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TAKING UP THE CHALLENGE OF SOCIAL JUSTICE:
THE "SPIRIT OF KARACHI"

The health of the most diszadvantaged and poorest groups in
big clties continues to deterlorate, if not absolutely, at least
relative to others and to any tolerable standards. This will
become a cause of grearer and greater ¢oncern because of the
increase in the number and size of large cities, especially in
the developing countries.

Aetive engagement with this issue by all those responszible
politieally, administratively and technically, at the local,
national and internatienal levels, is indispensable in order to
progress towards the Alma-Ata objective of Health for All by the
Year 2000,

We must respond with energy to people’s urgent need for
practical, Immediate help but also devise a range of measures,
with vision and imagination, which will prevent further
deterioration in city health. Participants at the Inrerregional
Meeting on City Health held at Karachi in November 1989, voiced
oft this occasion a cry of alarm and launched an urgent appeal to
4ll to save humanity from a catastrophe, that is all too easy to
foresee unless we take immediate action to avert it.

E TR




CONTENTS

STRUGTURE OF THE REPORT . . .. ... ittt ittt e e e i

SECTION 1:

Ll T R T R R T g

BECTION 2:

[ e L L I N

SECTION 3.

L2 el L2 L2 L ) el L

SECTICN 4

L o e
L O N

REFERENCES

ANNEX A
ANNEX B

[ A

W00 s O A L 3

10
.11
12
.13
.14

Lno o R e

INTRODUCTION ..o e i e
THE SIZE AND SCALE OF CITY GROWTH AND POVERTY ...........©oouuonn. ...
INEQUITY WITHIN THE CITY it tnt e e i
THE HEALTH SECTQR CANNOT STAND ALORE _ .. .. ... .
HETEROGEREITY Lt i et e e et e
THE NEED FOR A STRATEGIC RESPONSE ... ... ..ttt
DECISION-MAKING PROCESSES AND STRUCTURES .. \uvvrornsnnrni,
ACTION S5TRATEGY FOR URBAN HEALTH .. ........._ . .. i,
THE ROLE OF CITY GOVERNMENT ... ... . i i
INTERACTION AT LOCAL POLICY LEVEL ... ... ... ..ttt
INFORMATION AND COMMUNTCATION ... ...ttt eie e
REORIENTATION OF MEDICAL EDUCATION AND HEALTH AGENCIES ., .............

FINANCE

BACKGROUND AND DEFINITIONS ... .ttt
URBAN GROWTH . i i e e e e
URBAN POVERTY AND HEALTH PROBLEMS ... ...... ... ... ',
DETERMINANTS OF THE HEALTH OF THE URBAN BOOR .. ... .o'oinnn,
THE SCALE AND NATURE OF THE PROBLEM . ... . .....'uv'veme .

IMPROVING CITY HEALTH .. ...ttt ot e e e e,

INTRODUCTION ..ttt e s e e e,
NEED FOR A BROADLY-BASED RESPONSE ... ..ot

ROLE OF

FRIMARY HEALTH CARE .. . . ... . it i

THE IMPORTANCE OF DECISION-MAKING AT CITY LEVEL ....... .. .. ..0ou.... ..
BARRIERS TO ACTION ... i e e e
TQOLS FOR EFFECTIVE DECISION-MAKING . .. .. .. iuurn e nninnn

GAINING

oMM T T EN T L e e

CONGLUDING REMARKS . . ... ...ttt e i

RESUME

THE SCALE OF THE PROBLEM . . e e i
THE LOCATION OF RESPONSIBILITIES ...\ nine i
CITY HEALTH IN A WIDER CONTEXT ... ..iuroee e

LIST OF
AGENDA

o D I

La i er e e+ e B - AT . I = R el i U O I

10

10
10
11
15
18

19

19
19
20
23
26
29
32
26

39

39
39
39
40
40

52

43
46




SHS/NHP /90,3
page 2

STRUCTURE OF THE REPCRT

Thiz publicatlion includes the Report and recommendations of participants in the
Interregional Meeting on City Health (Karachi, 27-30 November 19%89%) and a distillation of
the Working Document and city presentations whiech were prepared for this Meeting.
Scctions 2, 3 and 4 have been prepared by the WHO Secretariat and selected extracts from
city presentations have been used as examplez to illustrate isgsues and achievements where
these are identified in the text. 1In this context, the structure of the repert is as
follows:

I. Sectlion 1 is the Report and the recommendations of the city representatives who
attended the Meeting.

IT. Section 2 describes the growth of urban populations, the health problems among them
and the determinants of health ameng the urban pesr,

TIT, Section 3 considers the poliey issues and optiens for improving the health of the
urban poer and the potential of strategic health planning. It looks at decision-making
precesses, Che organizations and individuals invelwved at various levels, and ways of
increasing the effectivensss of these.

IV, SBection 4 is a get of concluding remarks which identify the recurrent themez which
occurred throughout the conference, presentations and background papers.
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SECTION 1
REPORT AND RECOMMENDATIONS OF PARTICIPANTS

1.1 INTRGDUGTION

1.1.1 Repregsentatives of 17 cities (Annex A) met to share experiences and leok ahead
tewards further action, including cooperative action, to tackle the grave problems facing
the urban poer. Cities were teptresented in each case by a tep pelitical leader, such as
tha mayor, or by & chief executive, as well as by the appropriate health specialist.

This composition reflected the focus and flavour of the meeting, which concentrated net
only on shared, specialist undegrstanding, but upon political realities, constraints and
oppertunities for actien, The meeting was organized by WHO, and sponsored by the

Aga Khan University, FINNIDA, Metropelis, UNDP, UNICEF snd WHO. The agenda for the four
days 1s attached as Annex B. The programme ineluded field visits in Karachi, both to see
the situation there at first hand and te hear about pilet projects of the University’s
Medical School to improve the health of the uyban peer.

1.1.2 The meeting opened with explanatery and supporting statements from the sponszors
and from the Mayor of Karachi and the Governor of Sindh. The fact that the elected Mayor
of Karachi is also a physician added piquaney to his statement about the problewms poged.
for the city and indeed for the world by a high rate of continuing population growth,

The Governor of 5indh added to his formal =zratement & more personal plea that delegates
be willing when necessary to move by means of leeal initiastives and never to
underestimate the intelligence, energy and common sense of poor communities.

1.2 THE SIZE AND SCALE OF CITY GROWTH AND POVERTY

1.2.1 Delepates described the situationm in their own cities, including the
characteristies of their population, the circumstances facing the poor, and the strengths
and weaknesses of thely strategies for action. Taken cumulatively, these city '
deseriptions illustrate grephically the sheer scale of the cities, the problems posed by
their continuing growth and the desperate situation faced by their poorest citizens.

1.2.2 The numbers of urban dwellers throughout rhe world are increasing steadily and by
the end of the century they will exceed rural dwellers for the first time. This trend is
even more marked in developing ceuntries, A growth rate of around 3% was common among
the cities represented, meaning a doubling of their population in a generation. In
Karachi's case, the doubling will be in around a decade. In Africa and South-East Asia,
the total number of urban dwellers will have mere than doubled between 1980 amd 2000. By
the latter date, in the developing world, there will be 45 cities of more than f£ive
miliion inhabitants, compared with one such eity in 1850, Around half of their
inhabitants are likely to be living in conditions of great poverty. Becauce of this
erisis, the total number of premature deaths in developing cities will continue to
inerease steadily unless the preblems of the urban pootr are addressed.

1.3 INEQUITY WITHIN THE CITY

1.3.1 Within almest all our cities there are stark and dramatic ¢ontrasts between the
extremes of affluence and poverty. This can be seen, for exemple, by the juxtaposition
of high-rige office and apartment blocks on the one hand, with slums and shanties, and ::
the dramatie differences in space and style of living. But the contrasts are not simply:
visual. They extend to all aspects of life, including health, disease and death. The
contrasts are often hidden by lack of data, but where the statisties are available and
vrelisble, the main indices of morbidity, access to health services, and mortality portray
an appalling situatien for the poor in many cities, and ene that can undoubtedly be ‘
improved, Among all the participants represented at the Meeting, there was a shared
sense of urgency and & commitment to actiomn.
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1.4 THE HEALTH SECTOR CANNOT STAND ALONE

1.4.1 The Meeting huilt upom, and d-~veloped further, the emphasis placed by UNICEF and
WHO upon intersecteral actlen, Special emphasis was placed upon:

¢ omployment, income-generation and distribution;
& housing,

# water and sanitation;

# solid waste disposal;

®» land tenure:

s environmental protection;

# population equilibrium;

e community development and empowerment,

Examples were given by cities which demenstrated by data and, in some cases, by zlides
and films, how some of these elements are being tackled with imagination and some
sUCCess,

1.4.2 Such a list is, of course, not new, sinece the whole Primary Health Care approach
is intersectoral. But there are several elements that are not identified in the initial
Alma-Ata Declaration and there was added urgency to the discussions about zolid waste
disposal and envirommental pollution. There was alse a recegnition that in many cities
some roduction in population growth is an element without which the problems scem almost
unmanageable at the city level.

1.5 HETEROGENEITY

1.5.1 Each city is unique, in its physical circumstances, its climate, its social
characteristics, its economiec position, and political context. Moreover, therve are grcat
diffarences within cities, not only between rich and poor, but also in the
chatacteristics of poor neighbourhoods, and amenmg groups living in the same
neighbourhood. This heterogeneity makes it most unlikely that there can be single,
standard, packaged solutions to these problems, except pessibly to their most technicsl
aspects, and at the level of very general principles. Rather, shared learning iz likely
to be most productive in reflecting in a different and deeper way on each other’s
successes and failures, and selecting and adapting particular elements from each other's
exparience to guit local circumstances and local preferences.

1.6 THE NEED FOR A STRATEGIC RESTONSE

1.6.1 PRecause effective action cannot lie with the health sector alone, any adequate

strategy must contain many of the elements in paragraph 1.4.1 (and indeed others) and be
owned at the city and the community levels much more breadly than by the relevant health
agency on its own. 1t must address resoutrce and other constraints, and set ¢lear goals.

1.6.2 A difficulty in some cities, though by mo means all, is cthat they have
responsibility without matehing authority. Mayers in such cities find thely hands tied
if, for example, health services are managed from the regional level, or if they have to
gain cencral government approval for relatively small initlatives and expenditures.
Other points made ineluded the need for:

# closer interagency collaboration in support eof c¢itles by all interested
organizations, Including intevnational organizations,

¢ finding out what national development plans and national health pelicies direct
or supgest so that there is minimum contradiection between natienal and local
programmes;




SHS/NHP/90.3
page 2

# better linking of efforts at the many levels from local communities te natlonal
and international orpanizations,

¢ more articulate advocacy by cities not only on behalf of their own cltizens bﬁt
on behalf of the rural areas with whiech their futures are interdependent;

s greater decentralization of authority within cities.

1.6.3 The important role which women play in addressing health issues was stressed,
Examples were given of thelr major role in developing and implementing policies of health
education, family planning and ¢hild health care. This has obvious implications for the
education of women and the acceptance of their role in community participation, Equally
it has implications for changes in the attitudes of men.

1.6.4 Communities must be involved in defining the range and urgenecy of their needs, .
choosing what to do, and getting it done. HNobody else can stand in their shoes. .
Coordination is unlikely without their assistance, and action will fail that does not '’
have their suppert and build upon their own efforxts to help themselves. When action |,
invelves the utilization of technolegy, this has te be technelegy that is understandable
and appropriate in its local context. ‘

1.6.5 There was a vecognition of the need for appropriate information te address health
isgues. One must identify with some precision specific groups of the urban poor and
determine their characteristics, as well as finding out what they want. This will
inciude formal information, when it is collected cemprehensively, and such informal
information as community surveys. These two types of information should complement each
other, and local knowledge must be uged in their interpretation.

L

1.6.6 The urban rich have a majox responsibility in meeting the health needs of the
urban poor. There are both moral and pragmatic reasons for this. The tictle of the
meeting - the echallenge of soclal justice - recognizes the moral obligation of these with
better health and larger resources to address the health needs of the urban poor. At a
pragratic level, the consequences of not addressing these issues will affeect all city
dwellers without vespect for wealth or status, for example through the spread of disease
and violence and reduction in the quality of city life. This responsibilicy may be
fulfilled by contributing {in skills as well as in money) to city initiatives to address
these issues, or by veluntary sector activities, or by a contributlon of both.

1.6.7 There was a recognition of the need for balanced development. This must tackle
both rural and urban problems and address very broad issues of demography and ecology.
Examples were cited of the need for rural industry, and sensitive but effective planning
measures to handle migration appropriately.

1.7 DECISION-MAKING PROCESSES AND STRUCTURES

1.7.1 Many of the copportunities for, or constraints om, implementation of health
strategies are determined by political factors, These may be national or local, and
there can be particular problems if the city government represents a different political
party or parties from those in power at the natienal level., Politicgl constraincs can
arise from opposition to, or neglect of, hezlth policies, and from competition between
groups, gecgraphic areas, public sectors or agencies. Decision-making on type, locatien
and management of local services will be more effective the nearer it is to the :
communities being served: to develop and sustain a truly decentralized system, while at
the same time insisting on strategic aetion, requires political determination and vision
of no mean order. There was a consensus that political will is often the major
determinant of whether health issues of the urban poor are effectively tackled.

1.7.2 Financial factors are another obvious influence on these decisions. City health
budgats are often viewed as too small in total, as well as there being arguments about
how they are distributed. It was generally felt that in periods of economic difficulty
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those budgets most at risk are: (a) these of health and infrastructure projects; and
(b) those directed towards the poor and the powerless, Often there appears to be a great
potential for increased demands and costs in health budgets, due to a combinatien of
demographic growth, new technoleogy and riszing expectations. By contrast, gome elties
have great difficulty increasing their revemues because of legislative restraints or
technical preblems (e.g., in identifying and collecting chavges). Another difficulty
taised was that caused by periodic funding crises, either within the city hudget ot by a
shortfall in external funding,

1.7.3 A wide variety of orpanizational factors were thought to limit effective
decision-making. These included the lack of authority of city government, problems of
bureaucracy, and inadequate cooperation between technocrats and politicfans.

1.7.4 A reecurring concern was the multiplicity of agencies involved in health issues,
leading t¢ lack of adequate coordination and problems of inefficiency and overlap. A
case was made for the clavificstion of the roles of agencies working in the same areas.
Many crganizations have relatively inflexible deciszion-making processes which cen make it
difficult te decentralize decisions and to allow sufficient future flexibility (e.g., to
adapt: to future changez in elther the scale or nature of health needsg).

1.7.5 Substantial changes are needed in attitudes, orientation and skills. To achieve
the scale of change required, national plans and polieies should target the specific
problems of the poor - both rural and urban - and shift resources accordingly. For
example, hespltal systems generally cencentrate status and resources in high-cost
specialties dealing with relatively small numbers of patients. Better linkages have to
be establizhed between the realities of people’s needs, primary responses to them, and
the activities of the hospitals. When these linkages exist, hospital activities can be
far more effective and far more satisfying.

1.7.6 Universzities in general and academic departments have a key role to play, because
they train and shape the attitudes of each cadre of physieians, nurses and other health
workers. They can alszo take a lead in primary health care projects in the poor urban
nelghbourhoeds that are never far from their door. And their contributions are
Indispensable in monitoring, evaluation and research. Nongovermmental organizations also
have made ocutstanding contributions in these fields.

1.7.7 The attitudes and skills of the prineipal decision-mekers {(and the shapcrs of
public opinlon) are a crucial factor. Politi¢ians, senior executives, and others have on
occasion left their personal mark in terms of a real and enduring improvement in the
health of the urban poor. They alsc shape and respond to public opinion, so that
improved understanding by other citizens of the aspirations of the poor, and reduction of
cultural barriers and misunderstandings, can help prepare the way for action. Equally
the poor are often alienated and distrustful of others, including officials. While there
are no casy answers, equality of political rights with other citizens certainly helps to
increase their pelitical influence and their power to help themselves.

1.8 ACTION STRATEGY FOR URBAN HEALTH

1.8.1 A number of areas were identified for future action by participants at the Karachi
Meeting and there was a clear set of rocommendatioms agreed in the final session. These
require action at different levels, for example, at city level, within cities, between
agencies, at national and at intevnational level.

1.8.2 We have collated these r-commendations into the overall structure of an Action
atery for Urban Health, The individual recommendations have their intrinsic value and

we have pragmatically identified the potential of a constructive incrementalist

approach. Nevertheless, the totality of these recommendations would have an effect much

prenter than the zum of their individual effectsz.
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1.8.3 As indicated in the summary statement "The Spirit of Karachi", we cannet stress
teo highly the urgent need for the problems of urban health to be actively addressed st
all levels. Hence our urgent appeal to all for an action strategy to improve the health
of the increasing millions of poor urban dwellers.

1.9 THE ROLE OF CITY GOVERNMENT

1,91 A major concern of participants at the Karachi Meeting was that ecities have
responsibility without authority. While the city government appeared to be the obvious
agency te take the lead in addressing the health problems of the urban poor, it was also
apparent that in many instances its hands were tied by legal, organizational amd '
financial eonstraints, In addition, there are many other decision-makers whe may not be
keen to lend their support to the city in this lead role,

1.9.2 We recommend that the wole of city government needs_to be strengthened and clea;[ﬁ

defined, Af & minimum, it must be the major coordinating organization for publie actions
for urban health within the city.

1,93 There Is & majer preblem when strategies for health are separated from other city
planning processes, as though health planning were a distinet entity which can be added’
on later. There was general concern about the side-effects of indiscriminate economic '
growth and development and this problem is equally true of national plans.

1.9.4 We recommend that comprehensive city_development plans should be consistent with
health needs d pgorls.

1.9.5 We further recommend that where cities have ne specific plan for health they
should be encouraged to develop one and that all sueh city plans should focus on the
nealth of the urban poor,

1.9.6 It was accepted that citcy budgets and responsibilities are intexdependent. While
cities may play a coordinating vole with limited funding it was felt that any -
responsibility for direct actlen should geo hand in hand with appropriate funding.

1.9.7 1t was also felt that responsibility should be more decentralized within cities so
as to respond effectively to peoples’ needs and engage their energy in tackling problems.

1.9.2 UWe recommend that cities should undertake such a decentralization process in
¢onjunction with measures which will foster community development.

1.10 INTERAGTION AT LOCAL POLICY LEVEL

1.10.1 Because of the number and complexity of organizations invelved in health-related

decisions, we vecommend that interagency coordination commitrees be considered at city
level, These sheould comprise all the relevant agencies amd be chaired by the highest

autherity such as the Mayor.

1,10.2 We also recommend that such committees should be established within cities w1th
backing and support from the city level.

1.10.3 As ag aid to this, it was felt that municipal werkshops are worth considering
within eities. These should include representatives £yom &% many sectors as possible,
including people from the slums.

1.10.4 There was a recognition of the need for & balance between urban and rural :
development and we recommend that ecities should consciously support rural developments

because they are dependent on them and because they may help bring seme equilibrium to

urban/rural migration,
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1.1l INFORMATION AND COMMUNICATION

1.11.1 There waz a recognition that most cities have inadequate Information on which to
base a ¢ity healrh plan. We recommend that techniques should be selected (and, 1
necessat de d) for obtainin analyzing and storing comparable relevant data abouf

the urban poer and theiy needs. Only thus can plans be developed and programmes
evaluated.

1.11.2 Such data should not be collected indiscriminately. For informatien te be
meaningful, it must help to illustrate the relatjienships between health and broader
social trends. Data eollection should be planned with this ebjective in mind.

1.11.3 City representatives were very keen te learn from experiences in other cities, as
wall as their own. If this is to happen systematically then cities must be able to
describe what oceurred locally and there must be a mechanism for sharing infermation In
case studies.

1.11.4 Te facilitate the sharing of eity experience, ws recommend that consjderation be
piven to the establichment of a clesring-house within one of the sponsoring agencles
where case & s and other relevant 1 rmation can be store atalogued and copled or
loaned og reguest,

1.12 REORIENTATION OF MEDICAL EDUCATION AND HEALTH AGENCIES

1.12.1 One of the potential constraints on decisien-making and implementation at all
levels is the understanding attitudes and skills of doctors and ether health workers,
particularly in relation te primary health care,

1.12.2 We recommend. therefore, that the needs of the urbag poor and the pringiples of

primary health care should be integrated into the medical cyurriculum and into the
practical experience of young physicians.

1.12.2 The same concepts, priorities and principles need to be included in educational
programmes for nurses and other health workers. This is tyue for postgraduate, as well
as basie, training and it may be that shared training exercises for health workers of
differcnt disciplines may be of added value.

1.12.4 It was widely felt at the Karachi Meeting that there is a general need te
increase publie, as well as professional, understanding of the determinants of health,
The perception of health care by the population and by health personnel is still centred
on hospitals, clinics and curative interventions both in rural areas and in cities.

1.13 FINANCE

1.13.1 A recurrent precccupation of participants was that, no matter how much they
learned about good practice and good ideas at thiz Meeting, they would not be able to put
much of this inte practice in their own cities because of difficulties in mobilizing
resources. It was felt strongly that there needs to be better matching of resources,
responsibilities and plans at city level,

1.12.2 We recommend that cities should seek special assistance (both technical and
financial) at all levels to epable them to deal responsibly with the range of problems of

the urban pootr.

1.12.3 It appeared from a number of clty experiences that dectoxrs and other
professionals tend to be found in much greater concentration in middle-class or
better-off areas of the city.
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1.13.4 We recommend that various incentives should be considered to_encourape health
workers to work in deprived areas.

1.13.5 Despite these financial and resource problems, there are many examples of
small-scale successes with limited means. It was stressed by a number of participants
that, even in the poorest communities, the capacity and willingness of the poor te help
themselves should always be taken inte aecount,

1.14 HNATIONAL AND INTERNATIONAL ACTION

1.14.1 Given the size, the complexity and the commonality of problems faced by
participating cities, it was apparent te all that they would need support, particularly
at national and international level, A numbetr of recommendations are made as te how this
might be achieved,

1,14.2 We recommend that international cooperation ghould be strengthened in the field

of public health, with special reference to the eities and with the support of

international funding agencies.

1.14.3 We alsc recommend at national level that countries should first strenpgrhen their
own pelicies, planning systems, support svstems and styuctures so as to be able to

coordinate trthe needead asgistance from international apencies.

1.14.4 We urgently recommend that internatignal financial agencies should consider the

pegative effects of economic restructuring on the weak and vulnerable (e.g.. the children

of the urban pooer).

1.14.5 We feel that the international network of understanding and support represented
by this meeting should continue to develop, e.g., through workshops, exchange visits and
a newsletter., A clearing-house for sharing case studies and other information should
alsc be helpful, International cooperation should include the continual sharing of
expericnce:

- among citlies of the developing world;

- betwsen develeped and developing cities,

1.14.6 As a means of further developing an action strategy for urban health, we would
like to see the Report of the Karachi Meeting being made available to other cities who
were not participants, as well as to national and international fora which address issues
that diveetly affect the health of the urban peor. We hope that the impassioned plea of
the Spirit of Karachi will draw the attentioen of many organizations and individuals te
the role that they can play in this strategy.

1.14.7 Participants thanked the organizers and sponsors of the Meeting for its
timeliness and for the way that it had been planned and conducted. They alse expressad
their gratitude to all the hosts in Karachl for the warmth of their welecome,
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SECTION 2
HEALTH OF THE URBAN POOR

2.1 BACKGROUND AND DEFINITIONS

2.1.1 The second half of this century hag geen a major grewth in urban peopulations in
both developed and developing countriez. Many of the people living in, and around, large
clties exiszc in poverty and suffer poor health.

2.1.2 The health of city inhabitants ¢an be viewed in a number of ways. The health of
an individual can be considered either as the absence of disease or disability (which iz
what epidemiologists usually measure} or as complete physical, mental and social
well-being. {1) Most health practitioners recognize that there is usually & correlation
batwaen all these measures of health In an individual and will take account of both
elements when assessing personal health,

2,1.3 Similarly, we can demonstrate the lack of health of a pepulation by levels of
premature mertality or the prevalence of specific diseases and rhese measures can be used
to asgess the health of a given urban population or to measure health inequalities
between groups within that population. However, we could also draw conclusions about the
health of an urban population hy & number of indiecaters which reflect their quality of
life, This would inelude rhosze relating to the quality of the enviromment {(e.g.,
overerowding, water and sewage amenitles), the degree of interaction within communities
{e.g., security, violence, social support networks), and the levels of social justice
(e.g., income, access to health care and education). There is now a consensus among
those involved in public health that there is also a correlation at pepulatilen level
between indicators of poor quality of life (e.g., measures of deprivation} and disease
(e.g., high mortality rates).

2.2 URBAN GROWTH

2.2.1 The population of the world has not grown unifeormly. Urban populations are
growing about twice as fast as rural populations in develeping countries. The rate of
population incresse in industrialized countries has declined rapidly while the
least-developed ecountries continue to have a high population growth rate. These trends
are likely to continue into the next century.

2,22 1In the period 1990 to 2020, the total world population will increase by half (from
5.2 billien to 7.8 billion) but the urban population will double (2.2 billion to

4.5 billion) (Fig. 1). (2) Of the 2.6 billion increase in total population, 2.3 billllen
or 884 will be in the urban areas!

2.2.3 Between 1920 and 1985, the proportion of the world’'s inhabitants living in urban
areas increased from 14% to 41%. The projected ratio of urban to rural populatien is set
to increase so that the urban population will consist of 43% of the world population in
1990, 47% in 2000 and 57% in 2020, (2)

2.2.4 The difference between the proportions of urban population in developed and
developing repions is shown in Fig. 2. This shows that, at present, developed reglens
have a high proportion of urban dwellers and this propertien is still increasing, =lbelt
slowly. Developing countries have a lower proportion of urban dwellers but this is
increasing at rates two to three times those experienced by industrialized countries in
the past. (3) This means that, for many countries, the entire increase in population is
taking place in cities.

2.2.5 1In the year 2000, the 60 largest cities in the world will each have around

5 million, or more, people and 45 of these cities will be in the developing regions of
the world, This vepresents a marked change in the global distribution of urban dwellersz
in half & century (see Flg. 3. (4)
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2.2.6 Urban and peri-urban growth is due te twe facters: migration and natural growth.
As countries reach higher levels of urbanizatieon, the influence of the former is less and
natural increase zccounts for a higher percentage of growth in urban areas, particularly
amony, low-income groups (zee Filg. 4). For the period 1960-1970, the average city growth
rate in 26 cities in developing countries, was 4.3%; natural growth contributed about
2.6% and ncet migration and reclassificacion made up 1.8% of this growth. (3)

2.2.7 There are twe interlinked processes in many countries, First, rapid snd sustained
population growth and, second, rapid urbanization., It has heen arpued that some
developing countries have become trapped in the second stage of demographic transition
without being able to achieve the social and economic gains necessary to reduce bhirth
rates. {9

2.2.8 In several countries, populations have begun to exceed the sustainable yield from
land, forest and water systems which results in envirommental degradation leading to
deocreased agricultural production, "natural" digasters and incressed landlessness. This
rural poverty and landlessness promotes rural-urban migration st the same time as the
decreased agricultural yileld reduces the availability and Increases the cost of basic
foods 1n urban areas. Thus, there i1s resultant poverty and ill-health affecting both
rural and urban populations and, although this report is partieularly concerned with the
plight ¢f the urban poor, it is apparent that rural development is an important strategy
in supperting healthy urban development.

2.3 URBAN POVERTY AND HEALTH PROBLEMS

2.3.1 In some developing cities, the poor already make up az much as 60% of the
population and the health problems of these urban poor are becoming more critical. (6)
These health preoblems invelve both digeases which are traditional to the developing
country as well as digeages which have been assoclated with higher levels of development
and industrialization,

BOMEAY
{India)
An examnle of the scale of urban poverty

Thiz is a c¢ity of more than 10 million people with an annual growth
rate of 3.8%. Illiteracy affects more than 30% of the population and
unemployment reaches nearly 40%; In terms of health there is a city
average infant mertality rate of 53.1 per 1000 and & maternal mortality
rate of 0.4 per 1000. One-half of all the deaths occur under the age of
45 years and among the major causes of premature mortality and outpatient
attendances are respiratory diseases (including tuberculesis), diarrhoea,
dysentery, fever and accidents.

Bombay has a range of environmental problems (water, sewerage and
waste dispesal, pollution and working conditlona) which exist throughout
the city but particularly in slum areas.

It is estimated that 43% of the population are 2lum dwellers and there
are algo a substantial number of street dwellers. These groups face
particular preblems in relation to overcrowding, zanitatien, low income and
ingeccure working conditions and "social hazards", It appeare that this
urban poverty is now self-perpetuating (rather than an overflow of rural
poverty). In response to this, the city has established 66 health posts
which provide some degree of integrated health services to 3.3 million
people, including maternal and child health care, family welfare,
immunization, health education and nutritional advice. These services have
been expanded through ocutreach services from these &6 health posts since
1983,
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FIG., 1
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FIG, 2
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FIG, 3
Distribution of Cities with 5 million

or more population
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2.3.2 High levels of traditional health problems are Indicated by high maternal,
perinatal, infant and under-five mortality rates or by the prevalence of chronic
infectlious diseases. New health problems associated with wurbanizartlon and
industrialization include cancers, hypertension, problems of drug and alcohol use,
soxually-transmitted diseases (including AIDS), aceldents (traffic and industrial) and
vialence,

2.3.3 However, the extent of these health problems is difficulr te guantify. Eicher
morbidity and mortslity data are not available for the urban poor (migrants and squatters
often de not bave aceess to the hospitals and health facilities that are the sources of
health data) or data are aggregated for cities or areas which masks the degree of health
preblams of the urban poor,

2.3.4 Table 1 shows the very large variation in under-five, infant and maternal
mortality rates between eountries, but there will also be large varlations within these
countries and, therefore, some groups, particularly the wrban poor, will experience even
poorct health than the worst of these figures suggest. (77

TABLE 1. CHILD, INFANT AND MATERNAL MORTALITY

Deaths below Deaths below Maternal
the age of 5 the age of one yesr deaths per
per 1000 per 1000 100 GO0

live births live births live births

Very high mortalicy 211 130 450

(33 countries)

High mertality 125 85 145

(31 countries)

Medium mortality 108 41 g0

(31 countries)

Low mortality 13 10 11

(34 countries)

Adapted from; UNICEF, The state of the world’s children, 1988, New York,
Oxford University Press, 1988.

2.3.5 Alcthough there are only limited amounts of disaggregated data on urban health and
zocial conditions, these suggest that the health of the urban poor is markedly worse than
that of better-off city dwellers and not any better than that of the rural poor. (8)
Levels of malnutrition and infant mortality rates have been found to be three teo four
times higher in the slums than elsewhere in cities, and ¢hildhood mortality four or five
times higher in shantytown compared with non-shantytewn dwelilers,

2.3.6 Population and household densities are much higher in zlum areas (e.g.,
1.5 persons per room) and age structures show a great preponderance of young pcople
(e.p., 64% under 20 years in some areas, 45% under 14 vears in another).

2.3.7 Other indicators of environmental and social conditions which are occasionally
available are:

Access to domestic water or standpipe
- this varies between 30% and 65% in slum and squatter settlements;
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Ratio of cost of water between street vendors and piped watrer
- this varies between 10 times and 100 times as much:

Households with access to toilet faeilities (including pit and bucket latrines)
- varies between 55% and 753X in many city slum and squatter areas.

2.4 DETERMINANTS OF THE HEALTH OF THE URBAN FOOR

2.4.1 Factors which determine the health of the urban poor fall into one or more of
several categories. -

2.4.2 Firstly, there are those factors related to poverty whieh inelude:

- low income;

- poor living conditions (inadequate housing, overcrowding, lack of sanitation or
clean water);

- low standard of educatien:
-  inadegquate mutrition (quality and quantity),

- lack of affordable transport.

CAIRO
(Egypt)
Income-generation in Manshiet Nasser using garbage a=z the base

The past decade has seen an improvement in living conditions in
Manshiet Nasser, an unplanned peripheral area of this city with a
population of 60 QQ0. These were among the poorest of the immigrants who
took jobs not acceptable to others,

The residents of this area found an economic niche as scavengers and
this activity becsme sn important means of income-generation,
Intereatingly, Ilmprovements In housing, water, electricity, sanitation,
cducarion and health care all followed.

Despite & l0-year-old housing and environmental survey suggesting that
it was not feasible to bring conditions up te acceptable standards,
families began to build concrete houses of one or two floors. Piped water
was then supplied by the government water authority, initially through
public outlets but with increasing proportions of house counections, thus
reducing the need for expensive street vendors., Eleectricity also reaches
mest houses.

Garbage is now collected by vehicle and sorted im special shelters (no
longer in the home) and a new factory converts much of this to an organie
fertilizer.

An important role for veluntary organizations waz ldentified in the
develepment of these lmproved living conditions. The Society of Integrated
Social Welfare underteok a survey to obtain demographic data (age, sex,
literacy, religion and family size) which helped in plamning the work of a
new health centre., They are jointly working with governmental bedies on
socioeconomic, preventive and therapeutic measures to improve community
health.

The Scavenger Care Society built a veterinary unit te leok after the
animals (esszential to their livelihood) and protect against zoonotic
diseases. It has also helped the health autherities im organizing training
for local midwives.

Both theze community organizations are helping to make health and
socilal services more relevant and acceptable.
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Secondly, there are man-made environmental hazards in urban areas, ineluding:

pollution {alr, noise and water);
solid waste accumulation;
traffic;

harards at worl;

stressful conditions;

an enviromment and culture which restricts healthy life-styles.

DAKAR
(Senegal)
Grappling with environmeptal hazards

There are a range of environmental problems affecting health and
hygiene in this city. This reflects the status and shortfall of
environmental health procedures, waste dispeosal, sanitation, water supply
and housing.

As a result, a variety of innovations have been introduced to try and
improve the environment:

{1) Household waste_gollection. In the commune of Pikine, the narrow and

muddy roads of several quarters are inaccessible to garbage trucks.
Under the imfluenece of the health committee, a system was sé&tr up using
horse carts to go into the enclosed quarters and collect waste from
each home. Each family contributes the modest sum of 10 FCFA.

Days of cleapljpess. This was a participative approach chosen by the
urban community in the commune of Dakar te clean up the capital.
These operate every Sunday and invelve clearing up public roads,
footpaths and markets, as well as removing household garbage.

Integrated urban development., This is a project inm Chodak invelving
three areas of action: the promotion of health, including wemen's
health groups concerned with child health, outrition and hygiene,;
environmental imprevement by promoting and subsldizing the
constructioen of individual cesspools; and family income
supplementation, invelving training and cooperative retalling such as
market gardening, sewing, embroidery, kmitting, carpentry and metal
work. Otherwise 75% of family income gees on foed, so househeolds are
barely subsisting.

These initiatives are all based on health-for-all prineciples and
Involve the participation of individuals and communities.

2.4.4

Thirdly, there are factors related to urban social cenditlens, including:

poor secial metworks;
soclal instability;
insecurity of land tenure;

alcohol and drug availability and use;

interpersonal and family relatienships;
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- personal vieclence and eriminal activities:

- lack of political responsiveness to the urban peor.

2.4.5 Finally, unequal access to health care and preventive health services are
important determinants of health and these include:

- lack of health education and public information:
-  inadequate provision of basic medical care;
- poor maternal and ¢hild health including:

immunization,

sntenstal and obstetric care,

growth monitoring and nutritional rehabilitation,
care for diarrhoeal and respiratory infections;

-  ingrdequate communicable diszease control:

- inadequate previsioen of essential drugs.

4.4.6 Along with nutritien, safe water and sanitatiom, these health services make up the
basic components of primary health care. Unfortunately, urban health services are often
underplanned, underfunded, undermanaged and, among other difficulties, do not resch out
to the neighbourhoods and households of the urban poor. Although there are more health
services within urban than rural areas, they are often inappropriate to the needs of the
urban peor, or they are not based within the areas of worst health and are not easily
accessible from within these areas. This might be because of travel costs, ineligibility
or inability to pay, lack of child care facilities, difficulty getting time off work,
inadequate knowledge of zervices, unfamiliarity with other parts of the ¢ity and cultural
ot Jlanguage problems.

ISTANBUL
(Turkey)

Poverty permeates a wealthy city

Istanbul is & c¢ity of seven million and the commercial centre of
Turkey, where more than 20% of the national GNP is generated. It is a city
of contradictions. For example, 9% of the population canmot read, which
means there are as many illiterates in this city as the total population of
two medium-sized Turkish cities combined., There are as many inmhabitants
living in squatter housing under substandard health conditions as the
population of 12 small-sized Turkish citles combined. The comparison of
Istanbul with the balance of 70 provincilal centres of Turkey can be
expanded further to other indicaters, to find out, repeatedly, that poverty
is concentrated in Istanbul, as well as wealth. The 200 000 workplaces,
ranging from multinationsl corporatiens te small shops, while constituting
the formal sector, simwltansously generate an informal sector, upon which
survival of hundreds of thousands of pecple depend.

The 1ssue at stake is whether these people forming the informal
scctor, and residing in squatter houses, receive appropriate services and
care. It is petrfectly clear that they do not.

Although public spending on health is not & negligible amount, the
distribution of primary health care facilities is extremely skewed. Many
health centres are suppesedly serving populations between 30 to 100 Q00 in
their catehment areas. Under these ¢ircumstances, home visits done by
midwives, the most crucial szexvices given by health centres, remain very
limited. Insufficiency of vehicles and funds for fuel restrict outreach
saervices.
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Apart from these problems, serving the "needy” is challenging in terms
of difficulties related te identification of the pockets where
disadvantaged people live.

The general appearance of squatter house neighbourhoods in Instanbul
changes rapidly, as roads are constructed, and as developers infiltrate
these areas to expleit high land values.

To date, the main contributions to improving the health of the urban
poor in Instanbul have been by the meticuleus implementatiom of nationwide
health programmes such as EPI, CDD and FP. More recently, a Health Master
Plan, 1986-2000, has been produced for the city, along with an expanded
school health programme and the provision of free water, bread, milk and
transportation to those in need. The Health Master Plan, produced in
coordination by the Govermor of Istanbul and the universitles, concentrates
on & decentralization of health units, both curative and preventive, by
locating new health facilities to enable easy access. Until the network of
new facilities is complete, 10 health buses will be used to fill the gap,
serving exclusively the disadvantaged areas.

2.5 'FHE SCALE AND NATURE OF THE PROBLEM

2.5.1 It was apparent from the presentations by city representatives ro the Meeting that
there is a tremendous heterogeneity between and, indeed, within cities. It was also
apparent that in many cities the numbers involved and the speed of change are such that
they make the enormity of the problems difficult to comprehend.

2.5.2 Given the many determinants of health within cities, it seems apparent that the
health needs of the urban poor call for a comprehensive approach which addresses all of
these factors. (6) However, while recognizing the importance of an overall goal, we
realize that many cities are likely to move towards this by gradual means. A recurring
gquestion in the Meeting was how to maintain a balance between the appreach of
constructive incrementalism and an overall strategy for health.

2.5.3 An adequate approach, nevertheless, would require a commitment te improving the
health of people living in slum and squatter settlements, a willingness among different
agencies to develop common strategies to meet the health-related needs of the urban poor
and a recognition that poor communities themselves have a major part to play in
developing the strategies to improve health.
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SECTION 3
IMPROVING CITY HEALTH

-'3.1 INTRODUCTION

3.1.1 The determinants of urban health have been recognized for some time and much is
known about what needs to be done to improve the health of the urban poor. Safe water,
reasonable housing and sanitatien, adequate family income are among the fundamental
requirements. So sre basic nutrition, particularly for mothers and children, including
the universal availabllity of simple oral rehydration, an immunization programme with a
very high level of coverage, and basic medical services, including maternity services
which are able to provide care appropriate to risk.

2.1.2 To these measures, which focus on families, c¢an be added some that go much wider
than the family, such as enviremmental safety, the develepment and maintenance of social
support networks, and putting in place the foundations for an ecologically stable urban
community - in other words one where people not only can survive in the shert term but.
alsc can develop in ways that are viable in the longer term, and offer them some prospect
of an enhanced quality of life. Because cities do not function ss discrete economic and
geophysical entities it is impertant to address a number of ecological issues if the
health stratepy is golng to be sustainsble., Fundamental to this are the :
interrelationships that the city has with: {its rural hinterland and with neighbouring
urban areas. The nature of these interrelationships is likely to be complex and will
vary from city to city but issues which a health strategy might have to take on bosrd
include the following:

(a) agriculture, food preduction, retailing and nutrition;
(k) industrialization, use of raw materials, waste dispesal and pollution;
(c) transportation problews (which increase geometrically as the city expands):
(d)} education and health care;
" (e) recreation and protection;

(f) populstion movements,

The sssence of all these relationships is that they should aim towards sustainability,
This Is true of all ¢ities, whether they are growing or mot, and whethey they are in
developed or developing regions.

3.1.3 In short, the key problem is not our lack of scientific knowledge of what to da.
How to do it i1s more difficult, but considerable experience with primary health care in
cities has now accumulated and can be studied for answers to this complex problem.

3.2 NEED FOR A BROADLY-BASED RESPONSE

3.2.1 Increasingly there is consensus about the need for a broadly based strategic
response, and a body of doctrine about its nature. For example, such a strategy should:

(i) be based on adequate information about the urban poor: who they are, where
they live, their majin health needs and their organizations and capaeity te help
meet their needs. This is not as simple as it sounds, because the urban poar
are often scattered and information about their health status and social
conditions is lacking;

(11) reflect the community’s own preferences, its commitment, its capacities and its
invelvement. This requireg a political process which will allow community
participation in all planning and strategy building and which renders
policy-makers accounteble to the community: the community should actually
contribute to and be strengthensed by the strategy;
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invelve mest or all of the slements identified in the preceding Section (see
2.4) and inelude training «f community workers and volunteers in these issues;

reorient policy, skills and resources within the health sector toward greater
community participatien and equity, basic medieal care, preventive health,
education and public information;

{nvolve concerted commitment and coordinated action among other sectors,
including housing, education, industry and urban services and infrastrueture
development;

include momitering and evaluatien so that the strategy is contlnually adjusted
based on experiences.

While such a strategy has frequently been described and quite widely endorsed, it
remains speculative because there are few, if any, complete examples anywhere.

3.3 ROLE OF PRIMARY HEALTH CARE
3.3.1 The basic components and concepts of primary health care (FHC) are well

established (see box). Because PHC is based within communities it is an appropriate
entry point for a strategy aimed at improving the health of the urban poor.

BASIC COMPONENTS OF PRIMARY HEALTH CARE (9)

Health education

Food supply and proper nutrition
Safe water and basle sanitation
Maternal and child health care
Immunization

Prevention of cndemic disease

Treatment of common diseases and injuries

Provicion of essentisl drugs

BASIC CONCEPTE OF PRIMARY HEALTH CARE (10)

b,

Universal coverage of the population, with care provided
according to need.

Services should be promotive, preventive, curative and
rehabilitative.

Services should be effective, culturally acceptable,
affordable and manageable.

Comnunities should be invelved in the development of
gervices sc as to promote self-reliapce and reduce
dependence.

Approaches to health should relate to ether sectors of
development
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3.3.2 Primary health care has been described as the key to achieving Health for All
(HFA) and as an integral part of the health system and of the overall social and economic
development of the community, (9,10) A distriet health system, based on primary health
care, willk inelude self-care, family care, community health activities, first health -
farility and the hospital at the first referral. This is equally true for both urban and
rural district health systems. '

3.2.3 Prevention and care by, and for, the community itself will give visible results
within a short period of time and need not require a let of capital investment,
Improving sanitation, nutrition or antenatal care, for example, will resulrt in hetter
health for the wheole community. The energy, inventiveness, determination and will to
survive of low-income urban populations are now fully acknowledged. It is becoming
increasingly ebvieus that for any primary health care programme to succeed, local
communities must be invelved fully so that they are responsible for, and benefir from, an
improved health delivery system, Through community participation in pelicy-making as
well as implementation, services can be designed in explicit response to needs that
people have themzelves expressed and can reach further out to the poerest families.
Algso, communities value and better maintain services to which they have contributed,

ADBDIS ABABA
(Ethiopia)
A ecity.wide PHC programme

Addis Absba has developed a programme of primary health gare which
invelves a variety of strategies, including community mobilization and
training of community level health workers.

A wide variety of organizstions axe Llovelved in these activities:

- urban dwellers organizations;
- women and youth associations;
- trade unions;

- nongoverrmental agencies,

Primary health care commlttees at various levels were established,

A programme of workers training was established which invelved
community health agents (CHAs), traditional birth attendants (TBAs) and
reipghbourhood health action animators.

Eventually there are plans to appeint one CHA (and one TBA) per
10G0 population but initially there will be one CHA per "kebele”. There
are 284 kebeles in the city and they have 5000 population on average.
Training of CHAs was preceded by well-designed "ttrainers training"
programnes to improve communication and teaching skills. An interim survey
has been conducted to get an impression of the scope of invelvement and
efficiency of CHAs. This suggests a need for continuous suppoert and
supervision for health establishments from the city couneil,

The neighbourhood health action snimators are volunteers selected from
the vouth and women’s assoclations and are assigned to units of
30-40 families. The animators are usually members of these family units
and are expected to keep account of births and deaths, register those
eligible for vaccinations, and te weipgh children under two years of age at
monthly intervals. This appreach (unique to the capital at present) has
not yet been formally evaluated but much of the success of the immunization
programme is credited to the volunteers,

One major problem in strengthening PHC programmes at grass-root level
is the lack of effective and efficient back-up at district level. The
training of doctors and other health personnel in PHC and deploylng them to
staff district health departments is a recent achievement.
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3.3.4 Many of the resources, particularly human resources, required for primary health
care services can be found within the community itself. Members of the community can bhe
trained to become community health workers and the community can contribute its labour to
construet health faeflities, building materials being provided free or on credit by the
government or by nongevernmental erxganizations. The opportunities for community cost
sharing are likely te vary from place to place depending on factors such as absolute
ievels of poverty, capacities within the compunity, problems of underfunding and lack of
access to services in particular areas,

BEIJING
(People's Republic of China)
Health achievements despite ited resourcesg

Beijing demonstrates that even in a city which has expanded rapidly,
it is still possible to achieve and maintain relatively good levels of
health as measured by, e.g., life expectancy, maternal, childhood and
perinatal meortality, immunizatien rates, incidence of infectipus diseazes,

Comparison of mortality rates for last decade

Mortality rate 1979 1988
Pregnant women 33.4/100 000 30/100 000
Infants less than 3 years 14 .39% 11.99%
Newborn 9% 7.7%
Perinatal infants 15.4% (1981) 11.87%

Health care in Beijing is funded by three different means:

Government-paid medical service and labour insurance ........ 62%
Labour insurance for employees’ family covering 50%,

regt paid by family ... .. ... 247
Self-paid patients who later receive 50% government

reimbursement ... ... e 143

Nevertheless, the present health care system faces a number of
challenges:

(1) health spending makez up 3% of the municipal budget but a strong
case could be made for increasing this;

{2) government-.supported social insurance for non-insured residents
would increasze the comprehensiveness of heglth care:

(3) health care services could he developed to improve the gquality of
people’s health (as well ss reducing mortality).

3.3.% To be effective, primary health care is dependent on intersectoral action in a
large number of areas. Some of these are identified in the box on page 23.




SHS /NHP/90.3
page 23

INTERSECTORAL ACTION FOR HEALTH

- Employment, income-generation and income
distributien

- Industry

- Agriculture

- Feod supply and nutrition

- Housing

- BSanitation and water supply
- 8olid waste disposal

- Environmental safety and sustainability
(including pollution contrel)}

- Securiry of tenure

- Reasonable (but realistic) building regulations
- Transport

-  Communication

- Education

- Recognition of the role of women

- Community development and empowerment

- Population equilibxium

CALIBAR
(Nigeria)
Putting together an intersectoral response

In thiz eity, 40% of the population can be classified as poor, using a
definitrion of less than one adequate meal per day.

Many of the problems faced by this low-income group are due to
poverty, lack of =anitation, inadequate water and food, poor housing, crime
and unemployment., These problems have been worsened by the structural
adjustment programus which has been introduced because of financial
problems, N

There are apparent difficulties in: (a) develeping city policies
{particularly because many Lgssues are the responsibility of reglemal or
nationzl government); and (b) achieving more than minimal community
participation even with political statements of commitment.

The city has focused on health problems of children aged (-2 years and
pregnant women and, therefore, on the services provided by trained health
workers and traditional birth attendants. There are a number of primary
hezlth care and related activities, e.g., expanded programmez of
immunization, oral rehydration, housing and transportation, There are alse
some local initiatives to Ilmprove health and health care, e.g,. primary
health care managerent cemmittees, local health committees, neighbourhcod
development organizations.
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3,3.6 Slum communities, if supported by enabling policies, progress slowly but often
surely. They work together to better their environment by building roads, créches,
schools and clinics and organizing garbage and sewage disposal. The provision of
securfty of tenure and a little financial and technical assistance, as well as training
from govervmental or nongovernmental sources, csn go a long way to enabling people to
improve their situation. The basic requirements are changes in policy from thoss of
non-recognition and non-suppert (er oppositiom) for community involvement to those of
enabling or encouraging community action.

CALY
(Colombia)

Helping the micro-entreppgneur

In this city, the impertance of the "Informal Sector™ im wrban
davelopment and, in particular, the role of the micro-entreprensur, has
heen clearly demonstrated. As a means of supperting and developing this
sector an educational programme has been develeped by the Carvejal
Foundation which adapted the basic principles of business administration te
the smallest organizations, that is, te micre-businesses,

The micro-entreprensur has a good knowledge of his craft but not of
management, Although micre-entrepreneurs place credit as their most
important need, the Foundation has found that credit without education can
be harmful. Those micro-entreprencurs who received management training and
credlt believe that the former played the more important role im the
improvement of their enterprize,

By September 1989, 13 000 micro-businesses in Cali, alome, had taken
at. least four basic treining courses. In all of Colombia, thisz was 70 Q00
and 25 000 businessmen had received leoans (averaging US55 14 000) resulting
in 30 000 direct jobs.

Examples of local initiatives ineclude:

(1) The self-construction of dwellings. The success of the programme
carried out in €ali has depended upon the coeperation of the
different participating institutioens, since its functioning
requires the coordination of different activities.

In addition to plots of land with public services, or what 1z
called sites-and-services, the two most important compenents of
galf.construction are loans to increase the economic capaelty of
the dwellers, and the availability of construction materials in
places close-by. A self-construction pregramme also requires
suppert for the persons engaged in self-construction. This
support consists of supplyinmg architectural designs with several
alternatives for construction, faecilitating the legal approval of
the municipality, providing techmnical assistance and coordinating
the neighbours so that they help each other in sn organized way.

{2y The provision of warehouses for building materials. This is
leased to manufacturers and busineszsmen whe sell the building
materials and pay a percentage of zales to the workmen,

(3) Waste collection and recycling with funds being used to provide
resources for paving of streets and payment for medical zervices.
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3.4 THE IMPORTANCE OF DECISION-MAKIT}JG AT CITY LEVEL
3.4.1 Decision-making at city level is a principal influence on urban health:

- 1t is the ouly level where a city-wide health strategy can be developed along
with the appropriate leadership for implementing the strategy. This will require
a shift away from the goal of unconditional economie growth towards that of
increasing the health and welfare of all cirizens, especially the poorest;

- it is the main level at which services and departments have to be coordinated tg
achieve iInterseetoral action.

3.4.2 However, deciszion-making processes which determine city health oecuxr at & number
of different levels above or within the ¢ity and, at each of these levels, different
players are invelved in making (or failing to make) these decislions.

3.4.3 The different levels of decision-making processes extend from the level of
internacional organizations to that of househoelds. tThe different players wvary depending
on the level. Some examples of the range of participants are given in the box below, '

3.4.4 Beecause of its central pesition within these levels of decision-making processes,
the city is the natural level at which to develop a health strategy. However, the
complexity of this decision-making machinery leads to two other conclusions:

- a city health strategy to cater for everyone including unserved and underserved
groups would require a very broad base of support to have any chance of sucecess,
Thiz, in turn, means that there must be considerable information, and oppertunmity
for debate, provided within the ¢ity, within the community and at national level;

- there has to be a recognition of the need for coordinated decision-msking and a
commifment te achieve this among the various organizations invelved, Otherwise,
those Involved in decizion-making processes will be constantly frustrated by
other decisions beyond their contrel. Therefore, there is a need for s structure
and/or process to ensure both wertical and horizental econsultation and
coordination in decisions affecting health within the urban community.

LOCATICN OF DECISION-MAKING PROCESSES AFFECTING CITY HEALTH

International:
Private companies/Governmental alliances/NGOs/Ald agencies/...

National:
Ministry of Health/Other departments/Large businesses/NGOs/
Political groups/...

Municipal:
Local government departments/Health boards/Local businesses/
NGOs/Community erganizations/Trade unlons/Professions/Academic
institutions/Political groups/...

Community:
Public sector staff/Voluntary organizations/Local businesses/
Community representatives/Nongovernmental organizations/
Schools/Local community organizations/Pelitical groups/
Religious organizations/...

Families and individuals
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3.4.5 Of eourse, given the uncertainties of obtaining city-wide coherence in strategy
making, interim arrangements may need to be considered. Thus, areas of the city, such as
specific zones or large neighbourhoods, might cellectively adopt common principles or

share in specifie {nitiatives to promote equity in health.

3.5 PBARRIERS TO ACTION

3.5.1 1If there is quite a large measure of agreement about the secope and substance of an
appropriate strategy, why has not more happened in practice? It would be foolish to
ignore the fact that there axe some real barriers to progress. Among them:

{1} an all too obvieus gap between the resources available and those needed, and
the difficulties in realigning what resources there are, even when a changed

pattern of expenditures seems mandatory;

(ii) =2 mismatch between the heavy responsibilities that rest upon city governments
and {frequently) thelr limited authority and limited funding;

(1ii) complexity and incensistency amomg the various levels of government, so that
(for example) there may be little or no support in natiomal development plans
and national health pollicies for local programmes teo improve the health of the
urban poor, or (to take a different example) the economic, envirenmental and
social intexdependency of the city and of surrounding rural arecas may not be
reflected in shared policy and joint action;

{(iv) 1lack of legal status and land tenure in many peor urban cemmunities, combined
with lack of community organizatiens and = political voice. Along with this
powerlessness frequently goes a mistrust of authority by the poor and prejudice
and discrimination agalmst the poor from others inm the city:

COLOMEO
(6ri Lanka)
Community development in the Colombpo Project

The Colombo project, established in 1979, was concerned with both
environmental improvement and community development in the slums and
shanties of the ecity,

At that time these were home te 50% (315 000 people) of the city
population, almost entirely consisting of the urban poor (average per
capita income per menth of SL Rs 80,00 or less than US§ 2.50). This group
had many health problems - a high incidenc¢e of infant and child morbidity
arxl mortality, water-related disease and nutritional deficiencies, laclk of
basic amenities, poor ssnitation and enviremmental hygiene. Perhaps more
fundamental, however, were the lack of land tenure, home ownership and the
instability of their very existence which prevented any community-level
organization to Iimprove their situation.

There were a number of ¢critical factors which determimed the success
of the Colombe project and fouy of these are identified below:

(1) the project benefited opportunistically from national policy
Initiatives concerned with housing programmes and rights of
tenure;

(2) little weuld have been achieved without the political will,
commitment and support, at the highest levels, to improving the
status of the urban peor;
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(3) the installation of physical amenities (the viszible benefit of
the preoject) was found necessary before there was any suecceszs in
achieving community particlpation in the preject;

(4) the community level workers (health wardens) proved to be more
capable of interacting with the community and promoting
identification of health needs than the traditional field worker
{(publiec health inspector, midwife or nurse).

Initially set up in 300 slum communities, the programme has gradually
achieved a level of community participation and has grown in content (to
meet community defined needs) and in area (o cover other slums and
shantytowns) .

(v) organizationsl barriers to Intetsectoral action and a distrust of what is
sometimes seen a5 sn sttempt by health agencies to pre-empt scarce resourceg,

(vi) Dbarriers, leoyalties &nd commitments within the health sector, frequently
including en inappropriate introversion by heospital medicine which often takes
too little note of the contribution that it should make to the health needz of
the urban peoeor. (Medical professionals may foeus on the care and cure of
inpatients to the detriment of outpatients, preventive care asnd community-based
services);

{vii) organizaticonsl complexity outside government as well as within it, for example
nengevernmental organizations (NGOs), private companies and international
agencies, with the difficulties inherent in trying to achieve effective
collabeoretion smong them all, leading te action on the ground;

LAGQS
(Nigeria)
An example of intersectoral action

The Metropolitan area of Lagos has a population of 5.25 millien
(1988), increasing at slightly meve than 3% per sannum. About 1.3 million
people live in slums.

Getting things done In Lagos about hesalth inequalities and access to
health care by the poor requires the sustained commitment of the Federal
and State governments, as well as the city and surrounding jurisdictions.
Among the actions that are being undertaken are:

- Water supply: Establishing "mini-water works" (whiech are deep
boreholes with compact treatment plants) in strategic locations in
the densely populated areas. Access to safe water by the poor
{45%) remalns much less than the metropolitan average (80%).

- Housing: Construction of low- and medium-cost houses, which are
sold at subsidized rates.

- Education: Provision of standard, prototype classrooms in every
community,

- Transportation: A "mass transit programme", to provide commuter
and student buses, to improve roads and to develop waterways and
ferries,
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active in Lagos, assisting with health programmes for the urban poor,
including a strong attempt by the women lawyers to help combat drug abuse.

- Butrition: Programmes to improve nutrition, linked with provision
of agricultural land fur a szmall fee and the encouragement of
increased food production.

- Enyireopmental saniftatien: The pail system of human waste dispesal
was abolished in 1986, with encouragement (through subsidy) for
each househeld to build a water closet instead. Special sanitation
days have been eztablished on a monthly basis, when movement is
restricted and everyone has to clean their house and surreundings,
with a fine or imprisonment as the punishment for nom-compllanee,
The adequacy of solid waste disposal is still much less (25%) for
the urban peor than for the city as a whole,

-~ Primary health care: The Frogramme includes formation of local
health committees, training of neighbourheod health workers,
market-based distribution of contraceptives, routine teaching to
mothers of ORT, and the use of national and State immunization
days, with mobile snd market-based EFT teams.

- Community development: There are special programmes for women (the
Betrer Life Programme) and for mothers and children.

- Rehabilitation of destitutes: An attempt (with only limited
success) to pick up and rehabilitate destitutes and beggars in the
city.

aApart from governmental programmes, many local voluntary groups are

(viii)

(iz)

(x)

(xi)

sometimes the lack of any process for developing an effective overall health
strategy, or even partial strategles that promise incremental gains, and the
pelitical commitment to implement them;

a commitment to economic growth and development without censideratien of the
adverse effects of these policies and programmes on the health of the urban
poer. The other aspect of thig iz the implementation of policies of structural
adjustment, in times of economic crisis, without mitigating the worst effects
of these on the city’'s poor;

a shortage of some of the relevant skills, for example, In poliey analysis and
formulation, health service management and in monitering and evaluation;
pogsibly aleo, in some cases, a lack of political leadership;

impotence at the city level to resolve some problems that cam only be handled
at the level of regional or central government - or even internationally, such
as (in some cases) the crippling impact of debt repayment.

3.5.2 To date there are more convincing examples of sucecessful, relevant projects at the
micro level than on a city-wide basis. Moving from such igolated initiatives to a total
strategy has proved difficult, and it does not happen of its own accord. The problem of
institutionalization of PHC projects has been recently disecussed elsewhere. (6)

3.35.3 Alternatively, of course, one can start with a toetal strategy, but then this has
tv take on local life and reality before it becomes relevant to specific communities and
neighbourhoods, each with their own circumstances, problems, fears and hopes.
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3.5.4 Empowerment of poor communities is therefore an essential ingredient, This
requires a clear resolve, patience and specific skills. It alsc calls for city-wide
organizational structures and processes that foster and support loecal actien, '

3.6 TOCLS FOR EFFECTIVE DECISION-MAKING

3.6.1 While primary health care actions have the potentizl to be among the most
cost-effective contributors te improvements in human welfare, this has to be documented
and demonstrated. Hence, there are a number of important methods which may need to be
conzidered for planning and decision-making.

3.6.2 Situational analysis: This is a method which can be used for summarizing and
analysing the health-related preblems within a city and the resources available te meet
these preoblems, Tt Incorporates routine and ad hoe data collection using quantitative
and qualitative information from formal and informal sources. The analysis of this
informarien, using & team approach with feedback from key centributors, including
community members, sheuld identify priority health needs and issues to be addressed at
eity level, the main actors to address the ilgsues, and the resources from community, city
and national levels that can be mobilized,

BANGKOK
(Thailand)

Situwational snalysis through the Basic Minimum Needs survey

The city has for some time had a commitment to urban primary healrh
care (e.g., through the use of urban health velunteers) but it was realized
that this commitment on its own was not enough either to provide adequare
personal c¢are or to meet the needs of communities, particularly among the
urban poor,

As & result, the Basic Minimum Needs (BMN) concept was used as a
developmental approach because it was "socially oriented, community based,
Intersectoral ... and scientifieally sound". 1t involves eipght components:

- food intake;

- housing;

- basic services, e.g., health and education;

-  security;

- pood culrure and habits;

- income-generation;

- family planning;

- community participation and obedience of laws.

In 1987-1988, B0 communities in Bangkok conducted the BMN_survey, It
was found that physical problems were ranked first, followed by
socioeconomic, health and behaviour problems, Major health problems
included family planning, MCH and nutrition. Resurveying will be conducted
yearly for monitoring and evaluation. Since a new section is responsible
for community development and income-generation, with 17 new posts added in
the erganizaticn of each distrier, the Bangkek Metreopolitan Authority plans
to increase coverage of community development by at least 80 communities
yearly. At present, it is still in the processz of learning and doing., It
is felt that it is essential to have some communities as training sites and
facilitles for theose from other communitieszs in the near future.
Community-based training pregrammes for health for all through the Basic
Minimam Need Approach will help us as a key for shortening the time
of full coverage.
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possible methods for intervention to address any of these pricrity issues.
are desirable will depend on:

Option appraisal: This is an aid to planning inveolving the review of a number of

available technolegy;

Which optiens

local circumstances, including government and community structures and capacities,

information derived from pilet projects (locally and elsewhere);

models of projected costs and benefits from different approaches.

Perticipatory planning: This should include national and eity government

officials from all related agencies, i.e., water, sanitation, social and communicy
development, as well as health, and representatives from selected communities of the
urban poor.

LUSA¥A
(Zambia)
An example of participatory planming in Kamanga Township

In 1987, an Intersecteral Commirtee, formed by the Lusaka Urban
District Council, selected Kamanga Township as an area of exceptional
disadvantage, Indlicared by landlessness, poor water supply, lack of proper
sanitation and low income, Three baseline surveys were commissioned
covering soclal and economiec aspects, health, and water supply. The
Intersectoral Commitree then sget about organizing a workshop for opinion
formers/community leaders in Kamanga Township, to discuss the survey
findings and obtain the views of community leaders on priorities for action
and tha prospects of developing the Tewnship with their cooperation. The
warkshop:

-~  resolved upon an order of priorities (water supply, sanitation and
housging, and refusze diszpeosal were the first three);

-~ comnitted the Kamanga community to individual and mutual self-help
whereby, for example, the building of houses and latrines would be
the respongibility of individual households, while water supply and
a range of facilities would be matters for the community;

- pledged the Kamanga community te finasncisl and other contributions;

- committed the local pelitical leadership to eorganizing the
community in varicus forms of participation.

The Steering Committee then formulated a plan of action to reflect
community cencerns, and went about "selling" the proposals to various
pessible funding agencies, project by project.

3.6.5

incurred.

between areas of a2 city by X%).

Monitering and evaluation: Monitoring can be defined as an internal process

involving, e.g., achieving target coverage, carrying out financial audit, meeting
deadlines, ete. It is, thus, essentially to do with measuring process. Evaluation,
the other hand, is essentially about measuring outcomes and relating these to costs
Often these will be compared against a set of target outcomes defined at the
out:set of the intervention (e.g., to reduce differencesz in levels of premature mortality
Usually evaluation will invelve external contributors as

on
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well as those responsible for implementing the intervention. Using these definitions,
monitoring tells us about the progress and feasibility of a particular eptilon;
evaluation tells us about its effectiveness and efficiency.

3.8.6 Documenting and evalusting what happened loecally is essential to the process of
option appraisal and decision-making and might involve the following areas:

{a)} What are the essential problemz and how are these identified?
{b) How and why were particular interventions adeopted?

{¢) What was the process of consultation? At what stages did this oceur and who
was involved?

How was the intervention implemented? Are there documents deseribing the
process of implementation of the project (i.e., monitoring)?

What was the outcome of the Intervention (i.e., evaluation}? This should
describe health improvements and the cost of the intervention. What were the
outcome measures that were selected and why? Does the information allow a
cost/benefit analysis?

Does the information available allow some estimate to be made of the
replicability of the project? Is there other information {perhaps qualitative
rather than quantitativé) which will help to assess replicability)?

{g) What were the failures and sherctfalls and what were the reasons and costs?

3.6.7 Clear exposition and effective compunication are needed at each stage and each i
level for broad suppert (see 3.4.4), this is fundamental to any city health strategy. It

should jnelude:
the public (including lecal communities):
the politicians;
the administrators;
the prefessions.
This is not a matter of "marketing" predetermined policies, nor even simply a matter of

aducation, rather it is a two-way process by which problems are shared and solutions
axplored. It will be facilitated by a team approach to decision-making.

3.6.8 The degree to which these tools are available will depend on a number of factorﬁ
for example: :

local skills available:
pressures of time;
financial resoutces;

existing networks.

3.6.9 As a rapid, but effective, decision-making method, Rapid Appraisal (see box on
P. 32) has been developed and used in a number of urban situations, and is based on the
health for all principles of equity, community participation and intetrsectoral
collaboration.
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S5TEPS FOR RAPID APPRAISAL (11)

Decide what information is needed.
Decide how to get information:

- documents;

- key informant interviews;

- observations.

Collect informstion.

Analyse information:

- data and professional "common sense™.
Review findings with key informants.
Define priorities.

Make a plan of action.

Mounltor and evaluate.

3.6.10 There are two fundamental benefits from using the methodology of rapid appraisal,
Firstly, it means that local people are involved from the outset in problem definicion
and priority setting. Secondly, it is a very valuasble learning experience for the
professionals irwolved. This process, however, should only be segn as a starting point
and it may have to be carried out in several different areas of a city to provide an
overall basis for developing a health strategy.

3.7 GAINING COMMITMENT

3.7.1 Section 3.6 concentrates on improved rationality. Important as rationality
undoubtedly is, it is not sufficient. Indeed, it can be positively unhelpful to
concentrate exclusively on analytical techniques without recognizing that the maln blocks
to actien are not lack of Informatiomn.

31.7.2 For example, all human organizations are, to & degree, prisoners of their own
structures. Hence, to achieve intersectoral action is likely to require the
establizhment of groups that eross organizational boundarjes, szuch as:

interdepartmental committees and working parties;

taesk forces dedicated te & common cause;

neighbourhoed ¢ouncils that are concerned to voice opinion about a wide range of
services in their leocality;

city-wide strategic teams chaired at the highest level te suppeort PHC activity
throughout the city.
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THE STATE OF $A0 PAULO
{Brazil}

Moving from a centraljzed to n decentralized health system

The Brazilian health system used to be extremely centralized to the
Federal level, and was also fragmented, with different sgencies attempring
to respond to the needs of people in the same geographic area. 1In the
State of 5Ho Paule, this position has changed through the implementarien of
2 unified and decentralized health system (SUDS) coordinated by the State.
Under the municipalization process, 560 out of 572 municipalities in the
State (but excluding the Capltal for the moment) have been given authority
for rumnning (among cther things) their local health affairs, with control
over the combined resources of health services previously run by Federal,
State and Local Governments. The munjicipalities clear their plans and
review their results with 62 regional health authorities, acting on behalf
of the State. Whatever iIs approved in this way is passed to the central
heslth administration of rhe State so that, within the State’s health
budget and its poliey gulidelines, contracts ecan be signed and implemented.

These arrangements allow substantial local management autonomy,
without a loss of real contrel at the State level. Substantial additional
investment in the health system has taken place under the aegis of these
municipalization arrangements.

Although at an early stage, some indicatiens of the success of this
initiative are available, There has been an improvement in vaccination
(DPFT, poliomyelitis, measles, BCG) which has increased from z range of
75-85% (1987) te 20-92% (1989). Control programmes for cervical cancer
used to reach 8% of women and this has inereased to 50% (1989).

The project for the slums aims at the installation of Advanced Health
Centres, Child Development Centres and collective baths, lavatories and
wash tubs. The health eentres will provide ambulatery care 12 hours a day
with medical care, simple surgical preocedures, treatment and support
activities. The c¢hild centres will provide c¢hild care, hygiene,
nourishment, education and health care for children 0-6 years old.

3.7.3 A second organizatienmal block concerns the isolation and pewerlessness of the
urban peer (3.5.1). Their lack of status (or even of basic recognition as eitizens) and
distrust of authority is often cembined with a lack of time to engage in any activity
that does not seem essential to survival, ‘

3.7.4 Intersectoral organizations (3.7.2) are all very well, but they can deo litrle if
they are overtly or covertly opposed within the main departments which they are supposed
te represent. Too often PHC has been get up as a separate policy or management activity
leaving the rest of the organization unaffected and quite possibly hostile., Thus, it may
be necegsary to change the rest of the organization - such as the Minigtry of Health or
Gity Health Department - before PHC is taken seriously. Similaxly, there have to be
substantial changes of heart and shifts in the balance of power within the health system
and the medical profession to turn hostility into understanding, commitment and support,
Universities, in general, and academic departments of medicine and nursing, in
particular, have big roles to play, because they shape the attitudes and skills of each
cadre of physicians, nurses and other health workers. They can take a lead in primaxy
health care projects im the poor urban neighbourhoods that are never far from their
doors, and their contributions are indispensable in monitoring, evaluation and research.
Nengovermmental organizatiens have also made outstanding contributions in these fields.
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EARACHT
{Pakjisgtan)
An example of a Univerasity's comtribution to PHC

Karachi iz a city of some nine million, sprawling outwards over an
enormous area and still growing in population at 6% a8 year. The mailn
impetus to growth has come from inward immigration from rural atreas,
including remote areas after partition, so that Karachi's population is
highly disparate, and the city does not feel rooted in its hinterland.

Although it is (by regionsl standards) a relatively wealthy city in a
relatively wealthy country, about 40% of the population live in slum and
squatter cettlements,

Since 1985, the Department of Community Health Science of the Aga Khan
University (AKU) has been designing and testing primary health care (PHC)
modules 1n both rural and urban settings which have the promise of
providing effective and affordable services and also serve as prototypes
for FHC systems that could be replicated by municipal and provimcizl
governments, In addition, these field sites provide training facilities
for AKU's medical and nursing students in order to prepare them for dealing
with the major health-related problems of Pakistan. Lastly, these field
sites also provide opportunities where health zervices research and health
manpewer development activitiesz can be conducted, Of the seven urban field
sltes, six are in “katchi abadis", which are among the city’'s poorest
areas,

In implementing the PHC programme, majoy emphasis is being laid on
community participation, community finaneing, promoting health and
preventing disease, setting up a PHC infrastructure, establishing referral
sygtems, providing effective treatment for commeon ailments, and promoting
intersectoral coellaboration,

3.7.% We have already referred (3.6.7) to the need for clear exposition and effective
two-way communication. Here, we emphasize that this has te be in a broad senze a
political matter, though not necessarily party political. A fundamental shift of public
policy, such as PHC requires, will net happen without public acceptance and political
leadership. Political will is often the main determinant of whether haslth issues of Lhe
urban poor are effectively tackled., This means cultivating opportunities te influence
key politicians, leaders, and epinion-formers, and to shape public oplnion (which in turn
Influences those who hold or aspire to power). Equally, the poor are often alienated and
distrustful of others, including officials. While there are ne easy answers, eqguality of
pelitieal rights vis-4-vis other citizens certainly helps to increasze their pelitical
influence and their power to help themselves.

MANILA
{(Philippines)

Manila on the Go . .. An attempt to link local action to the Mayor

Marils, a metropolis of 4 little less than twe million pecple with a
population density of roughly 50 000 per square kilometre, is divided
administratively into 899 barangays or villages, of which 234 are
classified as depressed, The City of Manils is trying te tackle the
problems of inequality and deprivation, both through measures to alleviate
their worst aspects and through rectification ivn more fundamental ways.
Towards these ends there is a four-year development plan for 1989 te 1992,
with a health component thar iz multisectoral and participatory.
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All of this is worthy but somewhat bureaucratic. The City Mayor has
added a distinctive personal and peolitical element with the MANILA ON THE
€0 programme. A trouble-shooting medlco-auxiliary team, at the Mayor's
personal disposal, is sent on a daily basis te s selected baramgay to do
whatever the barangsy leaders want done,

While one can see some.obvious dangers in this appreach (Will
political favouritiszm and pelitical opportunism disturb the priorities of
the City Flan? Will barangays be selected on the basis of their need or of
political expedience? Will the team be in any one place for teeo little
time to do much?), it alsc offers potential advantages. It forms a direct
two-way link between local community leaders (at the barangay level of
2000 people on average) and the Mayor, demonstrating his commltment to
helping them and briefing him continually om the state of affairs in
deprived communities and ¢n what community leaders think are the priorities.

3.7.6 Finally, it is naive not to recognize the power of money. Without some
expenditure, little can be achieved. 1In perieds of economic difficulty, programmes at
greatest risk inelude infrastructure projects and services specifically directed towards
the poor and the powerless. Health iz often seen as potentially a bottomless pit in
terms of public finance. Thie implies the need to mobilize additional resources where
pessible (including the resources of the poor themselves) and switeh alloecatiens within
the budget tewards PHC, While this may neot be possible on a large scale, {t can often
start relatively modestly. Moreover, small, regular, incremental budget shifts, when
sustained over any leng peried in time, add up to big changes. Such shifts can be
brought about by sustained budgeting policies supported (where these exist) by long- or
medium-term strategic plans,

SEOUL
{Korea)
Financing health care for all

Seoul is a booming city of some 10 million, comprising about 25% of
the population of South Keorea, a country of rapid industrialization and
urbanization, and dramatically increasing affluence, There is,
nevertheless, veal poverty in Seoul, with many families living near the
subsistence level on land that is threatened by commercial development.

Since 1977, there has been a medical care relief programme for the
needy poor. Beneficiaries are divided inte classes with varying levels of
entitlement to free, or partly pald, outpatient and inpatient care. About
3.5% of the Secul population qualify for the programme. However, medical
Insurance, which has long covered these who are employed by large
organizations, is now being extended in stages te cover virtually the whole
population, TIn July 1988, employment-related insurance wag made
compulsory, even for small firms employing five or more people. At much
the same time, area-baced insurance was introduced in rursl areas for
everyone who is not covered by an employment-related scheme.

In 1989, the same idea was extended to urban areas., In Seoul,.for
example, there are 22 such area insurance unionz each based in a ward and
governed by an elected committee of its members. Premiums are paid monthly
and are related to famlly numbers and to means. Families with a car are
obliged to pay an extra premium. Low-income families of more than four
menmbers are exempted from the basic family premium, Fifty per cent of the
cost of the scheme is borne by the State,

With rising prosperity, Keorea can afford to pay more for health care,
including health care for the poor. It has elected to do =o by extending
the health insurance scheme to cover virtually everyone, rather than by
expanding the safety net of the medical care programmes,
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3.8 A TOTAL GITY HEALTH FLAN OR TACTICAL INCREMENTALISM?

3.8,1  Given that an effective health strategy must be intersectoral, and wlll call for
shared commltment from local level to national, the case for s teotal ciry health plan
seams obvious. Conceptually it is, and some cities have found not only that they can
produce one, but that te do so Is a major step forward, On the other hand, the
proparation of such a plan is net an end in itself, but a means to an end. Some cities
have found it easier to take a series of practical, ineremental steps towards social
justice than wait for a complete straregy, that remains only a dream. There is something
to be said for both views and they ecan (at least to a degree) be reconciled.

3.8.2 A number of points need to be considered when developing a clty health plan:
(a) Which agencies need to ba involved?
- At which levels? e.g., city, naticnal, community, etq,

- From which sectors? e.g., local government, health heoards,
nongevernmental organizatiens, local representative groups, buszinesses,
trade unions, etc,

{b) What information 1% needed initially?
- Would rapid appraisal exercises be useful?

- Does such information provide adequate coverage of the urban peor? (This
will depend on the heterogeneity, as well as the size, of the eicty; it is
important that thesze excrcises include representatives from vulnerable
sections within the community.)

(e} Are local pilet schemes needed?
Do local pilot schemes already exist?

What models would be most relevant? (Some may be suppested by local
information or community contacts, some may bé based on successful
projects developed in other cities in similar situations.)

- Have needs been locally defined, in consultation with the informants from
the communities affected?

(d) What further data ceollection 1z needed?

Information from these activities will become the basis for the next steps in
the planning process and problems identified may demand more detailed
quantitative and qualitative information. In short, it may be necessary to
know not merely what the problems are, but how many people are affected and
what resources (municipal, community and nongovernmental) are asvailable to
tackle these problems. It is also important to know how these problems arve
discributed. For example, what are the health imequalities? What are the
levels of premature mortality in different groups in the city? What are the
variations in low birth weight? Disability? Househeld income? Access to
clean water? OQvererowding? ete,

{e) Are specific efforts needed to provide universal coverage?

If many of the urban poor lack sccess to basic amenities and services, how can
resources be used to ensure universal coverage and, therefore, be targeted to
those with worst health? Can gpecific programmes be directed towards needs
identified by these vulnerable groups? Specific programmes relating to primary
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health care coverage are only likely toe be successfully adopted if they address
problems which have been ldentified by the communities themselves. I1f not, the
programmes must wait until some of the community-defined priorities have been
addressed,

What areas need to be addressed in a city health strategy?

It is only after consideration of available data and experiences that a more
detailed strategy can be developed to improve the health of the urban peor.
This should include zections on problem analysis, strategic cholees, specific
action plans, implementation and evaluation. Part of the process of developing
a city health strategy must include consultation and widespread communication,
given the bread bsase of support which would be required for the implementation
of such a plan. To produce a competent rechnical document which does mnot have
such support, is at best z waste of wvaluable resources and at worst will damage
the eredibility of any further health strategies,

Jakarta has & strong potential to attract peeple to migrate to it,
resulting in environmental deterioration, pressures om public facilities
and perpetusl sociceconomic problems, These migrants, together with those
now already living in Jakarta, reside in slum areas which geographically
represent 17% of Jakarta, but are ocecupied by about 60% of Jakarta's

8.8 million peeple. Owing to the lack of public facilities (including
bealth) and the density of the population, the following major health
problems have been identified:

Kampung Improvement Programme or MHT (Mohamad Husni Thamrin), not enly te
transform the physical envirenment of the poorer arsas but alse te improve
the general welfare of people living in them, Tha health component of MHT
includes health servic¢es for the urban pecr, sand community participation.

There have been many positive results. The physical aspects of the Kampung
have been transformed, waking them more healthy and more productive, In
health status, for example, IMR has dropped from 110 per 1000 live births
in 1970 to 33 in 1985, Morbidity rates have also dropped. The incidence
of diarrhoeal diseases as the cause of death in infants halved between 1G80
and 1986, from 24% to 12%.

JAFARTA
(Indonesia)
A city bhealth stratepy in action

As the capital city of Indenesia and the centre of many activitias,

= the health status of the utrban poor is still unsatisfactory
compared to Jakarta ¢itirzens in general;

- the utilization rate of health facilities by the urban poor is
relatively low;

- the envirormental conditions in urban slum areas in Jakarta are
poor, hence the incidence of environment-related disease=z is high;

- the health behavieur of the urban poor is still not adapted to
healthy urban 1living;

- unsatisfactory socioeconomie conditions, a high unemployment rate
and lack of transportation faeilities are major health-related
problems, For example, the incidence of psychoneurosis or
psychosis among the urban poeor is higher than for citizens in
general, since jobless people in slum areas are subject to
exceptional stress.

Ever gince 1969, there has besn a sustained effort, through the

MHT is in its third phage, launched in 198% andé culminating in 1994,
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Nevertheless, the story is by no means complete and it would be
foolich to ignore some negative impacts. For example, lmproved
trangportation has facilitated the spread of some infectious dizeases,
Dietary changes have increased the incidence of cardiovascular disease
amongst the poor, and It has riszen from number 5 to number 2 in the list of
causes of death In the city, Sociceconomic change has alse been
accompanled by a leosening of family ties and an increase in the prevalence
of pzyechoneurcsis, psychosis, juvenile delinguency and drug abuse.

No development plan, however powerful and well conceived it may be,
will zolve all problems. Tt can, however, provide a framework for positive
action, which can be reviewed and adjusted to reflect progress and tackle
new challenges.

3.8.3 The lack of such a health plan, however, should not stop an incremental
oppertunistic approach te improving the health of the urban poor and efforts should be
made to create from these initiatives a broader vision. A number of different methods of
scaling up have been identified: (&)

(a) by absorption of pilot projects inte mainstream service provision, therehy
gradually transforming the overall pattern of services;

{b) by cellular multiplication of family health care activitiesz with suppeort from
government;
(c) by the government contracting out some aspects of family health care, e.g.,

training, on an agency basis, while itself incorporating the lessons into
mainstream provision.

3.8.4 The polnt is that both the protagonists and the cpponents of city-wide health
plans are partly right. In the end what matteys has to be action on the ground, not rthe
elegance and comprehensiveness of the plans. On the other hand, these actions, whlch are
likely to be fragmented and incremental, need te be based on clear principles and
priorities if they are to begin to bring about change on the scale required, and make =
cumulative impact on the intolerable position ¢f the urban poor,
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SECTION 4
CONCLUDING REMARKS

4.1 RESUME

4.1.1 The cry of alarm voiced by participants at the Karachi Meeting will be recognized
and understood by these who have visired or worked among the world’s large and expanding
numbers of urban poor. Indeed, it is easy to feel overwhelmed by the size, complexity
and, perhsps even, the manageability of the lssues and problems.

4.1.2 Yet there are a few recurring themes which run through the report of the Karachi
Meeting, the city experiences and the background material. Understanding these themes
may be the key to making the incomprehensible become clearer, the overwhelming become
manageable and the inevitable become avoidable, These themes f£all inte four broad
groups:

(a) the importance of understanding the scale of the problem;
(b)Y the location of tvesponsibilitiesz for health in the city;
{c) the importance of broader issues and their implications for city aetion;

(d} the identification of means of addressing the health needs of the urban poorx.
4.2 THE SCALE OF THE PFROBLEM

4.2.1 Anyone who stops te consider the health of the urban peor will quickly be
impressed by the numbers of people who fall within this group. Soon over half the
world’s population will live in urban areas and up to half of these may be living in
pPovVerty.

4.2.2 These changes are occurring quickly. Many of the participatory cities are zlready
large and still growing rapidly, with much of these increasing populations being made up
of peor urban dwellers. In additien to this rapid population growth, there are also
rapid changes in technelegy and ecomomic circumstances which dirvectly affect thesge
cities.

4.2.3 Anothey lasting impression from many presentations was the degree of healrh
inequalities within cities. Not surprisingly this was often accompanied by a marked
contrast in living circumstances between dwellers within the same city.

4.2.4 A further confirmation of the scale of the problem arises when one looks atr rhe
heterogeneity between, as well ag within, cities, Similar problems occur but often in
different circumstances, There are numerous variations in local geography, climate,
historical influeneces, ethnic mix, zecizl and cultural variables. This i1s just one
reason why the participation of loeal communities is so vital in planning and
implementing health initiatives.

4.3 THE LOCATION OF RESPONSIBILITIES

4.3.1 The whole ratienale behind organizing the Karachi Meeting was the recognition that
decisien-makers at city level have a key part to play in tackling the problems of the’
urban poor. This is a erucial level for determining the extent and effectiveness of
intersectoral collaboratienm which is vital te tackling health problems within the cicy.
it is alse an important foeus of sccountability for politieal and technical decisions.
Nevertheless, it would be naive to assume that decision-making at city level is all thac
is needed to achieve an improvement in the health of its poorer inhabitants. The city is
constrained from "above", as it were, by regional and national legislation and policy and
from "below" by the aspirations and activities of communities, households and
individuals. It is also eonstrained by the resources it can command.
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4.3,2 Tt appeared, at times, in the Karachi Meeting that ecities are faced with choosing
between a sttrateglc or Imcrementalist approach te health, Sheould they attempt te draft,
consult and implement a city health plan (against formidable odds) or sheuld they, piven
the constraints on city action, concentrate on useful, relatively wedest, initiatives to
improve the health of small pockets of urban dwellers? As the lssues were worked
through, however, these two approaches looked less like competing eptions and more like
complementary compoments. A city health plan that is net based on lezsons learned from
local experiences (failures, as well as achievements) is not likely to be credible and
lte implementarion will be threatened by each problem and set-back. On the other hand,
there is no puarantee that a collection of piecemeal activities will make any systematlc
cunmulative impact on the inequalities, deprivetion and lack of services which shape rhe
health of the urban poor; success in one area may simply mean that the heslth problems
have been shifted to a new patch.

4.3.3 Often a key factor identified at city level, was that of pelitical will., The
conviction and commitment of those responsible for decision-making in the city will
influence the extent to which cooperation Is achieved between the different levels of
decision-makers. Political will is also the major determinant as te whether the sum of
many small local initiatives will make up a cemprehensive health strategy to improve the
hexlth of the urban poor in that city. :

4.4 CITY HEALTH IN A WIDER GONTEXT

4.4.1 One of the recurring themes raised by city representatives was the balance between
utban and rural develepment and the impact of this on health in their city. There are at
least three ways in which city and rural environments are interdependent:

(a) wurban and rural development must occur in harmeny if there is to be any
progpect of population equilibrium. Urban development alone will exacerbate or
precipitate the increase in numbers of urban poor faster than any econemic or
envirenmental develeopment can provide for;

(by the city 1s dependent on surrounding areas for many of its bagic needs, This
iz most apparent in relation to food production and water supply. For cities
to neglect, squander or despoil this "reseurce" 1s short-sighted in the
extreme. The surrounding areas may also help meet recreational, educatiomal
and aesthetic needs;

(c) although it is a theme mueh larger than could be addressed in any depth at the
Karachi Meeting, participants were well aware of the impertance of achieving a
balance in the envirommental and ecological relationships between urban and
rural areas. In particular, these issues came to the fore when discussing city
problems of solid waste disposal, industrialization, fuel supply, houszing and
land use.

4.4.2 Another very broad issue which recurred frequently was the international
perspective. The relationship between developed and develeping countries, for example in
economic and technical fields, was perceived to have a major influence on the quality of
city life and the optiens for city action. There was also a recognition that a number of
decisions affeeting health in the representative cities, were made at an international
level whether by govermnment coalitions, nongovernmental erganizations or privately-owned
companies eor trusts,

4.5 THE MEANS TO IMPROVE CITY HEALTH
4.5.1 There arve a variety of models, systems, tools and principles whieh appear, from

practical experience in participating cities and other areas, to offer the means to
improve the health of the urban poor, Those that came up most often were:
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{a) the ways in which urban primary health care could ¢ontribute to intersectoral
action te improve the health of the poor in specific localities;

(b} the importance of inereasing participation by communities in decisions and
activities which affect their health and well-being.

Hencae, the recurring concern for sharing information with local groups and
representatives, for decentralization and for community development,

4.5.2 All eity representatives recognized the centribution to be made by appropriate
skills in helping to meet the health needs of the urban poor (and, therefore, the
lmportance of relevant training). There was s concern that this message should be taken
o beard by medical schools and clinical teachers based within cities, There was slsoe a
recognition that relevant training was equally ¢rucial for many other healrh-related
skills in professional and voluntary workers,

4.3.3 Allied to this theme of traininmg is that of the need for relevant information and
communication. However, the development of these systems has its own costs boeth in
equipment and staff time. Perhaps because of this, many cities have limited information
with which %o asséss health needs, monitor interventions and evaluate outcomes. Most
participants were aware that the costs of not having adequate information and
comnunicatien was alse high.

£.5.4 It would be disingenuous to pretend that city representatives (politicians and
technigal officers) did not see an overvhelmlng case for more resources to be made
available to Lwpreve city health. Obviously there are a variety of ways in which
assistance could be given, e.g., technical assistance, training packages, and finanece for
pilot developments. Participants recognized that they must strengthen their own policy
development and support structures as well as seeking assistance from outside sources.
All cities have 2 ¢unsiderable resource of "people power" and many have substantial
pockets of wealth, some of which may be mobilized locally to help meet the urgent nseds
of the urban poor.
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Municipal €Council

Dakar

M. Mamadou Diop, Maire de Dakar
Dr Karim Seck, Chef de ls Division de 1’Action Sanitaire, Commune de Dalap

Istanbul

Dr Temel Dafoflu, Director of Health of Istanbul

Jakarts

Mr Anwar Ilmar, Deputy Governer of Jakarta Metropolitan City
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AGENDA

Monday, 27 November 1989

1.

2.

Gpening

Presentation of city experlences - plenary

Tuesday, 28 November 1989

Continuation of city experiences - plenary

Working groups on Topies 1, 2 and 3 and suggestion of strategles for action:
(a) Policy issues and options
() Development, cooperation and follow-up

Presentation of group reports - plenary

3. Field visit
4,
Wednesday, 29 November 1989
a.
(b} Decision-making process
6.
Thursday ., 30 Novambhar 1989
7.

.

Review of draft report
Adoption of the report and strategies for action

Closure of the meeting




