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PREFACE

The WHO Commission on Health and the Environment was charged
with assessing the impacts of environmental change on human health,
indicating where further research is needed, and with laying the
foundation for developing strategies to tackle the problems of health
and the environment already being encountered, and those expected
to arise in the future. Four technical Panels were established to assist
the Commission, on Energy, Food and Agriculture, Industry, and
Urbanization, respectively, these topics being recognized as major
driving forces in development and as the principal causes of
environmental changes affecting health.

Because of its major significance as a social phenomenon of the
times, and the magnitude of the effects of the urban environment on
human health, urbanization was selected as one of the four principal
development issues for consideration by technical panels advising the
World Health Organization Commission on Health and the Environ-
ment. The Panel on Urbanization was requested to review the health
consequences of urbanization and to determine, if practicable, the
impact that living in an urban environment could have on the health
of the residents. The Panel met formally on two occasions in June
and December 1990; individual members and other invited experts
contributed technical papers, which are reflected in this report.
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1. SUMMARY

In cities around the world, the living conditions of hundreds of
millions of people threaten their health, impose misery, and have
potentially catastrophic social consequences. The manifestations of
the urban crisis vary greatly among countries and regions, but hardly
any large city in either developing or industrialized countries is
immune. Conditions are worse for poor people, particularly in
developing countries.

The crisis in the urban environment is producing more immediate
effects on health than would be expected from the current changes in
the natural environment, including global climatic change, the loss of
rain forests, pollution of the seas, lakes, and rivers, acid rain, and
the loss of plant and animal species. For hundreds of millions of
people, the urban environment is already destroying lives, health, and
social values, and, in most cities, is contributing to illnesses,
accidents, and crime.  Regrettably, nearly everywhere, the
institutional capacity to prevent these environmental changes and
foster health within urban development is inadequate.

Urban growth has left millions of people with inadequate incomes,
diets, housing, and services. It has outstripped the capacity of
municipal governments to deal with solid waste collection and
disposal, and with air pollution from road traffic, industrial activities,
and other sources. Thus, people are exposed to outdoor air pollution,
and also to indoor air pollution associated with the burning of
biomass fuels for heating and cooking; in addition, supplies of water
are polluted and inadequate, there is excessive noise exposure, and
housing is unsafe - a health-damaging social environment in which
insecurity, fear, and violence, are commonplace. Urban development
is also often associated with destructive effects on the physical
environment and on the resource bases needed for sustainable
development. City-based activities or city-generated wastes produce
serious effects on coastal and estuarine fisheries, vegetation, and
forests, as do poorly prepared and maintained landfill sites.
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Air pollution (indoor and outdoor) is associated with excess morbidity
and mortality from asthma and bronchitis; water pollution, with
hepatitis, diarrhoeal diseases, and other conditions; overcrowding and
inadequate housing, with respiratory diseases, tuberculosis, menin-
gitis, accidents, etc. Poor environmental conditions in residential
areas (including inadequate security of tenure, and such problems as
noise and heavy traffic) contribute to stress, mental problems,
violence, anti-social behaviours, and drug and alcohol abuse.

Strategies are required that will protect people and their health from
the environmental deterioration that is present now, and will continue
for the next few decades, at least. However, in dealing with the
current problems, the strategies must at the same time take into
account the requirements of future generations. To be sustainable,
urban policies must reduce the consumption of non-renewable
resources, reduce resource depletion, and avoid over-taxing the
waste-absorption capacity of the environment.

It is necessary to reduce urban population growth rates, within the
framework of a national population policy. This requires that people
have access to primary health care and strong family-planning
services. Attention should also be paid to removing the economic
and social incentives for poorer groups to have large families.

To improve the health of the city environment and its inhabitants
demands an understanding of the city as a whole, how it works, how
the different parts fit into the whole, where the infrastructure and
basic service systems work, and where they do not. Awareness of
historical precedents helps such an understanding. Solutions require
collaborative efforts between people and their governments (local,
regional, national), politicians, community organizations, and
professionals. Virtually all sectors of government and business have
an effect on health, Government has a particular responsibility to
establish the legal and institutional structure to encourage healthy and
sustainable development, using various types of incentives and
disincentives.
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Consideration of health requirements must be an integral part of
urban development.

According to the WHO definition, health includes physical,
psychological, and social aspects, as measured by reduction in
mortality and morbidity from infectious and non-infectious diseases,
reduction in psychosocial problems, improved child development, and
greater social well-being. These various components of better health
form the basis for social and economic development.

Goals for urban development can be expressed according to
improvement in the health indicators listed below. It must be
recognized that there are wide variations in the current status of the
following indicators, between nations, between cities within nations,
and, perhaps most importantly, within cities themselves, i.e., the
intra-urban variation. Thus, a review of studies of health status in
cities in developing countries indicated that an intra-urban variation
in infant mortality rates of 3-5 times was not uncommon.
Consequently, it is important that each city should set goals based on
its own data (including the intra-urban variation), in relation to the
health status, housing, and health services indicators. Reduction of
intra-urban variations (i.e., greater health equity) should be a major
priority in all cities.

The specific indicators of greatest use in goal setting are described
below.

Health status indicators:
. the infant mortality rate (IMR);

n the percentage of children whose weight-for-age and/or
weight-for-height are acceptable;

. the percentage of newborn infants weighing at least 2500 g at
birth;
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. life-expectancy at birth, according to sex, in all identifiable
subgroups;
. specific disease rates, particularly those for respiratory

diseases, tuberculosis, and diarthoeal diseases (including
incidence and mortality rates), industrial accidents, and social
problems (drug and alcohol abuse, crime);

. transport accidents (deaths and injuries).

Housing provision

According to each national baseline and to national capabilities,
reductions of 10-40% per decade in homeless and inadequately
housed persons should be sought. In arriving at a definition of
inadequate housing, internationally applicable minimum standards for
space/person, building materials, water and sanitation facilities, and
other indices are useful, but should be medified according to the
preferences and values of the users. The participation of users is a
vital and crucial aspect of housing provision.

Environmental goals

Because of wide variations among countries, among cities, and
among neighbourhoods within individual cities, absolute goals are not
appropriate. WHO (or other) guidelines may be useful yardsticks that
a municipal government can use in setting realistic goals in the city,
and in assessing particular problems that may be causing the greatest
health effects. This will include a review of housing conditions, the
availability of water and sanitation, the levels of air pollution etc.,
and the contribution these make to various diseases, as a baseline for
setting targets. Action plans should be developed to deal with these
problems. Depending on the local priorities, the plan could deal with
issues such as improving (with community participation) the solid
waste management system, upgrading housing, improving tenure,
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reduction of traffic and other accidents, and improving the water

supply.

Programmes/actions

Urban development encompasses:

The development of a municipal health plan, including
relevant social and environmental components. This requires:
(a) political commitment of the city to improved health and
well-being, and reduced inequalities in the city;
(b) establishment of intersectoral committees at both the
political and technical levels; and (c) establishment of
collaborating links with scientific, cultural, medical, business,
social, and other city institutions, using networking to gain
political support and mobilize resources for technical
programmes to improve health and the environment. These
links can build a new sense of responsibility for health in the
private sector, aided by government incentives. The plan
must aim for sustainable, ecologically sound, urban
development, and planning processes that give incentives to
encourage the consideration of health concerns in industrial,
commercial, residential, and infrastructure developments. It
should be guided overall by an economic and fiscal
framework.

The strengthening of community participation in urban
improvement activities, through adoption by the municipality
of an "enabling strategy” , emphasizing "doing with" rather
than "doing for" (or providing services for); for example,
there may be a process of consultation with the community in
the framing and updating of laws, regulations, and standards,
or involvment of the community in municipa! planning.

The raising of awareness, through: (a) public education for .

health (in schools, the workplace, mass media, etc.); and
(b) surveys of the existing health, social, and environmental

b
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conditions in the city; the documentation of intra-urban
differences, a valuable strategy to draw public attention to
problems, to assist urban managers and planners in their
work, and to mobilize resources.

The strengthening of environmental health capabilities to
provide environmental services, such as water supplies,
sanitation, solid waste management, and pollution control,
and to allow the use of health impact and environmental
impact assessment procedures for urban development projects
(this may involve basic training and in-service training of new
and existing personnel).

The establishment of collaborative activities and links with
other cities (city networks), in order to exchange models of
good practice.

The WHO "healthy cities" programme includes all of the above
elements. Each of the activities involves the municipal government,
and requires the participation of community organizations, and
scientific, cultural, medical, business, social, and other city
institutions. Municipal governments must be strengthened by the
decentralization, as far as possible, of urban development and
management functions from the national level to the municipal level.

Briefly, the benefits of networks of cities include:

The sharing of information and technologies between
members;

The sharing of scarce resources to solve joint problems, e.g.,
the development of effective urban management strategies;

The joint development of standards or codes of good urban
policies and management practices (the existence of such
standards has the effect of exerting pressure on all members
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of the network to adopt them, for no member wishes to
become a bad example);

The potential of such networks to provide a force to influence
national policies and norms to promote healthy urban
development. This force can, for example, promote the
decentralization of urban management functions and urban
development decision-making, from the national government
level to the municipal government level, which is essential for
local participation in urban development. i



2. INTRODUCTION

From the year 1900, the estimated world population (1500 million)
has more than trebled to reach 5300 million people in 1990. Rapid
population growth continues in some regions of the world.
Compared with the sitation in 1990, there will be an extra 1900
million people, by the year 2010, i.e., a rise of 36%. This estimate
for the year 2010 assumes substantial efforts to limit population
increase. Of the projected growth over the next 20 years, 90% is
expected to take place in countries currently classified as developing
countries. The urban populations of the countries have increased at
unprecedented rates throughout the fifties, sixties, and seventies.

Progressive urbanization is continuing throughout the world
(Table 2.1). By the year 2010, the urban population of the world
will exceed 4000 million, a rise of 70% compared with 2390 million
city dwellers in 1990. The urban populations of developing countries
will double (from 1500 million to 3000 million) in the twenty years
from 1990, i.e., a more than 4-fold increase since 1970. This means
that, by 2010, significantly more than half of the world’s population
will be city dwellers.

A dramatic manifestation of rapid and excessive urbanization is the
growth and size of the "mega-cities”. By the year 2000, there will
be 24 cities, each with a population exceeding 10 million; 16 of
these cities will be in developing countries. Analyses of long- range
trends in the spatial distribution of urban populations point to lower
population concentrations in *mega-cities” than those suggested by
UN projections {1]. While these vast aggregations of people
represent only a small proportion of the world’s population, they
provide a dramatic illustration of the consequences of uncontrolled
urbanization and unsustainable socioeconomic development.
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TABLE 2.1. Urbanization trends and projections

1960 1970 1980 2010

Proportion of world population
living in urban centras (%)

World 30 az 4B B6
Developing Countries 17 26 37 62
Developed Countrias B4 €7 73 78

Urban population (millions)

World 730 1360 2390 4070
Developing Countries 280 660 1610 3060
Developed Countries 4560 700 870 1020

N.B. The projections for 2010 assume a continuation of trends detected from the analyses
of intar-censal data for the 1960s and 1880s up to 2010. Recently detected changes in urban
trends in more urbanized countries {for instance, countsr-urbanization) and lower than
expacted increases in urban popuiations in a few countries, revealed in preliminary results from
a few censuses taken in 1990 and 1991, may imply a slower increase in the leve! of
urbanization.

It is evident that, even if family planning receives the urgent attention
desperately needed in all rapidly growing populations, population
growth and urbanization will continue to dominate the scene for the
next two decades. While urbanization will be difficult to restrain, it
may be more open to planning.

Since the dawn of civilization, cities have produced many beneficial
effects for health and the quality of life including economic growth
and prosperity. The concentration of human skills, resources, and
expertise in a single area offers opportunities for the promotion of
technological interchange, investment, productivity, and commerce,
as well as employment, training, and a better standard of living.
Cities with the appropriate architectural environment and adequate
physical infrastructure and basic services can be safe, exciting,
stimulating, and fulfilling places in which to live and work, where
people can share the opportunities for art, recreation, learning, and
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entertainment that all great cities have to offer. Ideally, the well
planned and well constructed city would seem to be the most
favourable living environment, providing the greatest opportunity of
achieving optimum health and happiness.

However, urban areas and their resident populations are not
homogenous, and opportunities are not the same for everybody. Even
in well managed and prosperous cities, there exist the poor, the
homeless, the disadvantaged, and the major global health crisis of
past and future decades is the enormous number of poor people in all
the cities of the world. In many countries, people are forced to live
in squalid, shanty settlements on the fringe of large cities, or to exist
in old, derelict, substandard multi-storey buildings in the decaying
central areas of established cities. This is because city authorities are
unable to provide adequate shelter or, in the case of squatter
settlements, suitable land, drainage, and sewerage services {or even
basic water supplies) to meet the ever-growing demand.

Poverty and lack of work add immeasurably to the misery of the
existence of these people, who remain in an abject state where the
future is measured day by day in the search for food for survival.
Not only does this deprived sector of the urban population face the
greatest risks of disease, injury, and starvation in the city
environment, but, by the end of this century, it also could represent
a quarter of the world population.

Although high quality technology and organized health services may
exist in a city, many poor people do not have access to them and the
child mortality rates from diarrhoeal diseases, malnutrition, and
respiratory infections, are far in excess of the average for the
population. The urban poor, in general, are at special risk, not only
from infectious and parasitic diseases, but also from under-nutrition
to the extent of starvation, and from accidents, mental iliness, drug .
abuse, and other factors that are directly related to overcrowding and
associated stresses.

10
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In many countries, especially developing ones, the pace of
urbanization has been too rapid, and the rate of economic growth
insufficient to provide the basic urban services. The drive for
economic growth has also linked urban expansion with the growth of
industry. Such developments have overwhelmed existing services
and there has been a build-up of domestic and industrial wastes. This
engenders an increasing hazard for both the natural environment
surrounding the urban area and the health of the human population
who must live and work in it. Uncontrolled industrialization has
produced stack discharges and effluents that pollute the air and
waterways and surrounding land with waste products, constituting
toxic hazards for the natural flora and fauna and for human health.
Domestic fuels and traffic exhausts produce indoor and outdoor air
pollution, As the intensity of traffic increases, the social environment
deteriorates with a rising level of disturbing background noise.
Inevitably, increased traffic density is also associated with sharp rises
in mortality and morbidity, because of traffic accidents. The
cumulative impacts on the living environment, and indirectly the
human population, of the physical and chemical hazards associated
with industrialization and urbanization are belatedly being identified,
and are the subject of more rigorous assessment by the Panels on
Energy and Industry. Transport and its impact on health and the
environment have received special attention in a separate paper by the
WHO Commission on Health and the Environment.

At first sight, these problems seem insurmountable because of such
factors as the lack of financial resources, insufficiency of
management expertise, and inappropriate administrative structure.
The growth of urban populations, whether from the influx of rural
migrants or through natural increase, has made it impossible for civic
administrations to meet the overwhelming demands for suitable land
for housing, and the provision of even basic water supplies, or
rudimentary health and educational services. As long ago as 1977,
the World Health Assembly resolved that "the main social target of
governments and WHO in the coming decades should be the
attainment of all the citizens of the world by the year 2000 of a level
of health that will permit them to lead a socially and economically

1
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productive life". This target was further endorsed at the Declaration
of Alma Ata in 1978, when it was affirmed that gross inequalities in
health status, both internationally and within countries, were no
longer tolerable. New approaches were advocated to deal with old
problems, and the concept of primary health care or taking health
services and health information to the people, is particularly
applicable to current urban health issues, as the most effective means
of meeting the needs of the urban poor. More recently, WHO has
embarked upon a Healthy Cities Project that seeks, in co-operation
with an increasing number of cities, to enhance the health of cities
and their citizens by the development of initiatives and processes to
promote health.

A further major step forward has been the recognition of the
importance of community involvement in collaborative planning.

With the current global economic circumstances most municipal
governments have been faced with the necessity of making reductions
in their annual budgets. Cities with a precarious revenue base, which
still must cope with a continuous influx of the poor, find themselves
quite incapable of meeting current demands, let alone keeping up
with daily population expansion. A policy of inaction, because of lack
of funds, simply compounds the problem and increases the health
burden of the city.

However, policies that involve the participation of the affected
community can tap human resources at much less cost and can
generate the necessary housing and services through neighbourhood
self-help measures. Even in low-revenue communities, it has been
shown that strong social networks and neighbourhood leadership exist
whose participation in determining the needs and choices of the
settlements can be a major force in achieving solutions to immediate
problems.

The sharing of information, and the participation of the people

concerned in problem analysis and the choice of solutions, have been
effective low-cost measures for implementing health improvement.

12
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Widening the scope of agencies involved with the poor, in order to
link health improvements with socioeconomic development, has
produced even more heartening results. It has been estimated that, in
Third World countries, some fourteen million children under the age
of five years are destined to die each year from infections that are
environmentally induced. It has been pointed out that fully two-thirds
of these deaths could be prevented by the simple application of low-
cost measures, well within the capability of the least skilled groups
among the urban poor.

The fostering of breast-feeding, the use of oral rehydration therapy,
and the introduction of the global EPI immunization programmes
against common childhood diseases (diphtheria, tetanus, whooping
cough, measles, poliomyelitis, and tuberculosis) have already
markedly reduced the incidence of diarrhoeal and respiratory
diseases. The provision of adequate safe water supplies with basic
facilities for the safe disposal of human excreta, in households and
settiements where such projects have received community support and
cooperation, has reduced the prevalence of enteric infections and
intestinal parasitism by as much as 30-60%. Again, with local
cooperation, the organization of collection services for the disposal
of refuse, the provision of house screening and other protective
measures, and the removal of breeding sites, have reduced the threat
of flies and other urban arthropod vectors. When low-cost housing,
often built with volunteer labour, can be made available, the
consequent improvement in shelter, safe food storage and handling,
and cleanliness, contributes to a reduction in food-borne diseases and
skin infections. More living space and smaller sized families lessen
the risk of the transfer of respiratory diseases through household
contacts. These preventive measures, when applied at the household
or neighbourhood level, can achieve a prompt and substantial
improvement in the physical health of the local population.

Experience has clearly demonstrated that for environmental

management to achieve its goals there must be community support
and understanding.

12
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However, longer term or comprehensive programmes for the
extensive development of water and sewage reticulation systems, new
housing projects, road construction, and industrial expansion require
more resources and careful pre-planning to avoid any negative
environmental consequences for health. Civic administration must
balance uncontrolled growth against diminishing resources, and the
costs of planned development against poor productivity, ill health,
and human misery.

National programmes aiming to improve the living conditions of the
urban poor that include the provision of schools and health centres
and improved communications and transport, will improve prospects
for socioeconomic development. They can also reduce the
geographical concentration of urban populations, thus allowing the
urban/environmental ecological balance to stabilize.

The WHO Healthy Cities Project has identified a healthy city, inrer
alia, as one that is engaged in a process of creating, expanding, and
improving the physical and social environments and community
resources that enable people to mutually support each other in
performing al! the functions of life and developing to their maximum
potential. A healthy city would have a clean, safe, high-quality
physical environment and would operate within its ecosystem. The
basic human needs of the citizens (food, water, shelter, income,
safety, work) would be met and there would be an optimal level of
public health and appropriate health services accessible to all.

In this report, the Panel sadly shows how far short of these ideals
reality is in many urban areas of the world. An attempt is made to
address some of the fundamental issues and problems of urbanization
and their impacts upon health, and strategies to tackle some of them
are suggested. Recommendations to the international community,
national and local governments, and the individual are included, on
how to prevent and mitigate the worst features and consequences of
rapid urbanization.

14



3. URBAN CHANGE IN THE NORTH AND SOUTH

There are obvious shortcomings in taking a simplified view of the
world being divided into North and South or into developed and
developing areas, when considering urbanization. The countries of
the North and South are broadly synonymous with "rich" and "poor”,
"developed” and “developing”, though there are countries that are
notable exceptions to this generalization. The North includes
approximately a quarter of the world’s population and about four-
fifths of its income; the South include three quarters of the world’s
population, but lives on one-fifth of the world’s income. At present,
the total urban population in developing countries is larger than the
combined populations of Europe, Japan, and North America. In the
North, the average life expectancy is more than seventy years
whereas in the South, the life expectancy of the great majority of
people is closer to fifty years. In the poorest countries, one out of
every four children dies before the age of five; one fifth or more of
all people in the South suffer from hunger and malnutrition, as well
as a much greater incidence of disease and premature deaths. Many
hundreds of millions of people in the poorer countries are
preoccupied solely with survival and elementary basic needs. For
them, work is frequently not available or pay is very low and
conditions are ofien barely tolerable. Homes, if available, are
constructed of non-permanent materials and have neither piped water
nor sanitation. Health services are inadequate and often out of reach
of the poor, who live in a state of permanent insecurity. They are
deprived of good health because of conditions "of poverty,
malnutrition, poor hygiene and sanitation, lack of safe water,
inadequate shelter and housing, and illiteracy. The following
discussion deals with the above problems and other social
consequences associated with the urban environment.

186
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The North

The population of the countries that make up the OECD, Eastern
Europe, and the Soviet Union, has grown from around 500 million
to some 1.2 billion over the last century, with the urban population
growing from around 120 million to close to one billion. All these
countries have experienced rapid urban change in recent decades.
However, in most OECD countries, this has not been, in the strict
sense, a rapid growth of large cities or rapid increases in the level of
urbanization. An important change has been rapid "urbanization”
outside major cities. High quality infrastructure and services usually
associated with large cities, such as water piped into the home,
sewers, regular collection of household garbage, telephones, high
quality paved roads have become available to inhabitants of suburban
areas, smaller urban centres, and even rural areas. Much improved
transport and communications systems have allowed rural inhabitants
to be as well informed as their urban counterparts through
newspapers, radio, and television, and, more recently, faxes and
data-bases accessed through the telephone network. Such advances in
transport and communication allied to changes in the size of firms,
production technologies, and management techniques in industry have
made it possible for factories [2] and the administrative operations of
large enterprises and government departments to be located outside
city centres.

The move in population away from the major cities first became
evident through “suburbanization", a move by people and enterprises
from the urban cores of the major cities to the suburban peripheries.
This process was already taking place in several of Europe’s larger
cities more than a century ago. More recently (especially in the last
10-20 years), many such moves have been away from major city
areas to small towns and rural areas, a process termed "counter-
urbanization®. Science parks, business parks, and industrial estates.
with light industries are now common sights close to major highways
in rural areas as, in many countries, are "superstores or large
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complexes of retail stores. Increasing numbers of workers in urban
centres live in rural areas, because improved roads and railways have
made travel easier and much higher incomes allow more to be spent
on travel.

While urban trends for the 1980s will not become clear until new
census data become available [3], it is already apparent that during
the 1980s, populations in many major cities have declined, as a result
of economic change. Most of these cities developed originally as
major industrial and commercial centres. As national economies
have moved away from heavy industry to services and high
technology manufacturing, their economic role has declined. Cities
that were among the great centres of industry and innovation, such
as Cleveland, Detroit, and Pittsburgh in the USA, Liverpool,
Glasgow, and Belfast in the United Kingdom, St. Etienne in France,
Dortmund, Essen, and Duisburg in the Federal Republic of Germany,
Rotterdam in the Netherlands, Bilbao in Spain, and Genoa in Italy,
have seen their economic base decline [4]. In spite of intensive
efforts by local governments in some of these cities to attract new
businesses, for instance in Lille, Cleveland, and Glasgow, most of
them are unlikely ever to regain their former prominence.

Figures for the proportion of populations living in urban centres,
point to predominantly urban societies, but these figures have lost
much of their meaning. Advances in transport and communications
and changes in the economic structures of countries enable rural areas
and small towns to attract enterprises and inhabitants previously only
located in cities. The term "rural" is no longer synonymous with
“agricultural”. In many rural areas, the majority of inhabitants are
employed in non-agricultural activities (either locally or commuting
to cities) rather than working on farms. Increasing proportions of
national populations are now approaching, or have reached,
retirement age and urban systems in the 1990s will also be influenced
by where higher-income, retired people choose to live.

Urban trends and current urban problems in Eastern Europe and the
former Soviet Union have many aspects in common with those in
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Western Europe. Although the long-term goal of most governments
after the Second World War was to reduce the gap between urban
and rural lifestyles, this was not achieved because the governments
concentrated on industrial development, with much of the investment
within capital cities or major urban centres. In 1950, all but the
former German Democratic Republic were predominantly rural
nations. By 1980, all but Albania and Yugoslavia had almost half
their population in urban centres [5].

The South

The last forty years has brought very rapid growth in total and urban
populations in virtually all countries in the South, through natural
increase and rural-urban migration. Analysis of census data indicates
that, in the developing countries, migrants are mostly (over 70%) in
the under-25-years age bracket, with a surprisingly high (over 40%)
proportion of children. During this 40-year period, the total
population grew from 1.7 billion to close to 4 billion, while the urban
population grew from 500 million to 1.3 billion, The South’s urban
population is now larger than the populations of Europe, North
America, and Japan combined {6]. In many countries, a substantial
proportion of this growth has been concentrated in one city as new
investments, employment opportunities, and government jobs have
arisen there. Urban change has been particularly rapid in Africa.

The experiences of some African countries can be used to illustrate
the enormous changes. In Swaziland, for example, less than 1% of
the 1950 population was urbanized. Today it has grown to 33%, but
it could rise to 63% of the total population by the year 2025.
Similarly, Mauritania’s urban population may grow from 3% in 1950
to 70% in 2025, the populations in most major cities having
quadrupled between 1950 and the mid 1980s. In some cities,
including Dar es Salaam, Nairobi, Abidjan, Khartoum, and Lagos,
populations have multiplied more than 6-fold. In other parts of the
world, a similar pattern of urbanization can be seen in the same
period. Between 1950 and 2025, Nepal’s urban population could rise
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from 2% to 30%, those in Haiti and Indonesia, from 12% to 56%,
and that in Bangladesh from 4% to 36%.

However, many countries are no longer becoming urbanized rapidly,
especially the nations in which the economies have stagnated. Many
of the factors on which rapid urban growth was based in the past are
no longer present in the South, for instance, the necessity to a build
national government after independence (with the rapid expansion of
urban bureaucracies), the removal of colonial controls on population
movements to cities, and large initial investments in urban
infrastructure. Many of the largest cities have experienced slower
population growth rates in recent decades. Nevertheless it is
estimated that one billion people across the world are living in shanty
towns at the present time, and that 60% of city dwellers in
developing countries will be squatters by the end of the century.
Half the populations of Calcutta, Lusaka (Zambia), and Colombo (Sri
Lanka) are now living in shanties, as are two thirds of the people in
Bogota (Colombia) and El Salvador. The proportion is even higher
in Mexico City and Lima (Peru).

The growth of the so called "mega-cities" of the South and their
attendant problems have tended to dominate international discussions
on urbanization. Mega-cities (cities with a population of over 4
million) are reaching a size never before seen in history. As the
century ends, Mexico City and Sao Paulo (Brazil) could have 25
million inhabitants each. The Indian cities of Bombay and Calcutta
are likely to have 15 million, and a dozen other cities including
Cairo, Beijing, New Delhi, Bangkok, and Rio de Janeiro could have
passed the 10 million mark, However, it is worth recalling three
facts. First, that only a small proportion of the population in the
South lives in "mega-cities”; in 1990, the proportion of the
population in Africa, Asia (excluding Japan), and Latin America
living in cities of 10 million or more inhabitants was less than 3%
[7]. Even so, there are likely to be 440 cities of 1 million people
each in the year 2000, of which half will be in Southern and Eastern
Asia.
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Recent trends indicate a growing propensity for more dispersed urban
development away from many major cities [8]. For instance, in
many Latin American countries, a shift away from import-substitution
(which had helped concentrate industrial development in one or two
cities) to a more export-oriented model during the late 1970s and
early 1980s has been accompanied by the growth of industries (and
associated enterprises), away from major cities, in areas of
commercial agriculture, forestry, mining, and product assembly 9].
Many countries have set up export processing zones located away
from national capitals [10]. In addition, as mentioned above, mémy
countries with stagnating economies, falling public expenditures, and
enormous debt burdens have experienced much slower urban growth
than that predicted by most urban commentators. Second, a "mega-
city" needs a strong national and local economy and a relatively large
national population to sustain it, but, in most countries in the South,
the population is too small and the national economy too weak to
support such a city. Third, for virtually all of recorded history, a
number of the countries in “the South" have always contained most
of the world’s largest cities [11].

What might appear to be comparable trends between countries often
hide great diversity. In many Third World countries, new urban
forms are developing that are very different from Western concepts
of what is "urban®. Perhaps this is not surprising, since urban forms
reflect the economy, culture, and society of which they are a pari.
An example of this is the fact that many African cities are becoming
more rural, as jobs become so scarce and incomes so inadequate that
lower- and even middle-income groups increasingly grow part of
their own food in, or close to, the city (see discussion below).

THE RURALIZATION OF CERTAIN AFRICAN CITIES

Studies undertaken by researchers and non-government research groups
based in cities of the South, have long pointed to complex processes at work
within particular cities, which do not conform to the Western idea of a city.
For instance, a recent study by the Mazingira Institute pointed to the
importance for most households in Nairobi {Kenya's capital and largest city)
of food that they grow or produce themselves; under such circumstances,
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access to land on which crops can be grown and some livestock raised
becomes of great importance to most households. This is hardly a
conventional view of a nation’s capital city.

In Lusaka, Zambia’s capital and largest city, more than half of all
households in some low-income areas grow a proportion of their own food,
either on plots next to their shelters or on plots elsewhere, cultivated during
the rainy season; for many families in Lusaka, the food they grow
themselves provides a vital or useful food supplement, though insufficient
information is available to gauge its importance. In Dar es Salaam, the
largest city in Tanzania, many families grow a significant proportion of their
own food on plots within the city and/or cultivate larger plots in rural areas;
again, the scale of such activities and their contribution to the food supplies
of the different income groups is not known. Discussions with researchers
from other African and Asian cities suggest that there may be an
underestimation of the proportion of people in other cities who depend on
food that they grow themselves within, or outside, the city, or elsewhere
through complex reciprocal arrangements with extended families or friends
who have access to arable land. If an assured, adequate diet now demands
access to arable land or some non-monetary transaction for a substantial
proportion of city dwellers in Africa (and perhaps elsewhere), this has major
implications for the urban future. It means urban forms very different to
western concepts of urban development. It also implies constraints on the
development of large urban agglomerations.

Richard Stren writes of the "ruralization of African cities”:

.. a8 African cities continue to grow under conditions of economic
stagnation or even absolute deterioration, they take on more of the qualities
of their rural hinterlands. Some of the evidence for this ..... includes the
increasing importance of urban agriculture, the weakening of effective land
use controls and the more diverse utilization of urban space, the spread of
'spontaneous’ settlements and of petty commodity production, the
deterioration of formerly high standards of urban infrastructure and services
and the maintenance (perhaps ever the strengthening) of rural economic
links and regional cultural identities on the part of the urban migrants. As
the institutions of urban management respond - albeit haltingly and
incrementally - to the inevitability of these profound changes, the special
qualities of the African city become institutionalized and its distance from
the colonial past becomes more pronounced. In the years ahead, a primary
task for African researchers will be to study both the changes themselves,
and the adaptation of formal institutions to the new reality” {11a].
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In contrast, many rural areas around the more dynamic cities in Asia
and Latin America are becoming "urbanized" as new industries and
service enterprises develop there, but they are still classified as
"rural”, because no change has been made in census definitions to re-
flect recent urban changes. In many countries, especially in and
around cities or metropolitan areas with rapidly growing economies,
there has been a rapid growth in jobs and incomes in rural areas but
not in agriculture. Many studies in Asia have shown this in particu-
lar regions. For instance, in Kelantan, the poorest state in Malaysia,
a survey of rice/paddy farming families revealed that 50% of their in-
come came from "off-farm"’ activities [12]. A study in Java,
Indonesia’s main island, points to highly diversified rural industries
and services:

*from small textile and cigarette factories to batik-making and brick-
making, repair of bicycles and agricultural implements, production of
coconut oil or tempe (fermented soya bean cakes) to weaving of mats and
hats. Trading ... provides supplementary incomes for large num- bers of
rural families and the main source of income for many others. Carpenters
and builders are active throughout the rural areas as are barbers, dukuns,
midwives and other service activities of various kinds.... The rural based
transport network is also very labour intensive” [13].

What underlies urban change

An understanding of urban change requires an understanding of its
economic, social, physical, and political causes. Population growth
alone rarely has any impact on a nation’s or region’s level of
urbanization [14]. While some similarities in the pattern of urban
change in certain countries or groups of countries have long been
recognized, perhaps insufficient attention has been given to the
differences, which are often more significant.

In the North, the substantial growth in income of a large proportion
of the population, the change from heavy industry to services,
information and, to a lesser extent, high technology light industry,
organizational changes in firms, and the growth of government, have
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had profound impacts on the scale and spatial distribution of urban
development.

Many heavy industries and those needing low-skill assembly work
have declined in the North and been replaced by those in the South.
There has been some transfer of "dirty" industries from North to
South as pollution controls have become stricter in the North [15].
As noted earlier, many of the new industries in the North have not
needed central city locations. In some cases, they have developed on
the periphery of the older urban centres. Others have bécome
established in completely new areas.

SHEFFIELD: CHANGE OF URBAN ECONOMIC BASE

The city of Sheffield in the United Kingdom has seen its heavy industry base
decline dramatically since 1971. In 1971, 40% of the local labour force was
employed in only two industrial sectors, the extraction of minerals and the
production of metal goods. By 1988, the proportion in these industrial
sectors had fallen to 16%. Among the reasons were: strong, international
competition in these sectors; more efficient methods of production; over-
production of steel products became regulated by the European Community;
the impact of the government’s privatization plans; companies in Sheffield
making some uaprofitable investment decisions; and the British economic
recession in early 1980s, which reduced domestic demand [16].

Parallel with the decline of traditional industries, there has been a
growth in new light manufacturing industries and the service sector.
This growth reflects changes in consumption patterns due, in some
instances, to higher or lower income levels and changes in production
methods, owing to new technologies, new products, and manufact-
uring processes. Some new types of employment, for example, the
tourist industry, are location specific. But, in other cases, new
employment is a result of what are termed "footloose” industries: for
example, businesses that, through processing, add value to a
relatively small quantity of raw materials and are able to be located
where costs are lowest without being tied to a source of raw
materials,
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Various factors influence the location and relocation of industry.
New sites often offer lower production costs, more space, and better
access to an efficient road network [17]. Many of the smaller urban
centres that have been the most successful in attracting such
industries offer good access to major centres of the population. Low
rents may be critical for new industries trying to establish
themselves. Universities can be an important source of information
to assist product development, and major universities, especially
those that have sought to strengthen ties with business, have
encouraged the nearby location of new enterprises. '

It is not only positive factors that encourage companies to become
established in suburban or intermediate urban centres. Many city
centres have failed to deal successfully with traffic congestion, have
high pollution levels, and have high local taxes, rents, and crime
rates. The costs of services may be relatively high and the quality
poor. People and companies are reiuctant to be located in a run-
down area, even when it is a good central location. Many smaller
urban centres can offer cheaper sites, less pollution, cheaper housing
for the work-force, and attractive living environments, including
sports and leisure facilities, which are important for companies wish-
ing to attract professional and managerial staff. The preference of
such staff for these locations, because of their quality-of-life advan-
tages has been an important factor in encouraging "footloose" indus-
tries to become established in smaller urban centres or green-field
sites.

ATLANTA: AN EXAMPLE OF RAPID URBAN CHANGE

The city of Atlanta in the USA has experienced considerable urban and
suburban growth in recent decades. In 1985, the city had a population of
about 430 000, while the metropolitan area had 2.5 million. Between 1950
and 1970, the city’s population more than tripled (to reach 497 000), though,
in the early 1980s, the economic recession and consequent loss of jobs and
the suburbanization of work meant that the population fell. But even though
the region is continuing to boom, the inner city areas are beginning to show
similar trends to the older manufacturing centres in the north. In recent
years, this inner city growth has been considerably less than regional
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growth. During 1980-87, the population of the metropolitan area increased
by 23% whilst that of the city grew by only 1.3%.

The main reasons that account for Atlanta’s success are the favourable
business climate, a high quality of life, and effective local government.
The service sector is the major source of employment growth; between 1985
and 1990, the city’s employment was estimated to have increased by 14%
and close to three quarters of this growth was estimated to be in the service
sector [18].

Today, urban change in the South is mainly influenced by changes in
the economic and employment bases. In most countries, especially
those with weaker economies, population movements are essentially
towards areas where employment and education opportunities are
concentrated, or where survival is more certain. The large cities
and metropolitan areas have grown because they contain a high
proportion of non-agricultural jobs and income-earning or educational
opportunities. Primate cities became "primate" in demographic terms,
because they were already "primate” in economic and political terms.

Cities with declining economies do not grow rapidly and indeed often
experience population decline. Many urban centres in developing
countries have experienced population decline in recent years [19].
There are also some cities with declining economies that provide
refuge for people fleeing from wars or natural disasters and, thus,
continue to grow rapidly, as in the case of Khartoum in recent years.
But movement to these cities takes place because survival is more
certain there; often international agencies are helping with funding,
and may provide food, water, clothing, health care, and some shelter.
This movement to cities for survival is in sharp contrast to that in
richer western nations where, for a substantial proportion of the
population, individual and household choice as to where to live has
become an important influence on urban change.

Economic changes usually imply changes in income distribution;
that, in turn, means changes in the mix of goods and services
demanded by those with money to spend. The spatial pattern of this
demand changes as the economies of certain cities expand rapidly and
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bring higher incomes to a proportion of the inhabitants. However,
in other cities, the economic and employment base may stagnate or
even decline. It is this constant change in the relative success of
different cities and rural areas, in terms of economic expansion, that
underlies most population movements in the developing countries.

The widespread inequality in the distribution of income within many
countries is indicated by the great contrast between the quality of
housing enjoyed by the richest and the poorest groups within cities,
and by the marked differences between national or regional urban
systems. Many predominantly rural regions in the developing
countries have shown little or no growth in their level of urbanization
in recent decades, because there has been little or no increase in
demand for goods or services. Poorly paid, landless labourers or
low-income farmers with small, largely subsistence-oriented plots
have little or nothing to spend. Inequitable land-owning structures,
crop pricing, and marketing structures can keep down demand and
minimize local urban development, even in areas with highly
productive commercial farming [20]. Conversely, there are a few
regions where rapid growth in agricultural production and relatively
equal distribution of land ownership have been the main factors in
supporting rapid urban development [21]. A more even spread of
urban centres of different sizes across the national territory of most
OECD countries reflects both higher average incomes and a more
equal income distribution.

Changes in political structure, as in the case of nations gaining
political independence, or where governments committed to central
planning come to power, also exert an important influence on urban
change. The extent of a government’s influence on urban change
varies enormously from country to country and from government to
government. In a number of centrally planned economies, there have
been explicit policies to slow down the growth of certain cities. This
is not the case in market or mixed economies, where governments
have relatively little control over the location of productive
investment and, thus, over which cities’ economies expand and which
do not. Perhaps surprisingly, the slower growth experienced by
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many of the largest cities in developing countries in recent decades
seems to owe relatively little to explicit government policies to slow
their growth. A far greater influence is the fact that an increasing
proportion of private sector investors are choosing to invest outside
the central city and often outside the metropolitan area, though still
within easy reach of it.

In centrally planned economies, the role of government is usually
more explicit. A desire to lessen regional differences in industrial
development and strategic military thinking has often influenced the
location of productive investment. For instance, in China, a dispersed
pattern of industrial development and initiatives to develop the
interior have been much influenced by the government’s desire, until
recent years, to reduce the concentration of industry on its vulnerable
eastern seaboard [22]. The government of the Democratic People’s
Republic of Korea has also sought to reduce the concentration of
productive activities close to its southern border [23].

In market or mixed economies, governments do have a powerful
influoence on which cities or regions have rapidly expanding
economies, even if most of this influence has little to do with explicit
government planning.  For instance, public investments in
infrastructure and services and in certain state-funded or controlled
industries and services, such as the armed forces and the equipment
they use, are an important influence on urban change in many
nations. Just as the US government’s expenditures on defence and
the space programme supported the redistribution of population and
productive activities towards the south and west, so too have
comparable expenditures by the Indian Federal Government (and by
the former colonial government for defence) helped to support the
rapid growth of Bangalore’s metropolitan centre [24]. The Republic
of Korea, like the Democratic People’s Republic of Korea, has
sought to reduce population and industrial concentration close to the
border.

More significant influences on urban change can be a government’s
macro-economic policies, tax systems, interventions in setting prices
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for certain goods or services, and the distribution of power and
resources between national, regional, and local governments. Within
many developing countries, the spatial effects of these have helped
to encourage a high concentration of productive activities in a few
cities or core regions [25].

All countries have been affected by the unprecedented transformation
of the world’s economy and political structure over the last 45 years
or so. Rapid population growth in and around Sao Paulo, Seoul, and
Bangkok in recent decades is intimately linked with the increasing
role within world markets of enterprises located there. In a similar
way, London’s rapid population growth during much of the
nineteenth century and its subsequent loss of population since the
1940s, were linked with the growth and then the decline in the
relative importance of businesses there within the world market.

The growing importance within the world economy of countries
around the Pacific Rim (including California and Japan) means that,
in many Pacific countries, the form and pace of urban change is
intimately tied to developments in the integrated network of
production, trade, communications, and producer services [26).
Cities such as Bangkok, Hong Kong, and Singapore, serve as major
centres for banking and other financial services and as administrative
headquarters for multinational corporations; many other cities have
significant concentrations of offices of foreign companies. Some of
these and certain other cities have developed as major centres for
foreign investment (principally by the USA and Japan) in
manufacturing, or as centres for international tourism (or both).
These, in turn, support a whole range of new service enterprises,
such as financial services ranging from banking to broking, insurance
underwriting, advertising, management consultancy, real estate
consultancy, legal services, and executive search, as well as all kinds
of consumer-oriented firms, such as business hotels and retailing
chains [27].

It is hardly surprising, therefore, that the cities and the surrounding
areas in Asia that have been most successful in becoming what are
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sometimes termed "world cities” (i.e., cities that are major centres
of organization and control for world production and markets) have
experienced the most rapid and sustained economic growth. This, in
turn, has supported rapid population growth, except in Singapore
where immigration is strictly controlled and where there is no rural
population left to migrate to the booming city region. Given the
significant proportion of world production, trade, and services
controlled by multinationals, the urban future of many cities will be
much influenced by the extent to which they can attract multinational
investments and offices. This has implications for the form of the
city, since a rapid growth in multinational investment can greatly
increase prices, perhaps most notably land prices, which, in turn,
greatly increases housing problems [28].

Certain governments have attempted to insulate their economies from
world market forces; examples include the Chinese government for
much of the fifties, sixties and early part of the seventics, and the
Government of Myanmar, in recent decades. Groups or blocs of
nations, for instance CMEA, have also sought to do so until recently.
No economy is completely impervious. The debt crisis facing so
many nations at present and the consequent changes in government
spending and social orientation will have a critical impact on urban
change. So too will a continuing trend towards protectionism in the
industrialized world; a developing country’s city whose economic
growth has been dependent on exports will have its economic
structure and population growth rate considerably influenced, if the
market for enterprises located there is suddenly restricted. The
decline in the availability of concessional multilateral aid may inhibit
the construction or improvement of infrastructure to support urban
development in many developing countries. These are given as
examples to show the complexity of seeking to identify the mix of
factors that affect urban change within any nation or region, and to
discover their relative importance.

The factors described below contribute to the urbanization process,

and will continue to determine urbanization trends over the next few
decades.
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(a) World population growth. Increasing at an alarming rate, this
combines with other factors in promoting urbanization. At present
230 000 babies are born each day, amounting to 85 million per
annum. Of these, 80% live in developing countries. The population
explosion that has occurred (and is occurring) in both rural and urban
areas of developing countries is due to a combination of falling death
rates and high birth rates. The advance of medicine and public
health and the lowering of mortality rates have occurred more rapidly
and earlier in developing countries than it did at a similar stage of
development in the West.

(b) Net increase. The excess of births over deaths, known as net
growth, is also contributing to urbanization.

(¢) Developing countries are expanding their economies. Very high
rates of urbanization can be seen in countries that have shown a rapid
rate of economic growth, like Cote D’Ivoire.  The present
unstoppable wave of urbanization in developing countries is a net
result of the modernization of their economies, with people being
drawn to the centres of industry and production.

(d) Rural-urban migration. This may occur with rising rural
populations leaving no space for further expansion. Deterioration of
the environment also forces people to leave rural areas, €.8., Somalia
in the 1970s, and Ethiopia, now. In addition, oppressive rural
customs and discriminatory inheritance laws can encourage migration
from rural areas.

Cities attract people by offering employment opportunities, better
living standards, better education, and other facilities and services.
The excitement of city life is a real (but difficult to quantify) factor.

Urbanization is not going to stop or slow down until a large-
percentage of the population of developing countries is living and
working in towns and cities. This point will be reached some time
next century.
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4. THE SCALE OF UNMET NEEDS

There is a proportion of the population in virtually all countries
whose basic needs with regard to shelter, basic services, and
livelihood are not met. In seeking to summarize unmet worldwide
needs, attention turns inevitably towards the South, where more than
three quarters of the world’s population live and the scale and
severity of unmet needs is the greatest. This is not to say that there
are not serious problems in the North. Inthe USA, estimates suggest
that there are more than 2 million homeless people [29]. In all
OECD countries, a proportion of people suffer severe physical
deprivation; many such people are trapped in the declining industrial
cities or decaying city districts. They are often unable to adapt to the
decline in employment by moving to where jobs are available. Shops
and service enterprises close down. A process of entrapment
develops that affects the less educated, the poor, and the elderly. In
many cities, ethnic minorities also suffer disproportionately from
these changes, Cities or districts within cities that suffer most from
such changes tend to have, not only high levels of unemployment,
particularly among young people, but also high levels of poor quality
housing and many diverse social problems. Local governments in
these areas often find themselves with declining revenue trying to
cope with increasing demands for social and welfare services.

This process has also produced segregated cities. For example, in
the city of Atlanta, described in Part 3, many young people,
especially well-educated whites, have moved from the city centre,
and the proportion of the population who are black has risen from
35% in 1950 to 69% in 1987; meanwhile, nearly 75% of those living
in the suburbs are white [30]. The societies in the North do not lack
the resources to address such problems, but they often lack the
commitment. Rapid changes in the prosperity of different urban
centres, urban districts within cities, and different regions are
accepted as a consequence of economic changes within largely
market-driven economies. The central issue in the urban agenda is
to develop better mechanisms to help those whose livelihoods and
quality of life suffer from such changes.
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Eastern Furope and the Soviet Union also have problems as a result
of the decline of major industrial centres, to which are added serious
housing problems that affect a high proportion of the urban
population. More recently, the economic uncertainties, rising
unemployment, and cutbacks in social security have compounded
their problems. There are also serious problems of environmental
pollution; many cities and industrial areas in Eastern Europe and the
Soviet Union have much higher levels of air, water, and noise
pollution than those found in most cities in Western Europe.

In about two thirds of all countries in the South, the majority of the
population have unmet basic needs as a result of their lack of income,
capital resources, or productive land. This means that they use
virtually all their resources on daily necessities (especially food) and
have a very limited capacity to pay for housing or basic services.
Even in the wealthier countries, between a quarter and half of the
population is too poor to be able to spend sufficient on such
necessities. In such circumstances, without government intervention,
these people lack access to a preventative and curative health care
system. They live in poor quality housing with inadequate, or no,
provision for piped water, sanitation, cooking, and washing facilities,
and insufficient space. As a result, many will suffer from easily
preventable diseases, disablement, and premature death.

One estimate suggests that some 2.2 billion people live in poverty in
the South [31]. Nine out of ten of them have no access to safe
drinking-water, most have no primary health care service, and one
child in four is of low birth weight (as defined by norms for each
country) [32]. In the absence of sophisticated equipment and trained
medical personnel, a high proportion of low-birth-weight children die
before the age of one. Most of the poor people in rural areas live in
one or two room houses and lack the means to ensure that such
houses give protection against disease vectors. Most of the poor
people living in urban areas will live in overcrowded conditions in
tenements, cheap boarding houses, squatter settlements, or illegal
subdivisions. In most cities in the South, between a third and two
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thirds of all inhabitants live in illegal settlements with inadequate, or
no, provision of infrastructure and services.

The scale and severity of health problems in the South are outlined
in the discussion below. The world’s most prevalent diseases and
those most commonly causing death are listed in Tables 4.1 and 4.2,
respectively, The diseases marked with an asterisk could be greatly
reduced at a relatively low cost, in some cases through immunization,
in others, through improved housing and living conditions, better
nutrition, and access to primary health care. h

Tabie 4.1 The world’s most prevalent digeases™”

Diseases Number of people
infected

Vaccine-preventable diseases .
Tuberculosis® 1700 million
Measles? 49 million
Whooping cough (pertussis)® 48 million
Tetanus? 1.5 million
Poliomyelitis? 200 thousand
Diphtheria® > 23 thousand

Tropical diseases
Maleria® 270 million
Schistosomiasis? 200 million
Filariasis® 90 million
Chagas’ disease® 15-18 million
River blindness® 18 million
Leishmaniasis” 12 millien
Leprosy? 10-12 million
Guinea worm? 5-10 miillion

African sleeping sickness (new cases)

Diarrhoeal diseasss

> 20 thousand

Amoebiagis® 480 million
Gierdiasis® 200 million
Typhoid fever® 1 million
Cholera® >40 thousand
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Table 4.1 (continued)

Diseases

Number of people
infected

Sexually transmitted diseases (new cases)

Trichomoniasis 120 millicn
Genital Chlamydia 50 million
Genital papillomavirus 30 miillion
Gonorrhooea 26 million
Genital herpes 20 million
AlIDS virus 5-10 million
Syphilis 3.6 million
Endemic treponematoses 2.6 million
Chancroid 2 million
Other infectious and parasitic diseases
Hepatitis B 2000 million
Ascariasis? 700 million
Hookworm? 700-900 million
Trichuriasis? 500 million
Dengue? 30-60 million
Toxoplasmosis 420 thousand
Rabies” 36 thousand

Yellow fever®

Endocrine and nutritional diseases

10-25 thousand

lodine deficiency® 200 million
Diabetas (devaloping countries} 40 million
Vitamin A deficiency” 40 million
QOthers

Cardiovascular diseases {deaths) 12 miliion
Pneumonia {deaths)? 4.8 million
Anaemia® 1600 miillion
Maenta! disorders 200 miliion
Drug sbuse > 86 million
Trachoma® 6-9 million
Cancer {new cases) 6.4 million

Meningococcal meningitis
Brucellosis

> 65 thousand
> 80 thousand

8 p disease the prevalence of which would be enormously reduced at a relatively
jow per capita cost through improved housing and living conditions, better
nutrition, and comprehensive coverage of primary health care.

b gOURCE: see Ref.42. Note that many peaple are infected with multiple diseases;
Tuberculosis infects 1.7 billion, but only 20 million are sick. From the 6-10 million
people infected with the AIDS virus, only some 400 00D are sick with AIDS.
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Table 4.2. The world’s most common causes of death from disease

Diseases

Annual deaths

Vaccine-preventable diseases

Tuberculosis?
Measles?

Whooping cough (pertussis)?

Tetanus (neonatal)®

Tropical diseases

Maleria”
Schistosomiasis?
Africa sleeping sickness”

Diarrhoeal diseases”

Other infactious and parasitic diseases

Hepatitis B
Hookworm?®

Others

Cardiovascular diseases
Pneumonia®

Chronic obstructive lung disease

Cancer
Maternal mortality®
AIDS virue

3 miliion

1.5 million
600 thousand
776 thousand

1-2 million
200 thousand
20 thousand

b million

1-2 million
60-80 thousand

12 million
4.8 million
2.7 million
4.8 million
600 thousand
200 thousand

2 A disease the prevalence of which would be enormously reduced at a relatively
low per capita cost through improved housing and living conditions, better
nutrition, and comprehensive coverage of primary heasith care.

% Source: 42. Note that the cause of death is often a result of several factors - for
instance malnutrition weakens the body’'s defence against disease, and death
from pnsumonia is often caused by a body weak from measles, diarrhoea, or

malnutrition,
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THE SCALE OF HEALTH PROBLEMS IN THE SOUTH

In many nations in the South, a child born today is 15-20 times more likely
to die before the age of 5 years than a child born in & prosperous western
nation [33]. Among many poorer households, the child is 40-50 times more
likely to die before the age of 5 years than a child born in a prosperous
nation [34]. A woman born poor in the South is 150 times more likely to
die in pregnancy or childbirth than a woman in Burope or North America
[35]. Infants and children in the South are several hundred times more
likely to die from diarrhoea, pneumonia, and measles than those in Europe
or North America; these are the most common causes of child death in the
South. In 1986, an estimated 14.1 million children under five years of age
died; 98% were in the South [36] (in 1985, 85% of the world’s children
aged 04 years lived in the south).

In many of the poorest nations, between a quarter and a third of all children
die before the age of five years: and, among the poorer families within these
nations, one child in two may die before this. This compares with a rate of
less than 1 child in 100 dying before the age of 5 years in the richest
nations.

Most child deaths in the South occur in poor families; for the rich, the rates
of infant and child mortality are often as low as those in western nations.
For every child who dies, many more live on in hunger and ill-health; on
average, children under five years have sarvived 10 attacks of diarrhoea
[37]. Around a quarter of children in the South are malnourished, which
reduces their energy, stunts their growth, lowers their resistance to disease,
and impairs their intellectual attainment [38]. Their nutritional weakness is
often exacerbated by parasitic worm infections, which afflict more than a
quarter of the world’s population.

Fewer than half the mothers in the South receive adequate care from
qualified personnel during their pregnancy and only one child in seven will
receive vaccinations that protect them from such common childhood killers
as diphtheria, tetanus and whooping cough [39]. Some 500 000 women die
each year from-pregnancy related causes; 99% of them in the South [40].
More than 750 000 newborn babies (and many of their mothers) die of neo-
patal tetanus each year, virtually all of them in the South. A measure as
simple as immunizing women apainst tetanus would considerably reduce
both infant and maternal deaths.

With few exceptions, the causes of diseases and death in the South
are no less important in urban areas than they are in the countryside.
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While average rates of disease, malnutrition, and death for many
cities are lower than those in the surrounding rural areas, they are
kept at a lower level by the presence in such cities of a high
proportion of the nation’s middle- and upper-income classes, who
generally enjoy a relatively good standard of health. In contrast, the
poor in urban areas usually suffer the same or even higher rates of
disease and death as their rural counterparts. The close proximity of
large numbers of people in environments that provide no protection
from the pollution caused by city wastes creates favourable conditions
for the rapid spread of a variety of infectious diseases, often in
disastrous epidemics.
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5. UNDERLYING ECONOMIC FACTORS

The current economic crises are reducing the purchasing power of
low-income groups and diminishing even further their capacity to pay
for improved housing or services. During the 1980s, average
incomes were reported to have fallen by 10% in most of Latin
America and over 20% in sub-Saharan Africa while in many urban
areas, real minimum wages declined by as much as 50% [43]). The
results of the field studies in many different areas suggest that
malnutrition is increasing, and this, in turn, means that lower-income
groups are more vulnerable to diseases.

The economic crisis is also forcing most governments to cut social
expenditure. The result is often a decline in what were already very
inadequate levels of investment in water, sanitation, garbage
collection, and health care. The per capita expenditures on health in
developing countries were already very low at the beginning of the
1980s, i.e., an average of US$4 per person per year in 92 Third
World countries compared with an average of $220 per person per
year in 32 rich countries. In this same year, spending per person per
year was less than $2 in a third of the Third World countries [44].
Often, the meagre resources allocated to health care went largely to
curative-based hospitals in one or two major cities that provided
services for a very small proportion of the national population [45].

Health spending per person has declined in most countries since
1980. In the 1990 edition of The State of the World's Children, it
was reported that a decline in health spending per person had been
documented in more than three quarters of the countries of Africa
and Latin America in recent years, and that the decline was almost
certainly more widespread than the statistics suggested. "Hundreds
of health clinics have been closed down, and many which remain
open are understaffed and lacking essential supplies” [46]. This
report also stated that infant mortality was known to have risen in -
parts of Latin America and sub-Saharan Africa and that the incidence
of low birth weight (a sensitive indicator of women’s well-being) had
increased in 7 of the 15 nations for which the recent information was
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available {47]. Cuts in a government’s social expenditure are often
demanded by outside agencies before aid (or balance of payments
support) is given.

It is a truism to say that the common factor among poor groups
everywhere is an inadequate income. But it is this inadequate income
that underlies the housing and health deficiencies they suffer. Higher
incomes would allow more to be spent on housing and on health
services. The higher the proportion of city-dwellers unable to afford
homes of an adequate quality and provision for health care on the
private market, the higher the proportion that will die young. This
fact has led many specialists to stress that the need for income-
generating projects is a higher priority than the improvement of
housing and health services. Higher incomes for poor, it is argued,
would mean that they could find their own housing solutions in the
private market and pay for private health care.

In practice, there are many reasons why concentration on improving
the incomes of poorer groups is only a very partial solution. First,
it is difficult to increase the incomes of these groups to the point
where they can meet their own housing and health needs within the
private market. To do so implies not only ensuring an increasingly
prosperous city economy but also that it should fundamentally
change, so that a much higher proportion of the benefits flow to the
lower-income groups. For most urban centres in the developing
countries, this would demand a scale and level of intervention far
beyond the means of governments and outside agencies. Second,
even if the incomes of these groups do improve, it does not mean
that their housing conditions necessarily improve. Landowners and
landlords may be the main beneficiaries as the prices of land for
housing and rental accommodation rise, to reflect increased capacity

to pay.

The most relevant argument against concentrating only on
improving the incomes of the poorer groups is the fact that well
designed and impiemented government actions to improve housing,
infrastructure, and services are not expensive and a large part of the
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costs can be recovered by charges that even a high proportion of the
poor can afford. The poor may lack sufficient income to represent
a profitable market for private sector enterprises in the provision of
good quality housing and basic services. However, governments can
achieve economies of scale in the provision of many kinds of
infrastructure and services such that the costs are not beyond the
capacity of most households to pay. Governments need to be flexible
to achieve this and the quality of infrastructure and services in
different areas must be linked to capacity to pay. - Innovative
approaches can greatly improve the provision of infrastructure and
services, but at much lower per capita costs than in conventional
projects [48]. Ironically, it is often the rich households and
businesses in cities, not the poor, who pay far less for the publicly
provided infrastructure and services they use than the real cost of
their provision [49]. One of the most important untapped sources of
funds for government investment in infrastructure and services could
come from charging the rich more realistic rates, though the political
difficulties in doing so are obvious.

Developing new approaches for improving housing, infrastructure,
and services, to reach a far higher proportion of those in need, at a
cost that is affordable to both the users and the government, demands
that two preconditions are met. The first is the development of the
capacity within local government to work with local populations in
identifying local problems and devising the most appropriate local
solutions. The second is for local governments to develop new ways
of working with the community organizations, formed by low-income
groups in their settlements, to ensure that basic levels of infra-
structure and services are provided and maintained and that health
care provision meets the most pressing needs.
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6. URBAN HOUSING PROBLEMS

In the South, virtually all governments have failed to ensure that
rapid urban growth has been accompanied by adequate investments
in infrastructure and services, especially in residential areas with a
predominance of poorer households. Few national governments have
given any priority to increasing the power, resources, and trained
personnel available to the city and local governments, meant to cope
with rapid urban growth. The result has been a rapid growth in the
number of people living in very overcrowded conditions and in illegal
or informal settlements.

There are hundreds of case studies describing the development of
different illegal or informal settlements in cities of developing
countries, and it is in these settlements that most new urban housing
has been developed over the last 30-40 years [49]. These case
studies reveal the ingenuity with which new settlements have been
built at a low monetary cost and with scarce resources; they often
demonstrate a sophisticated capacity among poorer groups to organize
and plan [51]. But individual ingenuity and collective organization
among low-income households cannot address the problems of no
paved roads, drains and sewers, no piped water, and no services to
collect garbage and treat accidents, injuries, and illness, in the
absence of outside support. Even where community organizations do
seck some solution to these problems, this is often undermined by the
hostility of the public authorities to the settlement’s very existence.

It is impossible to estimate, with any precision, the proportion of the
1.3 billion urban dwellers who live in inadequate housing with
inadequate provisions for water, sanitation, and other basic needs.
Case studies of specific cities show that it is common for between 30
and 60% of the population to live, either in illegal settlements with
litle or no provision of infrastructure and services, or in
overcrowded and often deteriorating tenements and cheap boarding
houses. Most of these case studies are of large cities (see discussion
below), though a high proportion of the urban inhabitants in most
developing countries live in relatively small urban centres. Estimates
for 1990 suggest that less than 2.5% of the developing countries
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urban population live in cities with 10 million or more inhabitants
and less than 25% live in cities with 100 000 or more inhabitants
[52].

CASE-STUDY —GOKHULSHAH KATRA, SHAHJAHANABAD, DELHI

As part of a collaboration/training programme, funded by the United
Kingdom government and the government of India, concerned with the
development of urban reviewal programmes, a case-study was conducted in
Spring of 1989 in the old walled city of Delhi known as Shahjahanabad, in
and around a two-storied tenement, Gokhulshah Katra. The Delhi
Development Authority has estimated that there are about 8000 similar
katras of which about 2500 are publicly owned. Because of commercial
pressures on land in the capital, with land values as high as in London,
residents are being forced to live in increasingly congested conditions. This
congestion is aggravated by a further 1000 people migrating to the city every
day from the villages, placing increasing pressure on the available services.
The principal findings were:

- 518 persons were living in the katra, which comprised 106
households sharing 49 rooms;

- Average size of each household was 4.9 people, with a floor space
of approximately 1.5 square metres per person;

- One lavatory for 86 people and one bathroom for 65 people;

- 4% of residents suffered from some respiratory condition, probably
accentuated by poor ventilation and overcrowding;.

- 21% of the households belonged to a category kmown as the
Economically Weaker Section and the remaining Louseholds were
categorized as belonging to the Low Income Group [51].

In most small urban centres and in many of the larger cities in the
poorest developing countries, the proportion of people living in
illegal settlements may be smaller. Part of the reason would be a
more traditional system of land titles. In addition, in many of the
least urbanized nations, traditional land tenure systems limit the
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individual’s rights to own, buy, and sell land, and these have made
it easier for poorer households to obtain land for housing[54].
Despite smaller proportions of people living in illegal settlements in
such urban centres, the proportions living in areas with inadequate,
or no provision of infrastructure and services may be as high as, or
higher than, those in the largest cities in the richer developing
nations, the inadequacies stemming less from their illegal status and
more from lower incomes and weaker local governments.

On the basis of estimates made by the World Health Organization in
1985, a quarter of the developing countries urban population had no
access to adequate, safe water supplies and half had no sanitation
system to adequately dispose of their excreta. While there has been
considerable progress during the 1980s (designated the International
Drinking-Water Supply and Sanitation Decade) in increasing the
number of people reached with better water and improved sanitation,
these figures certainly under-state the numbers inadequately served.
First, the criteria used to define an "adequate” water supply are open
to question. For instance, the availability of a water tap within 100
metres of a house is often considered “adequate" yet this is not
necessarily "adequate” for maximizing health [55]. Moreover,
figures for the proportion of people adequately served come from
statistics supplied by governments, and governments are known to
exaggerate such figures. For example, they may assume that all
those with water taps in their settlements are adequately served, but
there are often so few communal water taps that people have to wait
for a long time in queues. This cuts water consumption below the
volumes needed for good health. In addition, piped water systems in
many tropical cities function only intermittently, for a few hours each
day, which makes it especially difficult for households relying on
communal taps. The water in piped systems is often of doubtful
quality because it may be contaminated in old and leaky distribution
pipes by ground water and sewage. Many houscholds and
settlements, judged by governments to be "adequately served” by
public systems may resort to other water sources, because of the
problems mentioned above, or may not be able to afford to purchase
the water they need. Official figures for many of the poorer
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developing countries indicated that over 80% of the urban population
had access to safe water in the mid 1980s including 100% coverage
in Nigeria and Liberia and 99% coverage in Togo [56]. Local
specialists find it hard to reconcile these figures with the reality in the
urban centres in which they work.

The complexity of housing-health links

The World Health Organization has identified nine features of the
housing environment that have important direct or indirect effects on
the occupants’ physical and mental health [57].

(@)

®)

(©)

(@

(e)

The house as a structure and shelter (which includes a
consideration of the extent to which the shelter protects the
occupants from the extremes of heat and/or cold, insulation
against noise and invasion by dust, rain, insects, and
rodents);

The extent to which the provision for water supplies is
adequate, from both a qualitative and a quantitative point of
view;

The effectiveness of the provision for excreta, sewage, and
solid waste disposal and the management of their disposal;

The quality of the housing site, including the extent to which
it is structurally safe for housing and provision is made to
protect it from contamination (provision for drainage being
one of the most important aspects);

Effects associated with over-crowding, including household
accidents and the increasing transmission of airborne
infections: acute respiratory infectious diseases; pneumonia,
tuberculosis;

Indoor air pollution associated with fuels used for cooking
and/or heating;
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(g) Food safety, including the extent to which the shelter has
adequate provision for storing food, to protect it against
spoilage and contamination;

h) Vectors and hosts of disease associated with the domestic and
peri-domestic environment; and

§)] The home as a workplace - where occupational health
questions, such as the use and storage of toxic or hazardous
chemicals, and the health and safety aspects of equipment
used need consideration [3].

Other features of housing also have an important bearing on the
occupants’ state of health. The cost of housing is one of the most
important since this affects their income. The nature of the tenure of
the occupants can also have an influence on health for two reasons:
the stress caused by insecure tenure, which for tenants or squatters
often includes a constant fear of eviction; and the disincentive for
tenants or illegal occupiers to invest in improvements in the structure
and services, since the returns accrue more to the owners than to
themselves.

The links between housing and health are both stronger and more
common in developing countries where recent analyses have shown
a strong association between ill health and both gquantitative and
qualitative shortcomings in supplies of water and food, and
sanitation. Inadequate shelter, poor ventilation, lack of facilities for
solid waste disposal, air and noise pollution, and over-crowding are
also likely to have negative consequences for health [7]. Comparable
associations may be evident between ill health and poor quality
housing in developed countries as well, especially among particular
subpopulations (e.g., ethnic minorities or temporary immigrant
workers) in particular locations (for instance, run-down inner cities
in declining industrial centres). Thus, the housing and health
linkages discussed below might be relevant to these groups or to
those living in particular locations in the developed world, though
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this is unlikely to include more than a small proportion of the
population in most countries.

A better understanding of the links between housing and health
demands an understanding of the housing problems that goes beyond
the inaccurate stereotype of the poor living in "slums and squatter
settlements”. Each city has its own unique range and mix of
different housing submarkets that present their inhabitants with
serious health risks. This range and its relative importance changes
over time. It usually includes some form of inner city tenements,
cheap boarding and rooming houses, squatter settlements and illegal
subdivision developments with "de facto" owner occupiers and
renters. The range and the form of each submarket is influenced by
factors, such as the city’s employment structure, income distribution,
structure of land ownership, and government attitudes 10 different
kinds of illegal housing development. The range of housing options
open to low-income groups can change rapidly in any city, as in the
case of Santiago de Chile when the Military Coup in 1973 also
brought large-scale repression of community organizations and of
their possibility of obtaining land on which houses could be built.

Different health risks are evident in different housing submarkets.
For example, the health problems of a family renting one room in an
inner city tenement, with one kitchen, bathroom, and WC shared
among 30-40 people, are different from those of a family who have
built their own shelter on illegally occupied land, where there is no
public provision of infrastructure, services, and facilities. Similarly,
different settlements will have different demographic structures.
Particular areas within a city may have a high concentration of old
people with very low incomes, renting rooms, while others may have
developed as centres for cheap boarding houses for newly arrived
migrants, who are generaily young. Improved services and facilities
are needed in virtually all instances, but the actual form in which
these are needed and the way in which they should be provided must
be related to the particular circumstances of each area and the needs
of its residents. Improving conditions in rented accommodation can
prove more problematical than in settlements where most occupiers
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are owners (or de facto owners, in illegal settlements). Landlords
may be the main beneficiaries and the tenants the losers (when they
are evicted because of higher rents), as public programmes improve
conditions there.

Three generalizations, relating both to housing and health, are valid
for the low-income majority in virtually all cities of the developing
countries. The first is the fact that the accommodation in which they
live is inadequate in protecting them from health risks. The second
is that they have very little chance of obtaining a more adequate (or
healthy) living standard or house with sufficient space, security,
services, and facilities, because they lack the income. Most
households have too low an income to afford to buy or rent the
cheapest, adequate, standard house or flat. The third, almost as
universal as the previous two, is insecure tenure. Fear of eviction is
a constant worry for most tenants, temporary boarders in cheap
rooming houses, "de facto" owners in illegal settlements, or renters
of land on which a house has been built.

High-rise housing and health

A view of studies clearly reinforces well-known advice that small
children should not to live on the upper levels of multi-storey
residential buildings. Children living in flats have relatively fewer
opportunities to play with their peers. Arguably, the higher above
ground level they live, the more difficult it is for mothers to take
their children into interactive situations outside, and the more likely
they are to keep them indoors, in order to avoid the risks that would
attend unsupervised play at ground level. This may be associated
with developmental retardation. For example, a study from Japan
showed that children in the high-rise (14-23 floors) group showed
delays in achieving independence in fundamental daily actions, such
as dressing, urinating, and eating, compared with children in the low-
rise (1-5 floors) group. High-rise living appears to impose
psychological strains on women for reasons that remain poorly
understood.
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High-level living increases the miseries of crowded circumstances,
especially where unrelated family units are forced to live together.
Other aspects of high-rise living have been relatively poorly
researched, however. For example, those living at the top of such
buildings are remote from the traffic pollutants generated in the
streets below, and gaseous emissions from land fill sites, and are less
likely to be affected by them. Whether this is really so has not been
established. The risks from radon are small, but there is a rapid
reduction in levels of radon in rooms above the second floor of high-
rise buildings. This would appear to be to the benefit of high-rise
dwellers. Of course, the overall impact on public health of reducing
natural exposure to radon is small.

Similarly, while it is believed that the confinement of children to high
levels for more effective supervision of their leisure time reduces the
risks of their being involved in collisions with motor vehicles on the
streets below, this has not been firmly established. Little is known
about the relative incidence of spouse battering and child abuse
among populations living at different levels and there are no
systematic reports of the incidence of fires occurring at different
levels of habitation (although most national statistical series do define
the types of residential property in which fires occur). Again, little
appears to be known about the health effects arising from the use
sealed windows to protect against the high wind velocities
experienced on the upper levels of high-rise buildings. These levels
require routine artificial ventilation. There is no conclusive evidence
of any detrimental health effects, such as a higher incidence of
respiratory diseases, for example (the higher incidence observed
among the children of British Servicemen living at the upper levels
of walk-up flats were not associated with sealed window units).
Finally, it is conceivable that one of the penalties of living high
above the ground is that rescue services find it more difficult to gain
access to patients who are acutely ill or injured. Whether this is so,
and what the costs are in health and economic terms need to be
established.
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Without question, high-rise residential building will figure in the
plans of some municipalities faced with accommodating the rapidly
enlarging populations that characterize rapid urbanization. Enocugh
is known of the attendant health risk markers to ensure that these
structures promote health and well-being more successfully than in
the past.

THE BEUING STUDY ON HOUSING AND HEALTH

A joint Chinese-Swedish interdisciplinary study was undertaken from 1987 to 1990
on the satisfaction of needs and the congruency between expectations and reality in
the three most common forms of housing in Beijing: the traditional, but often
primitive, low-rise housing that has prevailed for centuries; and the two types of
multi-floor dwellings, the Soviet-inspired4-5 storey apartment blocks built during the
1950s; and the recent high-rise apartments built under Western influence, mainly after
the Cultural Revolution in 1976.

The results showed that:

Existing modern, multiple-dwelling units are usvally designed for nuclear family
requirements and most dwellers in high-rise blocks have significantly higher levels
of education and work satisfaction;

The dwelling situation in all types of housing is more crowded than in developed
countrics, and is more crowded in traditional housing than in multifloor housing;

Mutltifloor dwellings, especially high-rise, are better equipped for cookingand privaie
hygiene, and have better availability of social services;

There are decreased social networks and social exchanges in high-rise living;

Social relationships among the Chinese people studied played a more important role
than housing conditionsin relation to stress, life-satisfaction, and health. Coping with
traditional Chines¢ living scems to be more difficult when living in modem
apartments;

Adverse behaviours (e.g., alcohol consumption) are quite rare and health satisfaction
is positively correlated with work characteristics;

Sex differences are found in the perceived demand level in relation to work, leisure,
and adverse behaviours; females and the elderly have a higher self-evaluation about
housing and life satisfaction than males;

Children are very rarely found to suffer somatic and mental symptoms. However,
children in high-risc apartments spend significantly fewer hours outside in winter and
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summer, in comparison with those in multifloor (4-5 stories) dwellings. The hygiene
and habits seem to be better among families with & traditional living style;

The physical health of elderly is average, but with regard to mental health, the
number of those who feel lonely and troubled is lower than those found in foreign
studies;

In conclusion: As long as the traditional Chinese lifestyle remains strong during the
urbanization process, the effects of crowding and side-effects of modern dwellings
have few negative effects on the quality of life. The unresolved issue is how to
integrate the Western influences with the Chinese cultural background and
socioeconomic conditions (Personal communication, Dr S. Ekblad, Karolinska
Institute, Stockholm).
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7. URBAN HEALTH PROBLEMS

It is likely that at least 600 million urban dwellers in the developing
countries live in what might be termed "life- and health-threatening”
homes and neighbourhoods. Perhaps as many (if not more) have
inadequate, or no, access to effective basic services, such as water,
sanitation, and health care. Official statistics provided by
governments claim much better coverage than that known to exist in
reality (including claims for 99-100% coverage in many poor
developing countries) [58].

There are few statistical data on the health problems of low-income
urban dwellers. The extent of disease, disablement, and premature
death among the poor in urban areas has almost certainly been under-
estimated, because of the lack of studies carried out in poor
communities. As a recent book published by the World Health
Organization points out:

“The facts about the urban poor are hidden because figures for their
health and nutritional status are often omitted from the statistics or
presented as aggregated data, along with the figures for more
prosperous neighbourhoods. For the rapidly increasing numbers of
urban poor, health conditions may in some respects be even worse
than they are for the rural poor, and deteriorating. In any attempt to
deal with the needs of the urban poor, better information is required,
since its absence makes it difficult to know the extent of their
problems, to persuade people that these problems exist and to
formulate effective responses to them [59]."

Many case studies within specific cities have highlighted the fact that
those living in poorer districts face much more serious health
problems than those living in richer districts (see report below); in a
review of such case studies published in 1977, S.S. Basta pointed to
the far higher infant mortality rates among poor households within
cities, compared with the city average [60). These and other
subsequent studies also suggest that the health problems of the poor
majority in these cities are generally understated, because so many
of the poor are not included within health statistics or health studies.
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Some studies show that the health problems among the poor urban
groups are qualitatively different from those among poor rural groups
and that poor urban groups may, in some instances, face more
serious health problems than their rural counterparts, especially with
regard to nutritional levels [6]. New detailed studies are likely to
show that ill health, disablement, and premature death are more
closely associated with people’s age and gender and household
income rather than with whether they live in large cities, small urban
centres, or rural areas [62].

CURRENT KNOWLEDGE OF THE RELATIVE HEALTH IMPACTS OF
ENVIRONMENTAL PROBLEMS IN URBAN AREAS OF DEVELOPING
COUNTRIES {62]

The health effects of urbanization are much more visible in developing
countries, than in the already highly urbanized developed countries, and, for
the purposes of this review summarizing a paper by Stephens and Harpham,
developed countries have been omitted. Over one hundred studies were
reviewed and the findings summarized, according to the format proposed by
the WHO Commission on Health and the Environment. Thus, urban health
conditions were classified into three groups: (1) communicable diseases; (2)
non-communicable diseases; and (3) psycho-social diseases or health
impairments. Some of the environmental factors associated with disease
morbidity and mortality were identified from the reviewed studies, and the
issue of the measurement of health impacts in urban areas of developing
countries was discussed.

The studies reviewed presented a general picture of urban populations in
developing countries suffering the “worst of both worlds” in their mortality
profile. They experience the problems of underdeveloped populations
(deaths from infectious diseases and a predominance of post-neonatal deaths
over neo-natal deaths) and the problems of industrialized populations (deaths
from lung cancer, heart disease, and accidents). Brazil provides the best
data because of the more complete registration of deaths. Disaggregated
data show that there are large intra-urban differentials in this mortality
pattern.

In a number of descriptive studies, intra-urban differentialsin mortality from
all causes pointed to the link between poverty and increased mortality, but
without reference to intermediate variables. This is true also of many
morbidity studies, in which the determinants of ill health were investigated
and "poverty" used as a proxy indicator for their analyses.
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Studies in which urban differentials in mortality and morbidity were
examined tended to focus on communicable disease, particularly diseases
transmitted through the gastrointestinal tract. The literature on links
between urban environment and urban mortality was biased towards infant
deaths and deaths from communicable disease,

There are several studies linking water quality, and access, to infant
mortality from communicable diseases. Access to an "individual" water
supply emerged as an important variable. The interaction of behavioural
factors was noted, including the importance of maternal education.

Supposedly causal studies relating urban environmental conditions and
mortality should be interpreted with caution because, in some, association
of the environment and mortality were derived from total population-based
data while other studies were facility-based or limited the investigation to a
particular age or socioeconomic group.

The studies implied that deaths from communicable disease affected poor
urban groups and that the infants and children of these groups are
particularly at risk. A similar pattern emerged from the studies in which
morbidity and communicable disease were examined.

The main picture that emerged from the analysis of mortality overall was the
significant impact of non-communicable degenerative diseases in urban areas
as the predominant cause of mortality for total populations, and, for adults,
as the main cause of death across socioeconomic groups. The link between
poverty and increased mortality from non-communicable diseases, with and
without reference to intermediate variables, was evident from the literature.

The literature on morbidity from communicable, non-communiceble and
psychosocial diseases in the urban areas of developing countries was
reviewed. Studies concerned with the analysis of morbidity were more
numerous than those tackling causes of mortality in urban areas, but, even
8o, they did not show a comprehensive or uniform pattern of linkages
between urban environment and health. Analysis of infant morbidity and its
relation to water accessibility, quality, and sanitation, showed some of the
strongest associations of environmental variables and disease outcomes.

Many studies pointed to the complex synergism of environmental and social
risk factors for communicable (and, more particularly non-communicable)
diseases, In some studies it was perceived that health outcomes in urban
areas derived ultimately from the socioeconomic rather than the physical
environment. Studies of some communicable diseases and intra-urban
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