)

The last twe are perceived as being esgential mechanisms for the squatters and their
children to break the cycle of poverty.

Strategy — Summary
1. Keep it simple.

2, Think of the cost.
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3. Implement strategies which can demonstrate effectiveness.

4. Invite surrounding villages teo witness implementation, Ensure village
participation.

3. Promote the project to govermment and Iinternational agencles.

b. Eztablish linkages with WHO and UNICEF; they can persuade loecal governments to

recommend that projects be applied at national level,

7. Be flexible,
8. Selicit funds,
9. Always keep track of project by developing simple evaluatiom,
10. Keep promiszes.
11, Enlist motivated people who can approach the highest authorities and whe, at

the same time, are comfortable with the settlers.

12, Avoid difficult situations, but not by direct confrontation. Always give way Q
Inttfally until real objectives can be safely implemented.

SANG KANCIL (ACTION PROGRAMMES RESEARCH MODEL): A Case Study

Sang Kancil, an actionm-oriented applied research programme, which evolved out of the
needs expressed by the communitiea, resources and funding, has provided an invaluahble
experience for those involved in itz planning, implementation, monitoring and evaluation.

The Sang Kancil is an integrated community-based programme for the urban squatter
community of Kuala Lumpur, Ir iz area—specific and intends to service only the
squatters. It has three components: MCH clinics, pre-scheol education, and income
generating activities, in the form of mini-facteries located in one building. For
easgler accessibility, the building is centrally located in the settlements. The
incorporation of three essentlal basic services has made considerable impact on village

life; at the pational level, Sang Kancil has been used as & model for the davelopment
of Intervention programmes., It started with three demomstrationm models in 1978 and has

now spread to 13 gettlements with 5 equal-gharing partnership companies established 1n 5
kampungs,

Some of the techniques used in developing the programme are:

1, Listening to the community

Liztening to the community is an important step im urban poor research. It
has the advantage of providing information quickly on areas of concern for
immediate aerion, For countries with very limited regources, this method will
suffice to implement initial intervention programmes. One of the problems is
who to listen to. It 15 imperative that a wide spectrum of the community
should be invelved. Blases and vested interests can be smoothed out, in order
to arrive at a firm decision.

Listening to the communiry also has a role in wvalidating information received
from more formal sources; such as documents, research findings and
"experts”, The development of Sang Kaneil 1llustrated clearly chat the
initial thrust of the programme to introduce MCH services to the urban
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squatters had to be changed, after listening to the community. The emphasis
was on the pre—school system and income-generating activities. These were in

line with the community's view that health was not a prioxity. The technigue
of listening depends on time, sensitivity and understanding of the lecal
customs,

Bageline Data

Baseline study has frequently been emphasized as a necessity prior to project
implementation. its importance is in evaluation where programme impact can be
measured. A major problem in the use of baseline Informatiom for developing
countries with poor resources is that it takes too long to process, Some of
the data may not be useful for evaluation and some may not even be analyzed.
Experience in Malaysia has shown that it takes 3 minimum of two years before 2
preliminary research report is available to the planmers; by which time the

cocizl conditions may no longer be relevant, More importantly, the origlnal
policy-makers will have been transferred to other agencies and their

gybstitutes may no longer be interested in the =study.

It is important that baseline studlies are made available quickly, Sang Kancil
initially conducted a baseline study intended for programme input, but not for
evaluation., Information such as attitudes towards family planning,
immunization and Western medicine, was made available to health planners within
three months.

Evaluation

Evaluation of the Sang ¥ancil was carried out by a combination of informal and
formal systems.

{2) Informal Svystem

This is conducted through a combined advisory group consisting of
rlanners and community members. Dacisions and bottlenecks in
implementation can usually be resolved qulekly. Sensitive issues
which invelve staff and the communities are resolved without
jeopardizing participation and felt needs. This system has the
advantages of bringing together researchers, implementors and
compunity, to understand the process of decision-making; 2 necessity
for project administration,

Another important source of evaluation iz from external visitors and
local and international agencies, The combined knowledge of these
peaple is invaluable in identifying weaknesses In the project.  After
a time, a core of relevant Information and questions emerges, which
provides further directions for the development of the programme.

(b) Formal System

A more formal system of evaluarion was carried out during the fifth
year of the project. Insufficient baseline study causes
methodological difficulties. However, the use of a control group has
provided sufficlent data for decisions on programmes and policy
changes which is the primary abjective of the evaluatien. It is our
experience that the continuous search for an ideal Iinformation base,
before policy decisilon can be made, is not practical when conducting
an action research programme. The community usually does not want to
walt, and city administrators are under pressure to develop and expand
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the programme, The regearcher who is inflexible in his methodolegy
or takes too long to produce his regsults, will find that decicions
will already have been made long before his results are published.

How to develop a research methodology of sufficient validity, which
fulfils both the needs of the beneficiary and the adwinisirators, is a

challenge facing the professional regearcher, Another factor is the
lack of interest on the part of administrators to use data for

decision—making. This may be due to lack of comprehension on the
part of the researcher of the vital process of development on which

decision-making is primarily based.

The main aim of research is to provide an information aystem which must:

(1) be simple to apply:
(413 encompass health care activities in general, and those of primary care in
particular;
(111) provide {ndicators for assessing progress toward goals; and
(iv) supply perlodic and punctual reports.

SUMMARY

The complexity and needs of the slum and squatter commupities can be daunting.

Much of what is demanded by the community will be impogsible for the implementors to
provide, There must be a consensus on what can be implemented, Pre=gchool
aducation, as an initial entry peint for a health scheme, has been shown to he
Innocuous and readily acceptable, However, water and electricity programmes are
more difficult to implement without touching on the political sensitivities and
Illegal status of the squatters, It 1= alge important to identify proiects which
can be lmplemented with the participation of the community. Demonstration of
effectiveness and the sense of achlevement seems to provide the necessary impetus

for others to follow the example. Neighbouring villagers cen be more easily
convinced to take part if they witness what is being done by their peers,

Evaluation mechanisms should be set up early in simplified form whereby information
can continuously be channelled to the relevant groups or agencieg, Much can be
gald for iIncorporating the community as part of the evaluation team.

Cultural sensitivities should be tactfully handled. In 2 Muglim community, 1t is
difficult to initially involve women in planning. This may take time and how it is
treated reflects the skill of the ifmplementor in circumventing the cultural block.

It 15 fmportant to identify motivated individuals at both spectrumg of the
community. These are the people who can prevent excessive corruption by single

facrions or individuale. One should aveid direct confrontation. Acceding to
unjustified dzmand may, in the long run, be more beneficlal than achieving immediate

Eain by confrontation, The implementor should grow with the project; by gaining
the trust of the community he can identify whe his allies are.

REFERENGES

BIANCE, MABLE, Health and 1ts care in Buenos Afres. World Health Organization,
Rasic Document, p. 22, 1983,




WHO/MCH/86.15
page 19

DAVIS, KINGSLEY. World urbanization 1950-1970. Population Monograph Series No. 4,
University of California, Berkley, 1969.

FIJARDO, GUILHERMO. The health services of Mexico ity for the marginal
population, World Health Organization, Basic Document, p. 24, 1983.

YUSOF, KHAIRUDDIN. Primary health care for urban squatter settlements, Baroda
Journal of Nutritiom, 9: 242-250, 1982,

YUSOF, KHAIRUDDIN. Sang Kancil - care of urban squatter settlements, World Health
Forum, Vel. 2, Wo. 2: 27B-281, 1982,

YUSOF, KHAIRUDDIN & 001 GEQK LING, Sang Kancil evaluation report to WHO, 1983 (in
print).

YUSOF, KHAIRUDDIN, OOT GEOK LING & YUS50, ZAINAL AZNAM, Assessment of income in a
squatter settlement — a validation study 1983, (Unpublished).

KAN, 5.P, Soil transmitted helminthesis in Selangor, Malaysia. Med. J. Malaysia,
Vol, 37, No. 2, June 1982,

Primary Health Care in Urban Areas of the South-East Asia Region. Report of a
Regional Workshop. New Delhi, India, p. 31 (10-14 January 1983).

ROSSI~ESPAGNET, ALLESSANDRO Primary health care in the centext of rapid
urbanization. Community Development Journal, Vel. 18, Ne. 1: 104-119, 1983,

SALAS, RAFAIL, State of world population, Vol. 5, p. 3, 1983 (Popline).

YUSOF, KHAIRUDDIN, Sang Kancil human development centres in urban squatter
settloments, Proceedings of Primary Health Care, 1981.

SUDHARTO, PARAMITA. Experiences in the field of urban primary health care in

Jakarta, WHO/UNICEF meeting in Primary Health Care in Urban Areas, p. 16 (23-29
July 1983).

. SUKTHANKAR, D.M, Population health profile of the eity of Bombay, WHO/UNICEF
meeting in Primary Health Care in Urban Areas, p. 27 (25-29 July 1983).

The Role of Hospitals in Primary Health Care Conference, sponsored by the Aga Khan
Foundation and the World Health Organization, 22-26 November 1981,

United Nations Department of Internmaticnal Econemic and Social Affairs. Patterns of
urban and rural population growth. Population Studies, No. 68, New York
ST/ESA/SER. A/68, p. 23, 1980,




WHO/MCH/B86.15
page 20

URBAN SLUM AND SQUATTER SETTLEMENTS; IMPLICATIONS FOR CHILD HEALTH

. Professor M. Manciaux
Professor of Public Health, Naney School of Medicine, France

"Inequalities in relatiomship to health always exist, even
though the diseases which are responsible for poor health have
changed. All this happens as if the poorest, in each country
and in each epoch, were the most deprived vis—3-vis health
problems and envirvonmental conditionms ... that are typical of
the society in which they live"

D, COURT (&)

INTRODUCTION

Tnequalities in the field of health, as s reflection of social inequaliries,
were documented as early =zs the first half of the 19th century, wmainly in the
industrializing European countrigs, They have been suggestively better
understood, and their study has led t¢ a careful delineation of those factors which
influence health, be they ethnic, soclo-economic, sanitary, or environmental. In
the MCH field, one of the best works has been that of Butler and co~workers: the
British Perinatal Study, in which perinatal wmortality and morbidity, birth weighrt,
prematurity, as well as maternal reproductive health, have been correlated with
bieloglcal and social factors such as the age and height of the mother, her
educational achievements, pavity, housing, smoking habits, ete. (11). This
survey, and similar ones in other developed or developing countries, clearly
documented the overwhelming importance of psyeho—soclal factors, and their
tremendous resistance to change, As a matrter of fact, 1t was a common belief,
with the econemie growth of the post-World Wav IT period, that these health
Inequalities would be progressively reduced. Thiz is not at all the case: even
in devaloped countries where, in spite of the general progress in many health and
health-related areas, the social gradient remains unchanged over the years
(7,18). The situation is even worse in the Third World, where drastic differences
in the field of health exist between the rich and the poor, Both UNICEF and WHO
have acknowledged these facts in the Alma-Ata declaration (1978): "The existing
gross inequality of health status of the people between developed and developing
countries, as well as within ceountries, is pelitically, socially and economically
unaccaptable and is, therefore, of common concern to all countries” (31), and the
primary health care strategy aims to reduce this intolerable situation (33).

Much, however, remains to be done,

The same approach has been used where urban poverty 1s concerned, te which in
the past, few governments have pald sufficient atrention, The chanty—towns, 1t
was belicved, were a temporary phenomenon, affecting a minority, and due to
digsappear with soclio-economic development. The extent and speed of the phenomenon
of urbanization in developing countries 15 now being wore accurately measured and
It is quite clear that the urban problem thes ne longer affects a mineority (19).

The convergence of persistent gocial and health inequalities and of an
uncantrolled urban growth and impoverishment is exerting a range of harmful effects
on vulnerable groups of the population; primarily on children, leading to a
dramatic situation which is now acknowledged by many social geientists, as well as
by the UN agencies: UNESCO (18,26), UNICEF (28) and WHO (3,31,34), This
situation of social child neglect and abuse, calls for urgent action.
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THE MAGNITUDE OF THE PROBLEM

On the subject of malaria, Mansel Prothero wrote: “An understanding of epidemiology
requires & detailed knowledge of such things as the distribution of population, patterns
of settlement, the nature of dwellings, administrative and secial organization, and the
range of the economic activities of those affected. A further important factor is to
determine the movements of those who are subject to the disease, particularly how many
people move, and where and when movements occur” (20). The same description could
apply to the urban poor, A clear definition of the population concerned, and of its
main characteristles, is a prervequisite for any sclentific approach, as well as for the
rlanning of the required programmes.

1. Third World countries

The population living in slum and squatter settlements is a comblnation of
urban poor, expelled to the fringes of rapidly growing cities when they can no
longer afford the increasing cost of living downtown, and of people migrating
from rural areas, in a "pull and push” movement (21). Their number is
increasing at & very fast rate of about 12%, resulting from the combined
effects of rural migration te cities and a high birth-rare; it therefore
represents at least double the total rate of increase in the urban population
{(27). In many Third World countries, slum and squatter dwellers already
tepregent 50 to 73% of the urban population and, in some reglons of the world,
60% of urban children live in slums and shanty-towns facing constant
deprivation: poor and overcrowded housing, lack of drinking water, open sewers
and uncollected refuse, malnutrition and few opportunities for schooling or
health care (19), Awmongst other adverse conditions, the lack of drinking
water 1s, acecording to Hollnsteiner, one of the most serious problems, leading
to personal discomfort, soclal stigma and water-borne diseases. It i5 the
avallability of water which dlstinguishes the better—off neighbourhoods of
Third World cities from their slum or squatter counterparts (16). The harmful
effects of these detrimental living conditions will be considered in meore
detail below,

2, Industrialized Countries

It would be simplisric and misleading to suggest that urban poverty iz the
exclusive attribute of the developing world. Many developed countries are
facing = if at a lesser extent = the problem of urban poverty. And the
economic crisis tends to increase the number of thegse underprivileged fringes
of affluent societles: they are commonly estimsted at about 5% of the
population of most European countries, amounting to at least 10 million people
in Western and Southern Europe.  But who are these poor in modern developed
societies? The Court report answers:

Children who grow up in poverty or squalor, whose homes are
grossly overcrowded, or who live in decaying inner—city
neighbourhoods: children who are neglected or handicapped, or
who are discriminated agalnst on grounds of race, language,
colour or religion; children whose parents are sick or
psychiatrically disordered, who quarrel incessantly or who are
abgent; such children are in differenr ways "disadvantaged”,
The term has no precise meaning, but the implication is clear
enough. SBocial or personal disadvantage Is handicapping and
dysfunctional. Of course, many children who are disadvantaged
personally or socially may develop normally and function
adequately.  But they face greater odds than other children:
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they are more likely to suffer from physical illness or
psychiatric disorder, or to fail educationally or to drop out of
school or be “early leavers”, more likely to truant or become
delinquent, or to leave school for unemployment or poorly
skilled jobs™ (8).

It must be made ¢lear that these poor in industrialized countries are not only
migrante, refugees, and ethnic ninoerities; they are also indigenous families
and individuals who are jobless, sometimes homeless, and with scarce finapcial
resourcas, In fact, these poor, often referred to as "Fourth World™, are
characterized by an accumulation of various handicaps, including health,
social, ecultural and educational digadvantapes (18),

Being poor in an affluent society, living close to well-to-do people, and with

the media publicizing all kinds of goods that are beyond their means ig a

dreadful experience for a growing child, and a provocative situation for

youngsters. Ir also entails many detrimental consequences in terms of

physical and paychological health, Although this paper eoncentrates on

underprivileged children in the developing world, their counterparts in the

industrizlized countries should not be ignored. Much of what 15 written below

also applies to them. .)

3. Positive and Negative Aspects of Urban Poverty

The negative side of urban poverty is well documented, Hollnsteiner sums it
up thus: deprivation, crowded households, deteriorating housing and physical
cnvironment, absent working mothers, children left alone, tense emotional
environment, insecure land tenure, powerlessness (13). However, according to
her, there are also some positive aspects such as: sense of security, informal
fector economics, gself-help housing, hope.

Asali et al, by crossing the nutritional profile of children with the length of
residence in a slum suburb of Beirut, do not cowfirm the currest belief that
urban migration is necessarily deleterious to the health and nutritional status
of families (2},

In fact, the nepative side generally prevails over the positive effects of

urban poverty which are, after all, merely a kind of "strategy for survival" in

a hazardous enviromment, depending largely on the mother's ability to cope with

an adverse ~ gnd, in the long term — stressful situation. The only hope of

improvement in such conditions lies in community solidariry of which the Q
community health appreach constitutes an Impoertant component.

CHILD HEALTH IMPLICATIONS

The serious health problems of children living in peri-urban areas in developing
countries arise mainly from the widespread poverty, unstable income, unemployment and
unganitary living conditions existing there, as well as from the urbap poor's isolation
frem thelr families and former traditional communities, and the negative influence of
food advertising. However, although the unsanitary and overcrowded conditions in the
peri-urban areas can easily lead to a high incidence of disease, few studies of the
heslth of the urban poor exist (9).

In a repert by the UNICEF Executive Director on urban basic services (29), the
problems confronting families in low-income urban areas are listed ac followg:

- poverty, low-income and unemployment;
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- inadequate, overcrowded housing and insecurity of tenure;

- high density population, unhyglenic environment, with inadequate oy
non—existent drainage, sanitation and refuse digposal;

- inadequate and irregular supply of poor quality water;
- limited access to appropriate family planning services;

- high birth-rates, compared to affluent families, with a high number of
dependents per working adult;

- inadequate adult care for infants and children, eapecially of working mothers;
- low literacy and school enrolment rates and high drop—out rates;

- children working to contribute to family income, wmainly iIn the informal
gactar; to care for younger sibling=; or to care for themselves, in cases of
abandonment;

- infant and child malmutrition, due to early discontinuance of breast-feeding,
diarrhoea due to poor health and environmental conditions, and lack of cash
income to maintaln wminimum nutritional levels required;

- child abandenment;

- single-parent households headed by women, whose necessary absence from home to
earn money oftem separates children from any adult care and schooling during
the day; and

- disabled children,

To sum up, these children are of large familiss; pregnancy and delivery are at
risk: they cannot develop satisfactorily; they are fregquently 11l and prone to
accidents and disabilities; they are not properly looked after and cared for by health
and soclal gervices; doomed to failure in school, they are condemned to repeat the
hopeless 1ife of their parents {(18), Although their health problems belong to the
physical as well as the mental and social healrh fields, we shall concentrate on somatic
ailments, the psycho-social aspects being dealt with Iin another report.

1. Reproductive Health

Low birth weight with itz harmful consequences, too closely spaced pregnancies
leading to health hazards for the mother and her offspring, uncontrolled family
size, absence or shortness of breast—feeding, are all common features in the
least developed regions of the world where they are more likely to be found in
underprivileged families (3,22,32), Ar the same tiwe, they represent the
consequences of unfavourable living conditions, and an increased risk of i1l
health (3,34).

Bertrand et al, in a survey conducted in & low income barrios im Cali
{(Colombia), studied 16 factors considered as correlates of contraceptive use
{5). Analyzing the socio-economic and demographie parameters, reproductive
ideals and the access ro family planning programmes by a logistic regression,
they confirmed previously publiszhed data regarding age of mother, number of
children, education level, income, employment status, and the importance
attached to the problem of family size; all these variables being correlated
with contraceptive practice. However, rhe key determinants appear to be the
number of living ehildren and the accessibility of local family planning
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services] the latter is usually lacking in deprived and over-populated areas,
The short duration of breast—feeding in urban poor families is a widespread
phenomenon (6,14,32): as well as having detrimental consequences for infant
health, it exerts some influence on the reproductive patterns (22).

Growth, Development and Nutritional Status

Tt 1= now well-acknowledged that the growth and development of children depend
both upon genetic and envirommental facters, The balance of these factors 1s
still a debatable issue (nature varsus nurture); however, no human being can
achieve his or her growth genetic growth potential under the unfavourable
circumstances prevailing in slum areas.

According to the World Bank, 362 million people im slums sre malnourished;
among them, 177 million are suffering from scute malonutrition. Children and
women are the worst affected (27). In Metro Manila in 1980, as many as 80% of
pre=school age children were suffering from serious malnutritien (21).

Data comparing the health and nutritional status of urban socio=sconomic BTOUDS
or of groups living in different areas of a city are limited. What does exist
supports the view that Intra—urban differences — between squatter settlements
and the rest of a ¢lty = are greater than rural=-urban differences (4). Tha
average health statistics of large Third World cities are often relatively
raeliable: third-degree malnutrition is about three times more frequent and
food energy intake is usually a half to two—thirds of the city average. This
problem has been extensively reviewed in & comprehensive survey published by
the International Children's Centre: “Feeding the Child in the Context of
Rapid Urbanization” (6).

Marbldlity Patterns

Infant (0-1) and child (1-4) mortality rates are guite well documented,
Including those for the developing world, for which the main cause is well
known; communicable diseases, with malnutrition as an undarlyiag factor. It
can be gald - Terra (23) - that the risk of death among infants and young
children is closely related to poor soclal and environmental conditions,
espacially feeding, housing and sanitary problems; that this increases with
the young age of the mother and with her lack of schooling; that it is alse
conméected with low birth weight, the frequenecy of pregnancies and the
curtallment of breast-feeding; finally, it 1s largely assoclated with an
ingufficient coverage by the services.

Much less 1s known about morbidity patterns. Comparing three Indian areas,
Aparwal et al found that total morbidity for 100 children aged from one month
to 3 years was higher in urban slum (371.5) and rural (408,9) children as
compared to urban (l44.7) groups. Upper respiratory tract infections, fever,
diarrhoea, vomitring and measles, were most frequently observed in all three
groups of children. Stomatiris and whooping cough were commonly seen in urban
alum and rural children, while chicken pox waz more prevalent Ln rural areas.
No cases of third degree protein calorie malnutrition were observed in urban
children, In vrban $lum and rural children, breast—feeding was prolonged and
weaning delayed with a poor nutritional status as a congequence.  Morbidity
was also adversely influenced by poor sccio-economic and enviromnmental factors
as well ags maternal education and higher parity, In the case of moat of the
ilinesses in urban areas, treatment by modern medicine practitioners was
sought, while in urban slum and rural groups either no treatment wae given ot
home remedies were used (1),
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In the case of the children who had recently moved from rural areas "the
physical stress resulting from movement may lower resistance and so increase
susceptibllity to infection” ... "Undernutrition and malnutritionm can occur with
Movements to new and strange enviromments™ (20).

Moreover, in addition to the physical ailments (diarrhoeal diseases, upper
respiratory Iinfeetrions, ete,}, mainly prevailing in young children, chronic
diseases, accidents, symproms of psycho—secial maladjustment, have serious
effects on ¢hild health within the slum population (23). Truancy, delinquency
and violence are also facts of rhe daily life of children and youngsters in
these unfavourable enviromnments. Gremy mentions the high prevalence of violent
deaths among the “gamines” (street children) in Bogota, Colombia (13).

Vary little is koown about the handicaps 1o children of slum and squatter
settlements.  They are, indeed, victims of a handicap that is inflicted upon
them by the society. However, illiteracy and failure in scheol should not be
interpreted as a mental deficiency. Bearing this in wind, it seems likely that
"true handicapping situations” are common, due to the cumulative harmful effects
of the 111 events which, initiated before birth, remain with them throughout
their lives. :

Mental illness also represents a huge problem: early abandonment, children left
alone by their working mothers, absent or non—existing fatherg, are common
factors leading to pavcho-social maladjustment (10), This topiec will be
covered in another report. However, emphasis must be placed on these

gituations which generate mental problems and which, at the same time, destroy
the supportive family and social network.

Integrated Approach

The combined effects of these pathogenic socio—economic and environmental
conditions on the physical and mental health of children and families are
concidarable. Yet it is difficult to assess snd grouwp these various parameters
into a consolidated index. Grant (12) has proposed the PQLI {(physical quality
of 1ife index) to measure the level of fulfilment of basic needs reached by a
country and/or a group of population. This PQLI is based on three indices;
infant mortality rate, life expectancy at one vear of age, and literacy rate;
the first two being closely linked with infant and child health. On the same
basis, the DRR (disparity reduction rate), used to compare the current situation
of any given country to its annual progress towards the level already reached,
or nearly reached, by the most advanced countries, could be used to monitor the
reduction of inequalities between various socio—economic groups within the same
country, Combining PQLI and DRR could provide a useful tocl with which to
assess the health and social situation of the urban poor and its evelution.

HOW TO MEET THE HEALTH NEEDS OF SLUM CHILDREN?

1,

A Theoretical Model

The well-known saying "the most in need, the least in care"”, seems particularly
applicable to this underprivileged population, poorly taken care of — if at all
- by the common health and social =ervices, not to mention thoge services
esgentlal for daily life such as the supply of drinking water, electricity,

eteo, If one refers to the classic model of the three circles, representing
needs (or problems}, demands and answers (see Figure 1), their incomplete
coineldence iz due, for 1 and 2, to the lack of services, knowledge, confidence,
and ability to express felt needs, and for 1-2 on the one hand, and 3 on the
other, to the "distance"” between the place where the problems arise and the
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services or professionals designed to implement the solutisns, In other words,
meeting the health needs of these children is essentially = problem of
accessibility and adequacy.

Furthermore, it can be said that possible solutions to these needs are of two
kinda: a “health service appreach” which conslsts of implementing, with the
community parti¢ipation, a system of primary health care (33), and an informal
approach based on what happens at a pre-primary level. As a matter of fact,
even in affluent societies, many health claims do not reach the health service
system, and are dealt with at this "underground level” through self-medication,
counselling by family members, neighbours, “wise” men or other women. Some
problems are neglected and either spontaneously disappear or worsen, In any
health service system, and particularly in underprivileged communities, one has
to be aware of what goes on at this pre-primary level, without "medicalizing”
the problem, and to try to make primary health care closer to the people within
the community and to the needs expressed by them.

Figure 1

Needs, Demands, Answers (M, Mancdiaux)

FIG. 1 NEEDS, DEMANDS, ANSWERS (M. Manciaux)

NEEDS DEMANDS

Better knowledge 4 H
' ealth
of the situation ——* education
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Primary and preprimary WHO BE265

integrated health care
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Some Bacic Principles

The answers offered ar present to meet the health needs of slum children are
generally inappropriate: the experience of these who work with the children -
be they medical, social or community development personnel — offers findings
which challenge traditional courses of actlen. The resources put at the
disposal of these families are grossly inadequate, as 1s their ability to make
use of them. One of the nost striking examples of this is to be found in rhe
field of family planning,

Children's problems cannot be solved without dealing simultanecusly with those
of their families. It is illusory to believe that these children can be helped
in is¢lation.

People's welfare cannot be achieved without their ¢ooperation, and even less so

against their will, The participation of individuals and communitles in the
efforts made tro improve their lot is not only desirable but absolutely

essential, Such participation, baged on the careful analysis of any given
gituation and on the definition of health and social objectives which call for

priority action, implies true health education.

Finally, better health iz both a pre-requisite for the economic and social
betterment of the individual, the family and the community; at the ssme rime,
improved health iz one of the most tangible results of socio—economic
development,

The above congiderations apply to all communicable diseases, nutritional
deficiencies, stress and mental health problems, as well as to physiecal
handicaps, chronic diseases, aleoholism, ete. There are, however, some risks
of adverse effecta in the health care of these groups of population; these
should be recognized by health and social personnel:

- "medicalization” or even ‘psychiatrization” of what are primarily social
problems: a constant temptation for those in charge, who thereby try to
elude their social responsibility; health professionals should resist this
amalgam and shifting of responsibility.

labelling effect, which consists of putting an indelible label on the
underprivileged; the "at-risk" strategy is an example.

victim blaming process, tending to make people and families responsible for
what they are suffering from,

Appropriate Slum Strategies

Without going into great detail, it would seem useful to conclude with some
promising experiments.  They are proof that child health in slum and squatter
settlements is not g hopeless prohlem,

According to Hollnsteiner (15}, four approaches to slums and squattet
serrlements and their people can ba identified: (a) toleration and & consequent
neglect; (b) eviction with or without sponsored relocation; (¢} "low-cost”
high density mass housing; and {(d) slum upgrading, where the residents remain
ot site, and sire-and-service projects involving self-help housing, with
security of tenure guaranteed to both. Different countries have tried
different approaches in different sequences. These efforts are Important, yet
they have hardly begun to seratch the surface, considering the massive number of
people to be served., Belonging to the fourth approach are, for example, the
integrated ¢hild development service scheme implemented in some Indian areas,




WHO/MCH/B6.15
page 28

including a few urban slums (24), In Pikine, Senegal, Jancloes et al developed
4 primary health care programme with the participationm of an underprivileged
population, whose coverage by the health care services increaged from 5 to 60%
in moat districts of the ¢ity, amounting to 90% in some ¢17).

Many other programmes are being devised, mainly in Latin America and in
South-East Asia. Some of them are lisred i{n Assgigument Children, a UNICEF
publication (28); and the WHO Global Strategy for Health for All also deals
with this rtopic (33). It 15 clear that these programmes have to be

integrated; the health element being only a component of a comprehensive set of
actions afming at lmproving the daily 1life as well as the prospects for the
future of these underprivileged childrem. On the other hand, as far as the
health sector ia more specifically coucerned, special attention should be
devoted to the underprivileged fringes of any population in the framework of the
primary health care strategy (3,33).

—-o0o-

Children of slum and squatter sertlements gtfill experience an unacceptable situatien,
threatening their health, shortening their lives and denying their basglc
human rights, This widespread gituastion of abuse and negleect, imposed upon .‘
them by society and by the inequalitarian functioning of the natfomal and internatiomal
system is a problem of injustice between and within countries. This fact has firat to
be acknowledged, then to be documented scientifically, with the help of epidemiology,
and, ultimately, to be fought against if we are to achieve the ambitious goal of WHO:
Health for All by the Year 2000,
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Children experience psycho—social weli-being to the extent that they
can guccessfully evoke from the enviromment and have provided by the
envirvonment those experiences that allow them teo achieve their own
intentions, meet their own developmental needs, and satisfy socially
defined expectations,

Halpern, 1982

Our view of infants - what they are like and what we want them to become —
determines how we provide for their needs. It has changed with time and differs between
societies, It is Influenced by a blending of scientific knowledge with a philesophical
definition of the value of human 1ife and a vision of what the future will demand. Im
situations where there are numerous Infant diseases and & high rate of infant mortality,
the physical health of the infant is a matter of concern. Little thought is given to
the child's intellectual development or psychelogical make—up. When the situation
changes, and there 1s a significant decrease in infant mortality, we can focus our
attention on the intellectual and psychological development of the infant. Kagan (1979)
summarizes our changing perspective as follows:

The factors of everyday life monitor the foel of adult concern - be it
physical health, psychological retardation, excessive fearfulness, or
intellectual precocity - while the culture influemces both the local
theory used to explain distress states and the rituals to be initiated in
order to prevent and alleviate symptoms and hasten the child's protected
movement towards maturity,

We are living today in an age that regards the psychological and intelleectual
development of the child as pre-eminent concerns. This is reflected in the kind of
research we pursue and in the kind of intervention programmes we design. Yet, in many
parts of the world, children's basic meeds for health and safety are not being met.
Urban squatter settlements, in particular, staud out as examples of envirornments within
which the factors of everyday life force us to foeus on the most basic of needs.
However, at the same time, we are aware of the complex interaction of the child's
physical status with his/her intellectual and social development. Thus, in order to
understand child's development within squatter settlemenrs, it 1s incumbent on us to
determine the ways in which that particular environment affects the child’s total
development.

Within this paper a brief history of our understanding of child growth and

development will be provided. This will be followed by 3 demarcation of dimensions of
one particular aspect — psycho-social development. Then a few of these dimensions will

be discussed in light of their particular importance in squatter settlements. The paper
concludes with a challenge for those attempting to better the life for children and
families living in squatter settlements.

CHILD GROWTH AND DEVELOPMENT: A BRIEF OVERVIEW

Puring the last 20 years, but even more so in the lagr 10, researchers from all
fields have attempted to come to a greater understanding of infant growth and
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development and its influence on adult development, While the state of the art does not
allow for a great number of definitive statementz about infant development, there are
some basic principles that seem to he emerging from the literature. These principles
telate to the ¢child's physical reality, the biological givens, and the development of

children's intellectual and psycho-soecial well~belng.

In terms of the infant's physical reality, a universal characteristic iz the fact
that frem birth through the first three to four years of life the infant ig dependent om
others for basic survival - the infant's needs for food, safety and thermo-regulation
have to he met by someone else. In terms of the biological realiry of infants, there is
strong evidence te¢ support the notion that development follows a species~typical path.
In other words, there are seme biological “givens” that promote the direction of growth
and development. These biclegical forces are most powerful during the early years of
life, even when the environmental situation is generally not supportive of garly growth
and development. As the ehild gets older, however, the environment has an increagsingly
important influence on development (McCall, 1981: Scarr—Salapatek, 1976).

In terms of the infant's intellectual and psycho-social development, there has been
a very interesting histery in the development of our understanding. One of the first
things that we learned was that infants are not simply "little adults™, The view that
infants are adults in miniature was popular in the 1920s, For example, the behaviourist "
John Watson (192B) instructed parents to treat the young child objectively:

Let your behaviour always be objective and kindly firm. Never hug or kiss
(your children), never let them sit in your lap. If vou muat, kiss them
once on the forehead when they say goodnight. Shake hands with them in
the morning. In a week's time.,. you will be utterly ashamed of the
mawkish, sentimental way you have been handling them.

At the time that Watson and others were presenting this view of the infant to an
American audience, Jean Piaget, a Swiss Blologist/Epistemologist, was seeking to
understand how infants think, Piaget's observatioms of infant behaviour showed that the
infant's experience of the world is different from that of adults. Building upon the
theory put forth by Plaget, developmental psychologists have conducted research which
shows that infants come {nto this world with a myriad of competencies — they ecan do so
much and learn so quickly, In fact, the rate of learning during the first three years
of 1ife 1s greater than at any other time in the 1life span (Hunt, 1961). Thus it is
that we have come to value and consciously support the young child's early experlences.

While developmental psychologists have fecussed on understanding children's
intellectual development, another branch of research has pursued our understanding of
the development of psycho-social well-being. Sigmund Freud gave us peychoanalytic ./
theory; and John Bowlby began to exsmine very young children's experiences in light of
that theory. Bowlby (1969) emphasized the importance of early cxperience in the
development, of social behaviour, particularly in terms of the impact of the relatlonship
between the primary caretaker (in this instance the mother) and the young child. He was
concerned with the quality of the emotional attachment between the two. Bowlhy's
resparch introduced the connection between the Infant's experiences during the early
years and later development = whether in the psychelogical, social ox cognitive realm,

Implicit in Bowlby's research is the assumption that the child 1s "blameless” in the
relationship; in the sense that, psychologically, all children are moulded by their
parentg, Fortunately, however, there has been a tempering force in the trend to put so
much responsibility on the parent. Research in genetics, medicine, and psychology has
shown, once again, the importance of heredity and the biological imperative in satting
the stage for growth and development. Beyoud stating that biology determines a path for
growth and development and that we are intrinsically motivated to explere, learn about
and from, and master our enviromment, researchers have suggested that a varlety of the
individual's personal characteristics are important in determining later outcomes. In
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particular, the infant's temperament, activity level and potential reperteire of
regponges - as indicated by the child's personality ~ are in evidence at birth. Not

all persomalities are the same; some Infants are outgoing, curious, and cute; others
are quiet and appear to be self-gufficient; others are simply hard to like.

We recognize that different personality characteristics in adults make a difference
in their relaticnships with one anothex. What the research indlicates iz that this is
also true for the type of interaction that takes place batween adults and infants.
Infants that are cute and responsive get more attentlon; those that seem not to respond
get increasingly less attention from adults (Brazelton, 1974). The infant, as well as
the adult, hag a part to play in determining the kind of relationship that develops
between them, Osofsky (1979) put the case this way:

Results from the increasing number of studles with neonates compel us to
recognize Iinfants as complex organisms with individualized patterns of
reactivity and activity preferences from birth that coincide with, impinge
upon and affect maternal interests,

This research broadens our view of the adult—infant relationship, But parents and
¢hildren do not operate in a vacuum, They are part of a community and a society, with
norms, values, stvesses, demands and rewards, all of which deeply influence the
relationship betwzen parents and rheir children, and provides the context foxr
socialization — a process which strongly influences psycho—-social well-being,

SOCIALIZATION: WHAT IT MEANS AND HOQW IT HAPPENS

One of the major tasgks for parents in any culture is to socialize the child into the
commpnity and society. As Feuerstein (1972) expresses 1t, the adult's task 1s to
provide the framework within whiech the child learns to view the world.

The adult selects things from the environment and focugges on them with and for the
child, The adult provides feedback as the child beging to cperate in the environment.
Through this process the c¢hild learns what behaviour is appropriate and inappropriate,
given the culrure in which he/she lives,

Cross—cultural studies of child=-rearing indicate how guickly children becomae
socialized and adapt to their environments, regardless of what is being asked of them.
The behaviour expected of the child is determined by environmental conditions; different
modes of adaptation are regquired for peecple living in different contexts. For example,
Brazelton (1972) looked at the child-rearing practices of the Mavans fo Mexlco and noted

the relationship between the climate and the adult's reinforcement of children's
behaviour. Because of the environmental stress created by the high altitude and limited

resources, children are taught to be calm, Imitative, quiet, and accepting; the
behaviour they ara taught to exhibit i1s functional for them. Their lack of activity
helps to preserve thelr energy wnder conditions of sub-clinical malnutrition, potential
infection, harsh climate, and few opportunities for advancement.

In Bangladesh a2 study was made of young children'’s early behaviour. It was
discovered that very early on children ave performing adult roles becase of the
necessity for them to become economically productive as early as possible. By the age
of five, boys are already involved in agricultural tasks and animal husbandry, and girls
are busy taking care of younger siblings (Cain, 1977). The framework being provided by
the parents iz giving the children a clear sense of their responsibilities within the
cultura, and serves to perpetuats that culture.

What the parent reinforces is functional for the child, given the parent's

interpretation of the demands which will be made on the ¢hild in the future. Thus, to
talk about psycho~social development, it is necessary to look within the culture and te

define what it means for the child te exhibit sound psycho—social development within
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societal and environmental demands apd resources. Does this mean that there are neo

unlversal principles of healthy psycho—social development? Is psycho—social development
a relative concept, defined only by the context within which the child lives? In this

paper the argument is made that there are some universal dimensions which provide the
framework for paycho-social development in any context, Within the frawework proposed,
the specific definttfon and relative impact of any one dimension may well vary from
context to context. These dimensions can be described at three levels: at the child's
level, at the familial or immediate level, and at the envirommental or broader context
level.

DIMENSIONS OF PSYCHO-S50CIAL DEVELOPMENT*

The young child exists within several circles of influence. Each circle haz a role
to play in supporting and/or inhibiting healthy peycho=-gocial development, and each is
influenced by the other. 1In this paper the position 1y put forward that development
gocurs in a transactional way, It is suggested that the interaction between the child
and others in his/her envirenment iz determined by the characteristics of all those
involved at the time of the interaction. The theory suggests, moreover, that as a
result of the interaction, those involved are changed in some way,., They then enter a
new Interaction as a different person. Scomerimes there is an easlly percelved
difference in the individual; mest often the changes are small and imperceptible.
Nevertheless, to some extent each transaction exerts an influence on what happens next
for the individual, Given this theoretical framework for looking at the development of
psycho-soeial wall=being, it is difficulr to identify "pure” levels of influence.
Nonetheless, to understand the contribution of the different dimeusfons, It Iz a useful
exercise. Once the levels of influence have been described, it is then possible to
discuss ways {n which these interact.

The Child's Characteristics

The specific characteristiecs of the child - as determined biologically and

physically — are included at this level. Over time these characteristics are built upom
and/or are inhibited; they are shaped by the child's interaction with people and the

physical environment. Briefly, these are:

1. Health and Nutritional Status. This dimension serves as the base for what

follows., It iz defined by the frequency and chronicity of illness and
infection; adequacy of nutritional status; presence of a physical or mental

impairment or sensory disorder.

2. Social Attractiveness (Hunt et al,, 1976), The degree to which a child's

individual characteristics - temperament, physical appearance, verbal manner,
enargy level -~ evoke positive responses from the environment, defineg this
dimension, What is of interest here is the axtent to which the c¢hild is able
to engage others in positive interaction.

3. General Physjieal and Social Activity Level (Hunt et al., 1976; Werner and
Smith, 1982), This refers to the ways in which a child acts on his or her

environment, and the amount of personal energy brought to situations. It alseo
provides a way for describing how much the child gets out of the

* The dimensions presented here were adapted from a framework derised by Halpern
{1982},
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environment, and how active and effective the child iz in using the environment
to meet his or her own needs., This dimension iIs also defined by how active the
child is in “expanding the boundaries of his or het social role and status”.

Curjosity (Hunt et al., 1976). A closely related concept, the dimension of

curiosity defines the interest a child takes in making new uses of the routine
elements of his or her daily enviromments, testing the demandz of new

environments, and testing hils or her cognitive, verbal and motory skills on new
tasks and problems.

Emotional Attachment to One or a Few Significant Caretakerxs. Evidence that a

child has developed a secure attachment to one of more significant adulr
figures in his or her daily life, and can use this secure base to explore the

environment, is fmportant in defining the child's level of psycho—social
development.

Communicative Competence. This refers to the child's ability to express

intensions and needs, provide informatiom, ask questions, and to do this
effectively in all the important settings which are a part of the child's 1ife

o & vegular basis,

Interpersonal Skills (Bronson, 1973; Clausen, 1968). This is the ability of a
child to direct him or herself constructively in social situations, to
influence others effectively in socially approved ways, to he reasonahly

influenced by the group without being totally overcome or dominated, and the
presence of a general attitude of negotiation and reciprocity in dealing with

others.

FExecutive 5kill (Bronson, 1973). This term refers to the ability of a child to

perform successfully those tasks important to his life milien, The questicn
being asked is: does the child have the ability to select tasks appropriate to

hiz or her skill level and pattern of abiliries, to organize task-relevant
materials, to use effective coping strategies In completing tacks, and to

notice errors and to correct them or to effectively summon help?

Task Orientation, Integration and Mastery (Cole and Bruper, 1971), This
dimension, while related to executive skills, iz the ability of a child to
resist distraction and persist, as appropriate, in working a task through to
completion. Once completed, it refers to the child's ability to transfer
performance on femilliar tasks and problems important to his or her daily life
to new and similar tasks and problems that are also important to his or her
daily life.

Soeial Role Switehing/Multinle Role Integration (Ralzen and Pobrow, 1974;
Clausen, 1968). This refers to the child's ability to perceive and respond
aeffectively to the demands of different social situations and settings; the
ability to come te terms with “"diverse and potentially conflicting vole
expectations™; and teo Integrate new demands, whenever possible, wirh existing
ones.,

The Child's Near Environment

Within this level of influence are included all of the things/events that the child
encounters on a day—to-day basis. These include the characteristics of the child's
immediate family, as well as those things which directly influence the
child's behaviour and development. The nine dimensions at this level are as follows:




WHOQ/MCIT/ 86,15

pagce 30

Physical Environment {Lemo, updated)}. This includes the adequacy of housing -

ilncluding space, light, fresh air, sanitary facilities (drinking water, absence
of refuse) - the absence of obvious physical dangers, and protection from
climatic stresses.

Availability, Quality and Consistency of Caretakers (Bronfenbremner, 1980).
"Enduring, rational invelvement of one or more adults” in care and joint
activity with the child is important to the child's psycho-social well-being.
Participation of adults of both sexes in the process is desirable,

Opportunities for Learning (Bruner, 1973)., This dimension is defined by the

nature of opportunities for learning new skills and testing existing ones which
exist within the ¢hild's immediate environment. Tt also includes significant

encouragement and management of learning by adults, and goal seeking and
problem=solving behavieur of the child, as well as the opportunity to use

language in different ways.

Family Demographics. Within this Jdimension are the “numbers” used ro define

the household. [t includes family composirion, parental education levels,
family income, number of family (especially household) members, their age and
functional roles.

Family Interaction Patterns/Events (Werner and Smith, 1982; Family Impact

Seminar, 1978). Within this dimension are the ways in which family members
Interact together, Tt includes such things as the amount and expressions of
Intra-familial conflict; how members respond to critical events (birth, death,
serjous illness, loss of employment, moving, diverce, remarriage); and short
and long—term decision-making processes,

Nature of Work Activities in the Community (Leno, updated). This refers to the
nature and incidence of maternal employment: general nature of work
opportunities for household adults; the demand for and nature of child labour -

in the home (e.g., infant and toddler care) and in the community.

Income Allocation. Related to, but more important tham, maternal paid

employment, is the process for allocating family resources to detarmine the
resources avallable to support children's physical, intellectual and
psycho=social development,

Parental Childrearing Values, Beliefs and Practices (Levine, 1974), It is
important to understand the particular orientation and behaviour of parents
regarding the best way to meet their children's developmental

needs and protect them from environmental threats, In addition, the dimension
Includes parents' perceptions of their role in mediating between child and
community,

Informal Social Supports Available to the Family (Bronfenbrenner, 1979), This
dimension serves as a bridge from the near to the broader environment, It is
defined by the availability of friends and relatives to help with routlae
demands and in times of stress, and to ghare knowledge and experience in
childrearing and other areas.

: Child's Broader Environment

Included ar this level are 21l the things that provide the surround for the child

and family. This includes elements within the community at large that help these to
determine the quality of life for the child and family within the community and nation,
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While these six dimensiongs are indirect, they are certainly powerfuvl. They include;

1. Income Distribution/Distribution of Econemic Opportunity. This is defined by
the relative equality of income and access to income—generating employment
among families within a community and among communities. This factor
influences, among other things, the ability of individual families to "command
available goods and services Lo meet the needs of family members (housing,
autrition, health, child care, education).

2. Availability and Quality of Scheeoling. The existence of formal pre-primary,
primary and secondary schools and their completeness (having all grades),
affects children's opportunities, Beyond avallability are the variables of
relative quality of teaching staff, eligibiliry requirements (finanecial,
academic, attendance-related), and the general accessibility of schooling for
individual children due to: eligibiliry, location, number of places, language
requirements, income requirements, ete.

3. Availability and Quality of Primary, Secondary, Tertiary Health Care. This
dimension is defined by the avallability of preventive services (immuwnilzation,
developmental and medical screening, diagnostiec services); primary care
{prenatal, maternal and child health, family medicine, nurse practitioners);
cliniecal and hospltal-based care for gerious illness and infection, the
location and cost of these gervices, the extent of outreach activity; and the
numbers and typaes of health personnel availahle.

4, Availablility and Quality of Child Care. Within this dimension it is important
to ascertain the availlability and quality of organized public and private
sattings providing day care for children in families requiring suech care.
Further, it is important to know 1f minimum standards of quality (safety,
sanitary conditions, nutritional provision, adult attention, opportunities for
stimulation, ete.) are being attained in these settings.

5. Inctitutional Svupports for Parenting (Bronfenbrenner, 1980; Luscher, 1981). Of
importance are the mature of public policies and programmes that provide
status, resources, encouragement, and stability to the family, particularly to
parents in their parental role.

6. Sueio=Political Environment (McHale and McHale, 1979)., This refers to the

pelicies and laws which define goclal security, soclal rights and protections.
It also refers to the opportunity for soeial participation, recreation,
mobiliry, and the nature of political activity.

From this listing it is possible to see that there are many dimensions to a child's
psycho~social development. Researchers from a varlety of disciplines have attempted to
isolate these dimensions in order to understand how they interact with one another, and
what the long-term effects of deprivation or negative instances of a2 dimension mean for
the child's psycho—-social development. 1In the following section of this paper some of

the dimensions most likely to be important within urban squatter settlements are
highlighted.

PSYCHQ-B0CTAL DIMENSTIONS AND URBAN SLUM SETTLEMENTS

What iz immediately evident in reading the various regearch and case study reports
is that none of rhe dimenslons of psycho-social well-being exist in isolation. While in
most instances they are related to soclo-economic status, they affect one another in
different wavs In different societal contexts., Thus, there is no one matrix of
dimensions that can be used to determine whether or not the child is living within an
environment that will be supportive or detrimental toe his or her psycho-social
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development; but, from the list provided above, the following dimensions sertainly are
tmportant, particularly in terms of mitlgating apainst healthy peyche-social development
within urban slum settlements,

At the child level there are a variety of health and nutririon variakles which
affect the child's physicsl, intellectual, and psycho-social development over time, For
cxample, low birth welght (under 2500 grams), which in and of itseif is not a sufficient
cause for developmental problems, is frequently associated with later protein—energy
malputrition, gastro—intestinal infections, and diarrhoea ~ all of which, if sustained,
can limit the ¢hild's capacity for learning and psycho—social well-being., There is a
reasonable amount of evidence to suggest that malnutrition, for example, produces apathy
and raduces the child's responsiveness to the eavironment. Furthermere, it is likely to
produce frvitability, withdrawal and the inability to attend to tasks {Pollitr, Halpern
and Fskanasy, 1980). These characteristics severely limit the child's ability and
willingnass to reach out to and explore the world around him, and to take advantage of
what is offared.

After realizing the potential long-term impacts of various negative health and
nutritional conditions on the young child, attention was turned to understanding what
causgs the problemsa in the first place, and what can be done to ameliorate the long—-term
effects, What became evident early on was thar the ¢hild cannot be "treated” in
izolation. For example, nutrition recuperation programmes established to provide
residential care for the ¢hild could produce a healthy child after a few months of
trestment. But, within a year, the child was likely to be returned to the gentre, once
agaln malnourished. The symptoms of the problem had been treated, but not the cause
(Evang, 1977}, This example from Chile and other data from Jamalca suggest that the
magnitude of the developmental problems which result from malnutrition depends on the
environment to whieh the child returus once he/she has been rehabilitated (Richardson et
al., 1975). Pollitt (1984) summarizes research on intervention programmes for childran
suffering from protein-energy malnutrition (PEM);

Among low income children in LDCs retarded physical growth associated with
a history of PEM are related to a delayed mentsl and motor development,

In most cases severe and prolonged PEM during the first 12 meonths of life
leaves a severe cognitive deficit up to the school age period. However,
educational intervention programmes targeted to mothers and children with
a history of severe PEM have a galutary effect and will ameliorate the
development deficits associated with the early nutritional trauma, (1984,
p-l44)

This would suggest that the family context within which the child lives should become

the subject of study and "treatment” in order for the outcomes to be more positive for
the child.

While soclo—economic status is the single most important variable in defining the
familial context, a variety of other family charactaristics have been identified thar
seeit to have an effect on children's psycho-social development., For example, it would
appear that family composition is important. This includes such variables as the number
und spacing of pregnancies, maternal age, birth order, family size, the stage of the
family's 1life cycle, who is living within the household at any given point in time, and
role allocation within the family (Lira and Rodriguez, 1976; Lopez, 1970; Kiminyo,
1981),

Another key variable is maternal education. There is a variety of research which
indicares a clear relationship between the mother's educational level and a variety of
child outcomes. For example, Nelson (1983), looking =t infant mortality in Peru,
determined that maternal illiteracy was the most potent predictor of infant mortality.
Maternal education is important within developed countries as well; it 1s the single
most important variable in predicting children's performance in standardized 1,Q, tests
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{Broman, Nichols and Kennedy, 1975). In addition, maternal education is highly
correlated with the number of children that a woman has — the higher the woman's
educational level, the fewer children she is likely to have (World Development Report,
1984}, It is suggested that if a woman has fewer children she can care for them beatter,
and thus they will have more opportunity for healthy psycho-social development.

More recently in the literature there has been evidence that maternal employment is
an important variable in loocking at children's psycho-social development. Engle (1982)
has done a series of studies in Guatemala looking at patterns of employment for women
and how they relate to children's health and development. Engle found that women in
pald employment have: (1) increased income with which to purchase food and services for
their family; (2) an increase in status; and (3) inecreased feellngs of competence and
self-confidence, She feels that these characteristics will increase their overall
competeace as parents and positively impact on their children's development. But, once
again, there is no straightforward relarionship between women's pald employment and the
child's development. One must look at the woman's work within the general context of
the family and society to understand itrs importance, What is the family's total
income? What control does the woman have over the money that she esrns? What type of
child care is available to the woman? What services are available within the community
to gupport the mother and the family? What is the nature of the interaction hetween the
mother and the child with and without paid employment?

In essence, locking at the family itself — particularly in terms of the relationship
betwesen the mother and child - 15 not sufficient for an understanding of the relative
impact of family variables on the child's development. Once again it is necessary to
step back and look at the context within which the family operates. We must ask the
question: what does the enviromment provide, and what does deprivation within the
environment mean for the family and its members?

While attempts have bean made to rate the environment within which people live, it
has been difficult to identify a finite set of variables that adequatrely define the
larger context within which people function. The most successful artempt is the
Physical Quality of Life Index (PQLL). It is designed to define more than the gross
national product, which is a very limired statement about a country's level of
development, and an even poorer indicator of rhe quality of life for the people within
the country. Yet even the PQLI 1s inadequate in defining the day-to—day reality for a
child in an urban squatter settlement or his counterpart Iin the altiplane, or her
gounterpart in the mountains of Kenya,

Although we have not been truly successful in defining a1l the important dimensions
in the environment, there appears to be & growing consensus that, as Halpern gummarizes:

Poverty and its correlates form the complex of factors most commonly
identified as threatening children's well-being, Such corvelates may
include lack of adequate nutrition; lack of health, educational, and other
soclal services; poor sanitary conditions and lack of envirommental
hyglene, ineluding lack of potable water; overcrowding within the home
and/or community; lack of adequate attention from caretakers, due to
demand on their time to work to meet family needs; intra-family stress due

to lack of resources and the effects of the physical environment. (1982,
p.20)

Urban slur settlements provide a context within which all the correlates of poverty
exist. Conditions within the squatter settlements do not provide children with a2 good
mix of the dimensions necessary to support psycho-social development. Yet children do
survive. A question to be asked is: how do some children survive, and, in fact thrive
in such a negative eavironment?
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RESTILTENCY

A longitudinal study carried out by Wermer and Smith (1982) in Kauai, Hawaii,
provides a look at ehildren’s development aver a twenty—year period, One of the things
the researchers were attempting to assese was the cumularive effect of stress and the
quality of the family environment on the child's intellectual and social development .
What they were particularly interested in studying was some children's "resiliency™ in
the face of adversity. As a result of their srudy they were able to identify pradigtors
of resiliency in the Kaual context, Resilient children are likely to be first children:
may have survived birth complications, but have few congenital defects, and draw on
generous reserves of energy; are perceived by caretakers as active and socially
responsive; elicit and recelve 2 great deal of attention; rarely experience prolonged
separation from primary caretakers — they establish a secure attachment to their
mothers; and meet the world on their own terms, especially as they get alder — they know
when and how to seek support.

Werner and Smith summarl:ze the findings from their study as follows;

Repardless of stress, deprivation or disadvantage, the chances for
positive developmental outcomes for chilren... were greater if they were
rearved by mothers with more education; if their temperamental
characteristics elicited positive resposes from the mother; if they
recelved plenty of attention from their primary caregivers during the
first year of life; and if they had age-appropriate perceptual-motor,
communication and reasoning skills at age 2 and 10, (1982, p.131)

The authors clearly state that even though they are able to pull out a few
significant dimensions, there is a complex interaction between the child's
characteristics, maternal variables, and the environment itself that leads to positive
outcomes for children within the Hawaiian ¢ontext. The study does not
suggest that the variables that they found related to resiliency would be important in
another social context. Where there are different patterns of maternal and child
interaction, and where there are different child characteristics being valued, a very
different mix of variables might well be identified as {mportant in determining
"resiliency” in children,

What is aignificant from the Werner studies are the findings that suggest that
healthy development is thwarted only when “opportunities for healthy adaptation and
¢oping are continuously frustrated”., Two significant predictors of negative
developmental outcomes were identified: a severe enough insult to the arganism 1tself
to prevent reintegration and self-righting; and adverse environmental forces pregent
throughout development. It could well be hypothesized that these two variables would
have a negative impact on children's psycho-social development in any culture and 1im any
setting.

The challenge for those working in urban slum settlements is to fdentify the child,
famlly and societal characteristics that define healthy psycho-social development, by
examining people’s coping skills in that context, and to provide the support people need
to bulld on these characteristics, hopefully minimizing the "insults” to children and to
their families now and in the future.
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THE EMERGENCE OF URBAN SLUM AND SQUATTER SETTLEMENTS;
A FORIM FOR CHILD ABUSE

Manuel Carballo
Scientist, Maternal and Child Health Unit, World Health Organization
Geneva, Switzerland

For a variety of reasons, modern urban environments are becoming increasingly
hostile to the health and welfare of children. The Population Crisis Committee in
September 1983 (1) calculated that of the 1,3 billion ¢hildren in developing countries,
almost @ half will spend thelr entire lives in temporary slum ghelters that are often
nothing more than dlscarded packing crates and cardboard boxes. Increasing numbers are
being abandoned by impoverished and disenfranchlsed parents, In Brazil alone it i=s
estimated that there are 11 million street children.  Another 14 million who do have
families are nevertheless growing up in conditions of what the United Nations Childrens
Fund has termed ag extreme urban poverty.

Despite the rapid pace of urbanization in many developing countries and its
implications for the type of environmental and bio—social conditions in which
fnereasingly large populations have to live, the relationship of this process to new
health and social problems remains inadequately documented. Certainly the impact of
uncontrelled and unplanned urbanlzation on child health remains poorly studied as,
Indeed, does the related question of how thiz new demographic phenomenon effects already
over-burdened health and social welfare infrastructures,

Urhanfzation as a social process ig By no means new. Citles of major slize and
complexity were already in existence 3,500 years ago and, until recently, urbanization
was considered a positive indicator of national economiec development, Prior to the
middle of the 20th century, however, the rate ar which cities typically grew was such
that the relationship between industrial and commercial development on the one hand, and
urbanization expressed In terms of population growth and service infra—structure on the
other, were more closely inter~linked; the one rvesponding to the other, Indeed, such
was the relatively slow pace of urban growth prior to this century, that at the
beginning of the 1800z only 3% of the world's population lived in the 96 cities with
aver 100,000 people (2). Over a half of thege cities ware located In rapidly
industrializing areas where the demand for a concentrated labour force justified and
accommodated the migration from rural areas.

Since the 1950s, however, the number of people moving to, or being born in, clities
has increased at an ever accelerating pace; and since the middle of this century has
doubled. Fxpressed in terms of yearly increases, over 36,500 thousand people can he
zaid to have been added to urban conglomerations per year. By the year 2000 it is
estimated that approximately 307 of the global population will be urban (3).

Rural—urban migration will account for 39% (4) of that increase, For the first time in
history, over a half (61%) of the increase will be accounted for by natural urban growth
{(5).
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Table 1

ESTIMATES AND PROJECTIONS OF TOTAL AND URBAN POPULATION FOR MAJOR REGIONS OF THE
WORLD: 1950, 1985 and 2000 (a)
{(in thousands)

AREA/RECION YEAR TOTAL URBAN PERCENTAGE
URBAN
WORLD 1950 2,504,201 735,232 29,4
1985 4,842,048 2,013,324 41.6
2000 6,127,117 2,951,633 48,2
DEVELOPED 1950 231,857 445,669 53.6
REGTONS 1985 1,172,863 849,061 72.4
2000 1,275,655 992,148 77.8
LESS 1950 1,672,334 289,563 17.3
DEVELOPED 1985 3,669,185 1,164,264 31.7
REGIONS 2000 4,851,462 1,959,485 L4004

Source! UNITED NATIONS, Estimates and projections of urban, rural and city
populations, 1950-2025: the 1982 assessment (ST/ESA/SER,R/58).
New York, 1985.

Urban population increases will represent 67.8% of the overall pgrowth ia world
population and will, for the first time, outpace rural population growth rates.
Even if the rate of growth were to remain constant, there will still continue to bhe
# significant inereage in terms of absolute figures. Eighty-five per cent of that
increase will occur in the less developed countries, where the ability of existing

service infra=gtructures to meet the needs of those populations is highly
questionnable.

Not only does the magnlitude of the urban population i{ncrease make supporting

services problematic, however, Other major changes in the nature of contemporary
urbanization also present difficulties of a social nature, and have altered both

the character of urban 1ife as well as its implication for public health.
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Figure i1
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The {irst and most eritical of thege changes has been the Ilncressed rate and
magnitude of population growth in both slum and squatter settlements, The second has

been the change in Jocation of squarter settlements from essentially rural and primary
producing areas te the peripheries and centres of major cities, A third critical

change has been the focussing of the phenomenon almost exclusively among the least

developed countries, The fourth has been the demographic shift in the age structure of
the populations constituting them (6)*%.

*  Throughout much of Africa, Asia and Latin America, at least 40% — but often much
more — of the population is aged under 15 years. In the countries of the Easterm
Mediterranean, rural-urban migration primarily invelves young males and/or couplaes
with young children; ia Africa and Agia this trend is repeated throughout most of
the major cities where censuses have been taken; in Latin America, where females
appear to find work more easily in the city than in rural areas, it is they who

predominate in the 10 te 14 and 15 to 19 age groups.
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Each of these conditions would in itself be sufficiently problematic as to juatify
CONCETN. When combined and acting synergistically, they constitute a situation that
the Rome Declaration on Population and the Urban Future feels is likely to produce over
the next two decades the most dramatic social, economic and political changes ever
experienced in the history of man (7).

In terms of population, and in many instances actual land area, the rate of growth
of slum and shanty towns is often double that of established cities (8). During the
period 1960-70, slum and shanty-town dwellers represented approximately 45% of the

#lobal urban population. Current estimates suggest that the proportion has new risen
to 797 in some areas (%) such as Addis Ababa where 930,000 people live in =squatter

settlements without baslec amenities such g8 piped water or waste disposal facfilities.

Urban slums continue to grow faster than any other type of human gettlement (10).
0f the game 800 million, a third of the world's popularion, living in conditions of
absolute poverty (11), 200 million live in urban areas of the Third World (12). Glven
present trends, it can be conservatively estimated that by the year 2000 between 600
millfion and one billion people in developing countries will fall within the category of
"urban poor™.

Unlike the situation in what is now industrialized Eurepe and North America, where
ruralmurban migration was initially precipitated and maintained by a real and growing
demand for labour, and where the economic integration of new urban families wasg
relatively structured, the situation in developing countries presents a far less
predictable imape. The possibilities for employment within the formal structure are
fewer, az are the possibilities for coverage by gocilal security provisions. Housing
programmes, environmental sanitation, education and the formal provision of health care,
all appear to be inadequate to cope with curremt growth, especially where tax and
administrative structures are themselves unable to reach — or be even relevant to -
comunities that are politically and demopraphically too new and mobile te describe, or
too sensitive and problematic to be recognized, For a variety of administrative and
gsoclal reasong, interegt in slum and squatter settlements is not aroused until they
become sufficiently large as to be politically embarrassing or unattractive; become the
object of concern to mass media personnel and, hence, more widely publicized for thelrv
poverty and [nadequate living econditions; or become officially recognized and
incorporated into municipal administrative cystems and, hence, taxable#.

Adapted from Safilios—Rothschild, C. Children and adolescence in slums and
ghanty towns in developing countries; UN document E/ICEF/L.1277/Add 1.
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Table 2

PROPORTION OF SQUATTER AND SLUM DWELLERS IN SELECTED CITIES BY REGIOQN

SQUATTER AND S5LUM DWELLERS
CITY POPULATION

REGTON, CITY AND COUNTRY YEAR {millions)

TOTAL % TO CITY POPULATION
AFRICA
Mapute (Mozambique) 1980 0.6 0.5 80
Addis Ababs (Ethicpia) 1981 1.2 0.9 79
Cazablanca (Moroceo) 1971 1.5 1.1 70
Kinshasa (Congo) 1969 1.3 0.7 60
LATIN AMERICA
Panama City (Panama) 1579 - - 73*
Bogota (Colombia) 1977 2.5 1.5 60
Guayaquil (Ecuador) 1980 1,2 0.6 50
Port au Prince (Haiti) 1980 1.0 0.5 50
ASTA
Calecutta (India) 1971 8.0 5.3 67
Colombo (Sri Lanka) 1982 0.6 0,2 44,50
Bombay (India) 1971 6.0 2.5 41
Manila (Philippines) 1972 L 1.5 35

#  percentage of population living in substandard houses

Soutces: UNITED KATIONS, Department of Economic and Sccial Affalrs. World
Housing Survey 1974: An overview of the state of housing, building and
planning within human settlements. United Nations (ST/ESA/30, 1976).
New York,

The improvement of slums and uncontrolled settlements; Report of the
Interregional Seminar on the Improvement of Slums and Uacontrolled

Sertilements, Medellin, Colombia, 15 February to 1 March 1870
{ST/TAO/SER.C/124, 1971).

Report of the Municipality of Addis Ababa to the City Couneil, July 18971,
Housing Asiats Millions, IDRC, Ottawa, 1979,

Joint UNICEF/WHO Meeting on Primary Health Care in Urban Areas. Geneva,
25-29 July 1983. Report. Geneva, 5 August 1983,

Joint UNICEF/WHO Preogramme on Equitable Primary Health Care for Urhan
Papulations. Preliminary Compilation of Information (SHS/HSR/84.1}.
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Tahle 3
URBAN POOR LIVING IN DEVELOPING CQUNTRIES. ESTIMATES: 1985 AND 2000
URBAN POPULATION (in thousands)
YEAR
TOTAL (a) POOR (b}
1985 1,164,264 349,279 - 698,358
2000 1,959,485 587,846 - 1,175,691

(a) Figures from; UNITED NATIONS, Estimates and projections of urban, rural and
city populations, 1950-2025: the 1982 assessment. New York 1985
(8T/ESA/SER,.R/58).

(b} Estimated figure assuming that urban poor are between 307 and 60Y of total
urban population.

It goer without saying that slum and squatter settlements vary with respect to
many of thelr characteristies (13,14), Their longevity, the pattern of their
internal social organization, their relationship to esrablished elity structures and
economies, and the nature of those cities, as well as the demographic and
socio~cultural characteristics of the slum/squatter populations rhemselves, all
determine their nature,

Neverthele=ss, a series of dominant themes appear in all slum and squatter
communities, The most visible and perhaps far-reaching in terms of health is
their physical condition, Typleally, housing consists of old dilapidated
dwellings in established secticons of the cities, and elesewhere of temporary
constructions made of cardboard, waste lumber, tarpaper and other discarded
materials. In older alum settlements more durable products tend to be used, but
this 1s more the exception than the rule and, for the most part, the key aspect of
housing is its inadequacy to protect those living in it,

The rapidity with which slum and squatter settlements have grown in many
regions has fast outpaced the ability of environmental sanitation programmes to
develop infra-structures capalbile of meeting baszic health needs. Today it may well
he that the capital investments required to bring about the necessary improvements
in water supply, waste disposal and dralnage systems, are beyond local or national
capacities to support them. Not surprisingly, three of the principal health
problems of urbhan slum and squatter settlements are water borne (13) and faecally
tranemitted diseases (16),

The inadequacy of environmental sanitation ig equalled only by the level of
overcrowding found In these same areas, and serious respiratory infections come
high on the list of common childhood diseases, over 60% of all reported childhood
mortality is liable to be due to these counditions (17).

@
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For most families who move from rural agricultural areas, no matter how deficient
coniditions ave there, to urban centres, migration means a dramatic transition from
subsistence and local market economies to delocalized economies in which, unless the
family can generate adequate funds, the dietary intake becomes not only limited in
quantity but also in varlety,

Generally, protein consumption and/or energy intake in slum populations is
inadequate (18) and can be arcund 25-30% below the requirement (19). Protein—-energy
maloutrition and anaemia are among the most important obstacles to better reproductive
health in mothers and better growth and development in children. In the slums of New
Delhi at least 40¥ and possibly as many as 55% of all children, between the ages of one
and five, suffer from malnutrition (20). In the "puehlos jovenes"” of Lima it is
estimated that 607 of the community ia malnourished, and rarely able to obtaln more than
80% of the daily calorifie requirements (21,22,23). The impact of pregnancy on what
are already debilitared women in the lower age bracket, serves to complicate further
their health, Eight per cent of all low-birth-weight babies born each year are born to
these women (24,25}, The chances of survival of thege infants are slim,

In the slums of Bombay alone, a half of all babies waigh less than 2,500 grams (26),
reflecting, #mong other things, a maternal maloutrition that is fast becoming
institutionalized. From an early age, children quickly follow this inter-generational

pattern and are caught up ia the "same desperate dally search for food as their parents”
{(27).

Infant mortality rates mirror these basic problems and in cities such as Cubatao,
Brazil, where infant mortality rates of 300/1000 are reported, as many as a third of all
infants fail to reach their first birthday (28). In squatter settlement areas of
Manila the infant mortality rate is rhree times as high as in other parts of the city
(29). Similar situarions are reported for Mexico City (30)

and squatter areas of Lusaka, Zambia (31), where the infant mortality rate is twice
(131/1000 as opposed to 52,2/1000) that of other more established areas of the ciry,
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Table 4

RELEVANT DATA ON INFANT MORTALITY (IMR)® IN DEPRIVED AREAS OF DEVELOPED COUNTRIES

CITY AND COUNTRY TYPE OF SETTLEMENT YEAR INFANT MORTALITY
Amman=Zerqua (Jordan)(l)} Slums 1978 IMR = 89
Buenos—Alres (Argentina)(4) Sub—urban districts Around 1983 IMR = 30-40

Guayaquil {Ecuador)(3)

Slums

IMR = 76.3{(¢)

Ladelras (Braxil)(7)

Alro do Cruzeiro

1982

3.5 childhood
death per women

Lusaka (Zamhia)(B)

Urban squatters

Around 1980

146 = 49 (%)

Manila (Phillppines)(9)

Manila (Philippines)(10)

Tondo, Malabou,
Sabotas

10 depressed
neighbourhoods

Around 1974

IMR 210
Neonatal mortality
rate = 105

Mexico City (Mexico)(11)

Marginal areas

Around 1980

IMR about 3 times

higher than in the
rest of the city

Pakistan {12) 5 deprived areas 1979 Among child deaths
in 4 provinces {(0~5) 70% were
under 1
Sao Paulo {(Brazil){1l4) Cubatae 1983 IME = 350

Infant mortality ratio by level of maternzl aducation.

infants ever born from mothers with
correspond to infants from mothers with secondary and higher eduocation,

"ne education”,

IMR: Unless otherwlse indicated, the rate is expressed per 1000 live born.

IMR = 149 per 1000
The IMR = 49 per 1000
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(Tabla 4);

(1)
(4)

(3)

(7>

‘E’ (8)

(2)

(10)

(11)

o (12)

(14)

UNICEF/WHO.  Joint UNICEF/WHO Programme on Equitable Primary Health Care for
Urban Populations. Preliminary compilation of information (SHS/HSR/84.1, p.
115).
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