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Preamble 

The Sense of the City: Understanding Urban Identity 

People who live in urban areas usually feel strongly about their town or city. They may love it or 
hate it. They may be frustrated at its failure to live up to its promises of a better life than in smaller 
towns or rural areas, but in many ways they are connected to it as strongly as the farmer is to the soil 
he works. The interaction between people and their environment is vividly portrayed in Lawrence 
Durrell's description of Alexandria. Writing in 1969, Durrell put it that: 

"•••the important determinant of any culture is after all - the spirit of place. Just as one 
particular vineyard will always give you a special wine with discernible characteristics, so a 
Spain, an Italy, a Greece will always give you the same type of culture - will express itself 
through the human being just as it does through its wild flowers.…yes human beings are ex-
pressions oftheir landscape •…I think that not enough attention is paid to ( the sense of place) •” 

Lawrence Durrell, writing about 
Alexandria, 1969 

This sense of place is the key to coming to terms with the urban health challenge which has 
recently emerged as a central global issue in public health for the 1990s and beyond. 



1. Introduction 

The recent emergence of concern about 
urban health can be quite easily justified by 
reference to world demographic trends. The 
number of people living in towns and cities 
throughout the world is growing rapidly, and by 
the end of the century they will exceed rural 
dwellers for the first time. The large-scale 
migration from country to town which began in 
Europe as part of its industrialization process 
has now become a global phenomenon. The 
trend is most marked in developing countries, 
where city growth rates of three percent per 
annum or more are commonplace. Growth 
rates of this magnitude, which lead to a dou-
bling of population every twenty years, outstrip 
the capacity of municipal governments to pro-
vide such basic services as housing in almost 
any country. 

This urban and peri-urban growth is a 
result of two factors: migration, and natural 
increase occurring as a result of an excess of 
births over deaths in the resident population. As 
countries reach higher levels of urbanization, 
the influence of the former is less, and natural 
increase accounts for a higher percentage of the 
growth, particularly among low-income groups. 

During the period 1990 to 2020, the total 
world population will increase by one-half from 
5.2 billion to 7.8 billion, but the urban popula-
tion will double. Of the 2.6 billion increase, 2.3 
billion will be in city areas. For many countries, 
the entire increase in population is taking place 
in urban areas. One effect of this growth is that 
some third-world cities are expected to reach 
extremely large sizes by the end of the century: 
Mexico City, 31 million; Sao Paulo, 26 million; 
Rio de Janeiro, Bombay, Calcutta, and Jakarta, 
each over 16 million; Seoul, Cairo and Manila, 
12 million. 

In many countries, urban populations now 
exceed the sustainable yield from surrounding 
land, forest and water systems, with resulting 
environmental degradation, decreased agricul-
tural production, "natural disasters" and in-
creased landlessness. The perception that cities 
offer a better life than the depressed rural areas 
then further promotes rural-urban migration at 
the same time as decreased agricultural yields 
reduce the availability and increase the cost of 
basic foods in the towns. 

As a result, there is poverty and ill-health 
affecting both rural and urban populations, 
combined with severe ecological pressures on 
the environment. It is becoming clear that 
neither a rural nor an urban focus in itself is suf-
ficient, but that it is necessary to consider the 
interactions between the two, and that rural 
development is an essential part of urban devel-
opment. 

About one-half of the inhabitants of cities 
in the developing world are likely to be living in 
conditions of extreme poverty and, because of 
this, the total number of premature deaths in 
developing cities will continue to increase un-
less the problems of the urban poor are tackled. 

One problem in taking effective action to 
deal with the situation is the lack of even basic 
data to enable community diagnoses to be made. 
When such data are available it is invariably 
found that the health of the urban poor is much 
worse than that of the better-off, and that it is no 
better, and maybe worse, than that of the rural 
poor. 

Nor are the problems of the urban poor 
confined to the developing countries. In indus-
trialized parts of the world, cities are to be found 



at many different stages of development. In 
some parts, new cities are still being estab-
lished, and old ones continue to grow and to be 
remodelled. In other parts, once great cities are 
in a process of rapid decline, typically charac-
terized by increasing consumption of a kind 
which is not ecologically sound, resulting in 
pollution, deteriorating physical infrastructure 
and decay of the city core, and the loss of 
younger and more skilled people to more eco-
nomically vibrant areas. The populations left 
behind in such shrinking urban areas tend to be 
older and sicker, with more social stress and 
diminished networks of social support. These 
effects are compounded by the limited access to 
health and social services which usually accom-
panies low income. 

The health consequences of urban pov-
erty in cities of developed countries include a 
high incidence of heart disease and stroke, can-
cer, drug and alcohol abuse, accidents, violence 
and sexually transmitted diseases including 
ЛЮБ. In cities in the developing world, a high 
incidence of these conditions exists alongside 
traditional health problems such as high mater-

nal, perinatal, infant and child death rates. In 
this sense, the urban areas of the developing 
countries are getting the worst of both worlds. 

The trends of growth and decay in cities 
have been accompanied by dramatic changes in 
traditional social structures - the decline of the 
three-generation family and the changing status 
of women and of marriage, together with many 
changes in personal and social expectations and 
goals. Accompanying these changes, in turn, 
has been increasing heterogeneity, with multi-
racial communities becoming commonplace. 

The overriding demographic trend of 
rapidly increasing human numbers is in many 
parts of the world associated with a rapidly 
changing population structure, with consider-
able increases in the proportion of people living 
,to old and very old age. One consequence of 
migration, both to and from cities, and of the 
breakdown in the three-generation family and 
the rise in the proportion of single-parent homes, 
is a growing crisis in social and medical care of 
those elderly who lack family support. 

ШЛ 



2. 
Urban Growth and Community Organization 

Newcomers to growing towns and cities 
have always been likely to find themselves 
living in the most adverse surroundings. Some 
140 years ago, 300 000 refugees from the Irish 
potato famine landed in Liverpool. Between 
60 000 and 80 000 of them settled in the city at 
a time when the resident population was 120 000. 
According to Dr William Duncan, the city's 
Medical Officer of Health and the first person to 
be appointed to such a post in Britain, the 
refugees "located themselves amongst us, occu-
pying every nook and cranny of the already 
overcrowded lodging houses and forcing their 
way into cellars". The Irish settled predomi-
nantly in the poorest parts of the city where they 
recreated as best they could a village and parish 
structure within the town. The inevitable result 
of this influx of desperately poor, unwashed 
and starving people forced to live in crowded 
and insanitary slum conditions was a massive 
outbreak of typhus accompanied by epidemics 
of smallpox, measles, scarlet fever, tuberculo-
sis and, in 1849, cholera. 

This type of experience is echoed today 
around the world, albeit often on a much greater 
scale than was the case in Liverpool in 1848. 
Physical environmental problems co-exist with 
a multitude of disadvantaged high risk groups, 
and the situation is further grossly compounded 
by serious socioeconomic problems and the 
crisis of international debt, which diverts finan-
cial resources from being used to further the 
cause of social justice among the urban poor. 
The groups that are most at risk under these 
circumstances are people who are illiterate, the 
unemployed, those who are stigmatized be-
cause of their life-style or alienated because 
they are refugees, those who live in despair or 

homelessness, or those who are racked by sick-
ness and disease. Their adverse situation is 
compounded by their poor access to good pri-
mary health care. 

Squatting and shanty dwelling in the least 
desirable areas, often on the edge of town, 
perhaps in an area of swamp or stagnant water, 
without sanitary infrastructure, vulnerable to 
natural disaster, flood and infection, millions of 
people struggle to make sense of their lives, to 
survive and to bring order from chaos. There 
are estimated to be more than 20 million chil-
dren living on the streets of Latin America, 
while 2.8 million children die each year through-
out the world from diseases for which immuni-
zation is available, in many urban areas the 
majority of the population still has no direct 
access to safe drinking-water or adequate nutri-
tion, child labour, alcoholism, drug abuse and 
prostitution are endemic to many of the world's 
big cities, and those who may be further disad-
vantaged through physical or mental disability, 
the toll of age or the stigma of caste or race form 
an underclass within the underclass. 

Often the efforts which communities do 
make to organize and house themselves, or to 
provide themselves with services, are actively 
opposed by governmental or professional groups 
who feel their own position to be in some way 
threatened. Shanty towns may be cleared and 
people compulsorily removed from areas where 
they have invested their limited funds and physical 
effort in trying to create the beginnings of a 
community, nor are their contributions through 
the informal economy often recognized. Poor 
city dwellers often have to pay more to private 
vendors for limited water supplies, and when 



public services are provided they are often 
provided in a paternalistic and patronizing form 
which fails to recognize the knowledge and 
skills to be found in all groups of people. Public 
services throughout the world usually come to 
have a centralized and compartmentalized char-
acter, which removes them from the people 
they are supposed to serve and simultaneously 
fails to capitalize on the synergy which is avail-
able when services are provided in a horizontal 
and integrated, rather than in a vertical and 
specialized, manner. 

Although we now know that most im-
provements in public health in the past have 
come about as a result of action outside the 
medical sector, through environmental and life-
style change, until recently there has been an 
unbalanced emphasis on biomedical and tech-

nical approaches to improving health. Many 
governments have been unwilling to inhibit 
economic development by requiring that safety 
and environmental consequences be taken into 
account, and environmental controls and man-
agement tend to be seen as a cost to producers 
and to government rather than a benefit to the 
public. Environmental agencies tend to be con-
cerned with other than human issues, whilst 
health agencies lack interest or the capacity to 
interpret the implications of environmental data 
for the health of human populations. There is 
often a shortage of scientific, human and tech-
nical resources for the control of environmental 
hazards. A shift of perspective, in which con-
sideratkm of human and environmental resources 
was made from an ecological point of view, 
would allow the beginnings of a reconciliation 
between what are often taken to be opposing 
interests. 

ШЖ 



3 . 

Reorientating the Urban Health System 

An analysis of the history of urban public 
health in developed countries reveals three over-
lapping eras from the mid-nineteenth to the late 
twentieth century. The first era began in the 
industrialized cities in response to the appalling 
toll of death and disease among the urban poor. 
The organized response of local and national 
government included enabling and requiring 
legislation, and the establishment of specially 
trained medical and environmental health offi-
cers who addressed the predominantly environ-
mental threats to health with considerable ef-
fect. This initial public health movement, with 
its emphasis on environmental change, was, in 
time, eclipsed by an emphasis more on personal 
prevention, made possible by advances in bac-
teriology, immunology and the promotion of 
mechanical methods of birth control. This 
preventive focus was, in turn, superseded by the 
therapeutic era, dating from the 1930s, with the 
advent of insulin and the sulphonamide group 
of drugs, and later with the explosion of thera-
peutic possibilities. The beginning of this era 
coincided with the apparent demise of infec-
tious diseases in industrialized countries on the 
one hand, and the increased involvement of 
governments in direct patient care, particularly 
through hospital provision, on the other. His-
torically, it marked a weakening of public health 
departments and of the role of general medical 
practitioners, and a shift of power and resources 
to the hospital-based services, which lasted 
until well into the 1970s. 

Since the early 1970s, an approach to 
comprehensive health development has emerged 
which brings together environmental change 
with appropriate preventive and therapeutic inter-
ventions, especially for high-risk groups, such 

as children, mothers, the elderly and disabled. 
The origins of this new era can be found in a 
growing awareness of the limitations of therapy 
and a greater understanding of the reasons for 
improvements in health in the past. Our con-
cepts of health have been changing from nar-
rowly medical ones, to those which recognize 
that health is fundamentally an ecological mat-
ter which must deal with the linked phenomena 
of population growth, urbanization and con-
sumption, environmental degradation, prema-
ture death and disability, and poor services. 
There is a growing awareness of the need to take 
a horizontal, rather than a vertical, view of 
public health as "the science and art of prevent-
ing disease, prolonging life, and promoting 
health through the organized efforts of society". 

This thinking has been reflected in nu-
merous WHO documents, among them the Alma-
Ata Declaration on Primary Health Care and the 
Strategy for Health for All by the Year 2000. It 
is inherent in the WHO Healthy Cities initia-
tive. The WHO strategy stresses the impor-
tance of reorientating medical care away from 
hospital care towards health promotion, pre-
ventive medicine and primary health care, of 
building partnerships between different sectors 
to improve health, and of increasing public 
involvement. It is unlikely that there can be 
single standard packaged solutions to the prob-
lems of city life and health, except possibly with 
regard to their most technical aspects. It there-
fore begins to seem appropriate to consider the 
urban health system as including all the social 
and economic elements that have an impact on 
health outcomes, including the private, public, 
and voluntary sectors. 

Щ 1 



It is necessary for somebody to have an 
overview of the health of the population of the 
city, but it is not necessary for the city to attempt 
itself to provide all the services which might be 
desired as a response to the identified health 
problems. It is necessary to distinguish be-

tween means and ends, and strong public health 
leadership may be made most effective through 
the provision of information, norm-setting, 
monitoring and enforcement, in addition to 
providing those direct services which are re-
garded as a core publie health function. 



Key Issues 

In the WHO Strategy for Health for All 
by the Year 2000, primary health care is seen as 
the method to achieve this goal. There are, in 
fact, four ways in which primary health care can 
be interpreted: 
• as a set of activities 
• as a level of care 
• as a strategy for organizing health care 
• as a philosophy. 

The eight activities identified as the basic 
elements of primary health care in the Alma-
Ata Declaration can be taken as the most down-
to-earth starting-point: 

1 health education 
2 food supply and proper nutrition 
3 safe water and basic sanitation 
4 maternal and child health care 
5 immunization 
6 prevention and control of endemic 

disease 
7 basic treatment of health problems 
8 provision of essential drugs 

These activities should be considered in 
the light of the two imperatives of concern for 
social justice on the one hand, and their ecologi-
cal impact on the other. As described in the 
report of a WHO meeting on the challenge of 
social justice for city health (Karachi, 1989), 
the health of the most disadvantaged and poor-
est groups in big cities continues to deteriorate 
relative to the better-off, and this will continue 
to be a growing cause of concern with the accel-
erating process of urbanization. The urban rich 
have a major responsibility in meeting the health 
needs of the urban poor. There are both moral 
and pragmatic reasons for this. The moral 

reason should be self-evident, and be consid-
ered in the light of the major philosophical and 
religious movements of the world which pro-
vide social cohesion and stability. 

At a pragmatic level, and from the per-
spective of enlightened self-interest, the conse-
quences of not addressing these issues will 
affect all city dwellers without respect for wealth 
or status through the spread of disease and 
violence and reduction in the quality of city life. 
Similarly, the ecological dimension draws it-
self to our attention ever more forcefully. 

A recent workshop of environmental and 
public health professionals concluded that four 
principles should be applied in making an eco-
logical appraisal of any city: 

• Minimum intrusion into the natural state. 
This requires that new development and re-
structuring should reflect the topographic, 
hydrographie, vegetal and climatic environ-
ment in which it occurs. A close reference to the 
natural site will benefit drainage, ventilation, 
insulation, the indoor climate, the microcli-
mate, and open and green spaces. 

• Maximum variety. This should be aimed 
for in the physical, social and economic struc-
ture of the city. Land uses and activities should 
be mixed where this does not create hazards, 
rather than separated and fragmented. A range 
of economic activities will make cities and 
communities less vulnerable to change and reduce 
social polarization and inequality. 

• As closed a system as possible. Applica-
tion of the principle of closed systems in urban 



and environmental management would mean 
that waste is recycled within the urban area 
wherever possible, and that water, energy and 
resources are renewable. The management of 
green spaces would maintain nature and recrea-
tional opportunities within cities. 

• An optimal balance between population 
and resources. Urban and population change 
must relate to the fragile natural systems and 
environments that support them. Balance is 
required at the city and neighbourhood levels to 
provide a high quality and supportive physical 
environment, as well as economic and cultural 
opportunities. 

The broad agenda is therefore quite clear, 
although it will vary somewhat from place to 
place: the eight activities of primary health care 
with an emphasis on the situation of the poor 
and the ecological impact of these activities. 

In moving from an agenda to practical 
action, public health leadership, both technical 
and political, is needed at the highest level to 
ensure that public health has a voice that is 
heard and a seat at the table in order to tackle the 
three key issues, namely: 

Access 
Quality and Resourcing 
Accountability 

4.1. Access 
The public health imperative is of popula-

tion coverage irrespective of social position. 
The objective might be described as democracy 

of access, excellence of outcome, and efficient 
resource use. 

The main problem with urban health care 
is not only its lack of quality and comprehen-
siveness, but the fact that it is not easily acces-
sible to those in need due to the maldistribution 
of facilities. 

A comprehensive programme of primary 
health care for urban poor areas would include 
employment generation through support for 
new entrepreneurs, increased efficiency of food 
distribution through support for food shops, 
support for self-built housing and sanitation, as 
well as support for popular education systems 
and initiatives with respect to other areas of 
everyday life, including the availability of trans-
portation. 

One of the lessons of public health history 
is that enlightened self-interest is an important 
motivator. The quality of urban life for every-
body is affected by its quality for the poorest. 
Epidemics are not always confined to poor 
areas, and drug-related crime is often targeted 
at the better off. For a city to begin to tackle its 
health problems, there is a need for a social 
contract in which the better-off accept a respon-
sibility towards enabling the poor to have ac-
cess to essential services. However, this does 
not imply that everything needs to be done for 
and to poor communities. Prevention and care 
by and for a community itself will often give 
visible results within a short period of time and 
may not require a great deal of capital invest-
ment. However, this investment in human capi-
tal is required to unlock the energy available in 
communities to tackle their own problems. 

mt 



Many of the resources for improving 
sanitation, nutrition, or antenatal care can be 
found within the community itself, and harness-
ing them will result in better health for the whole 
community. It also seems to be the case that 
communities value and look after services to 
which they have contributed. One problem is 
that community involvement and organization 
in any form is not politically acceptable in some 
countries. The basic requirement is a change in 
policies from those of non-recognition and non-
support, or even opposition, by politicians and 
technocrats for community development, to 
those of enabling and encouraging community 
action and active citizenship. 

Members of the community can be trained 
to become community health workers, and the 
community can contribute its labour to con-
struct health facilities with building materials 
being provided free or on credit by the govern-
ment, or by nongovernmental organizations. 
Poor communities in both developing and in-
dustrialized cities do work together to build 
roads, schools and clinics, and to organize rub-
bish and sewage disposal, if supported by ena-
bling policies. Women frequently play a cen-
tral part in community development initiatives 
and they should be encouraged and supported. 
"Pride of place" can be a powerful motivating 
force for civic improvement if properly sup-
ported by politicians, professionals and aca-
demics. It may be necessary to provide incen-
tives for people to work in poor areas, but an 
alternative is to cultivate, invest in, and develop 
the human resources which are to be found in 
any neighbourhood, however poor. 

One essential approach to improving urban 
services is to develop a wholehearted commit-
ment to decentralization and local integration. 
To develop and sustain a truly decentralized 
system, while at the same time insisting on 
strategic action, requires political determina-
tion and vision. Political will is often the major 
determinant of whether issues of the urban poor 
are effectively tackled. 

The shortage of health-policy-relevant 
data is a major weakness in many cities. Even 
quite basic environmental and personal health 
data can be of considerable help in targeting re-
sources and monitoring the impact of policies 
and interventions. Making what data there are 
available in an accessible form is a powerful 
and effective way of mobilizing and involving 
community leaders in community organization 
to solve health problems. At the more sophisti-
cated level of data collection and analysis, there 
are weaknesses in the scientific basis of health 
risk assessment, for example with regard to the 
effect of chronic low-level exposures and the 
combined and synergistic effects of toxic sub-
stances. There is a need to support the develop-
ment of environmental and ecological epidemi-
ology to clarify the adverse or beneficial impact 
of urban conditions on mental and physical 
health. It is important that research on health 
status includes surveys of health and environ-
mental conditions in poor communities, and 
that health status differences be measured in 
different parts of the city. Such data can enable 
planners to put forward policies for the more 
equitable distribution of resources. 

Ю 



In recent years, there has been are-exami-
nation of the role of the hospital in the health 
system. Traditionally, hospitals have been 
concerned with individual patients and with 
acute curative care. These activities are 
resource-intensive, and require modern tech-
niques with well-trained professkmal manpower. 
There has been a tendency in the past to see 
public health and hospital medicine as being in 
opposition, and co-ordination between hospi-
tals and other levels of health services has often 
been casual, and even incidental. Such thinking 
increasingly seems dated and irrelevant, and 
many hospital professionals and managers are 
now exploring ways in which to optimize the 
interdependency of hospitals and community 
care, usually with an emphasis on minimizing 
unnecessary hospital use. In an increasing 
number of hospitals in rapidly growing urban 
centres, the constraining walls have largely 
disappeared as the institutions ’ traditional cura-
tive activities have been supplemented by many 
other functions, all intimately bound up with 
improving health but previously thought to be 
of no direct concern to hospitals, such as elec-
tricity supply, provision of drinking-water, or 
road construction. More conventionally, many 
have now identified a set of hospital-based 
interests, such as health information, manage-
ment, manpower development, logistics, re-
search, and the control of various facilities, to 
see how they can be put to the most effective 
use by neighbourhoods and communities. For 
hospitals to provide leadership in this way, it is 
not enough for them to want to be involved in 
primary health care; they must understand pri-
mary health care and its values and components 
if they are to play a supportive role and be able 
to respond to changing circumstances. 

One approach, which combines the reori-
entation of hospitals with support for decen-
tralization of services and community develop-
ment, is that of the district health system whereby 
urban communities are divided up into more or 
less self-contained natural units, of up to 500 
households in defined administrative and geo-
graphical areas, with the deployment of health 
care staff and facilities, and with locally re-
cruited community health workers having spe-
cific responsibilities for individual sectors, 
including the promotion of intersectoral activ-
ity. Health centres and health units in such a 
system should provide preventive, curative and 
environmental services. 

Examples of such an approach have been 
described from Bogota, Cali, Jakarta, Manila, 
Mexico and Shanghai, among others. The keys 
to success of these initiatives appear to be 
political and professional commitment at the 
highest level, involvement of local communi-
ties and sectors in determining policies, priori-
ties and programmes, and the recruitment from, 
and by, the local community of community 
health workers whose special strengths lie in 
their knowledge and understanding of the con-
cept of community, and of its culture and cus-
toms, and their readiness to live and work in 
their own community. Case studies of this 
approach in action appear to demonstrate im-
provements in population health in the medium 
term. 

Initiatives such as this bring with them the 
potential for sharing experiences, both within 
and between cities of the developing and devel-
oped world on an equal, democratic and non-
paternalistic basis. 



4.2. Quality and Financing 
From a public health perspective, quality 

is holistic as well as technical; that is to say 
quality standards must be met from the point of 
view of all three partners - the public, the 
professionals, and the paymasters. Equally, 
there can be no quality without comprehensive 
population coverage. 

To date, there has been limited progress 
in developing operationally useful health out-
come measures, even in the most generously 
funded health systems; and techniques for moni-
toring the quality of services, such as profes-
sional audit, still lack widespread acceptance. 
There is an urgent need for political commit-
ment to ensure that monitoring and evaluation 
of urban health systems is combined with an 
understanding of what is good practice. Clearly， 
this has implications for the range of educa-
tional establishments concerned with training 
and registering professionals involved in pri-
mary health care. 

In moving away from a monolithic or-
ganizational mentality to one which depends on 
situation analysis, option appraisal and multiple 
interventions, mechanisms are needed whereby 
the responsibility for taking an overview of the 
quality of health systems rests with an identi-
fied individual, but the responsibility for serv-
ice delivery may well lie with multiple indi-
viduals, groups and organizations. In this situ-
ation, what are needed are simple but practical 
process indicators which bear a rational rela-
tionship to assumed outcomes. The less devel-
oped the urban area, the more deficient the 

statistical data available, but at the moment 
there is a lack of process indicators everywhere. 

Determination of the level of resourcing 
of any urban health system is a political deci-
sion unique to that place. However, the way in 
which resources that are available are distrib-
uted raises fundamental ethical questions about 
social justice. Usually, those budgets most at 
risk are those relating to health services and to 
the infrastructure which affects the health of the 
poorest. 

The concentration of populations in ur-
ban areas can bring health benefits in the form 
of variety of response and economies of scale in 
relation to the provision of various infrastruc-
tures and facilities. On the other hand, urban 
areas which are out of control can experience a 
vicious cycle of environmental degradation, 
crime, and the transmission of physical and 
social pathogens, which can be difficult to break 
out of without concerted central political action 
and the injection of major external resources. 

If funding levels cannot be raised, cities 
will have to find ways to relocate existing 
resources in the most effective way to release 
what other human and capital resources are 
available for health within the population. When 
material resources are available, the emphasis 
should be on their mobilization towards im-
proving the infrastructure for health. When 
they are not available, the emphasis in the first 
instance needs to be on social mobilization to 
create a physical infrastructure. 

Fund-raising by committees, and through 
charity and self-help groups, can play an impor-



tant part in releasing additional resources for 
primary health care, as can the development of 
health insurance schemes through non-profit 
organizations，such as friendly societies, or 
through compulsory insurance to enhance eq-
uity. Recent experience with user charges for 
health services seems to indicate that their in-
troduction has an adverse effect on the health of 
the poor by discouraging the sick poor from 
seeking medical care. 

4.3. Accountability 
The issue of accountability is inseparable 

from the political and organizational arrange-
ments for urban health systems on the one hand, 
and from the availability and use of information 
on the other. Linking the two is the question of 
whether or not a comprehensive city health 
plan, or an incremental approach to change, is 
likely to be more fruitful in improving the 
population's health. 

The range of responsibilities which dif-
ferent city administrations have over the vari-
ous elements of the health system varies consid-
erably. In some cases, the administration has 
responsibility for parts of the city over which it 
has no matching authority, and cities often have 
difficulty in, for example, increasing their reve-
nues because of legislative restraints, or techni-
cal problems such as those involved in identify-
ing and collecting charges. However, the gen-
eral problem to be found in cities throughout the 
world is the failure to take a systems view of all 
the elements which affect health, and to devise 
appropriately dynamic mechanisms to enable 
intersectoral working to become a reality. The 

need for closer intersectoral/interdepartmental 
collaboration is apparent everywhere, and the 
solution of some kind of interagency coordi-
nating committee at the highest level, chaired 
by the city mayor, is now frequently canvassed, 
not least by the WHO Healthy Cities project. 

The horizontal problems of lack of in-
tersectoral/interdepartmental coordination are 
frequently compounded by the lack of authority 
of local government and poor vertical collabo-
ration between city intersectoral teams and 
community groups on the one hand, and be-
tween local and national programmes on the 
other. There is often a need for both reform and 
strengthening of local government, and for 
clarification of the relationships between local 
and national administrations. 

Before any strategy can work, it is neces-
sary to resolve basic issues about the role of 
government, the reorientation of bureaucratic 
structures and of personnel, the definition of the 
interface of government* services and commu-
nity action, and the reconciliation of individual 
liberty with the conservation of the common 
resources of communities, of ecosystems and of 
the biosphere. 

Many cities have a shortage of the rele-
vant skills of epidemiological and policy analy-
sis and policy formulation, of health services 
management and of health systems evaluation, 
and there is frequently a weakness of political 
health leadership, which is not considered an 
important portfolio. To move towards a posi-
tion of much greater public awareness and 
participation in health-related affairs, there needs 
to be a much better collection, analysis and flow 



of health information, ranging from environ-
mental and community health profiles and health 
education materials, to planning documents 
which are user-friendly to the general public. 

At the heart of the culture change which 
needs to take place, concerning the availability 
of health-related information to the public, are 
the attitudes of professionals to being open 
about their work, knowledge, skills and author-
ity. The conventional curricula of health pro-
fessionals, especially in medicine and nursing, 
need to be reviewed and restructured to meet the 
challenge of changing health needs in urban 
areas related to the situation of the poor and to 
the new concern for ecology. 

Where cities have no overall health plan 
they should be encouraged to move towards 
one. However, the preparation of a plan is not 
an end in itself, but a means to an end. Some 
cities have found it easier to take a series of 
practical incremental steps towards an inte-
grated approach to urban health, rather than 
adopting a comprehensive plan. However, the 
process of debate and discussion which can be 
created around the development of a plan can, 
itself, be an important motivator for involving 
many members of the general public in commu-
nity organizations working to improve health. 

Other techniques which have been found 
to be useful in activating public participation 
include neighbourhood workshops and the link-
ing of cities on a twinning and exchange basis, 
so that citizens with common interests can 
exchange experiences and learn from each other. 

It has been argued that the nature and 
mechanism of community involvement by city 
dwellers in health development activities are 
entirely different from those of people living in 
rural areas. The argument is that people's life-
styles are primarily affected by the nature of 
their livelihood, and that, as urban dwellers 
have no time for community activities, the 
promotion of participation should focus on 
professional groups, on workplace-based ini-
tiatives, and on the use of mass media. It seems 
likely that this view of city life holds for some 
cities more than for others. 

It also seems likely that the most potent 
combination for community action on health is 
the provision of relevant information to exist-
ing or nascent community leaders, whilst pro-
viding them with support to develop local infra-
structures to tackle neighbourhood health prob-
lems in an integrated way. Such organizations 
as “friends of health committees" seem to be 
able to provide a focus for developing local 
public health policy. In Victorian England, the 
"health of towns" associations became a signifi-
cant force for change, and achieved remarkable 
effects in the form of public health legislation in 
a matter of only a few years. 

As we move into the 1990s, organiza-
tional structures around the world are changing 
in novel ways. Hierarchies are flattening, and 
networked groups that form around particular 
problems and dissolve when they have achieved 
their goals are becoming a preferred organiza-
tional form. Cross-sectional groups, such as 
interdepartmental committees, task forces, and 
neighbourhood councils, are becoming com-
monplace. 



It seems to be becoming a new orthodoxy 
that the centre should provide the strategic di-
rection, but that the periphery should be given 
the space, and the right, to decide its own 
priorities with public involvement. A corollary 
of this seems to be that when responsibility is 
given for any specific programme, it should be 
accompanied by appropriate central funding. 

When it comes to achieving effective in-
tersectoral action, the main blocks to action 
appear not to be lack of information so much as 
lack of political will. Intersectoral organiza-
tions can do little if they are opposed overtly, or 
covertly, within the main departments which 
they are supposed to represent 



Opportunities for Action 

Two crises face global public health at the 
present time: the problem of third-world debt 
and the grinding poverty which is its ultimate 
manifestation on the one hand, and the problem 
of environmental degradation and the funda-
mental threat to the ecological basis of man's 
planetary habitat on the other. Both are causes 
of social instability and lead, among other things, 
to threats to world peace. 

However, we know that crises can also be 
opportunities, and the times we live in are times 
of rapid change which is social and philosophi-
cal, as well as technical. The geopolitical 
changes of the past two years have opened 
many doors which provide opportunities for 
collaboration, and the speed with which infor-
mation can now be disseminated world-wide 
makes the “global village" seem no longer a 
fantasy. It is possible to think globally and act 
locally to build up national and international 
policies which address the twin issues of social 
justice and ecological sanity. 

We are also in a period when there are 
rapidly changing ideas about the structure and 
role of organizations, and the need for partner-
ship between the public, private and voluntary 
sectors has rapidly become an orthodoxy. This 
is being reinforced by a worldwide shift from 
feudal and centralist government to civil soci-
ety, with the rapid growth of community initia-
tives and organizations, many of which are 
concerned with primary health care and public 
health issues. There are real opportunities in the 
current ferment of change, but the taking of 
these opportunities is dependent upon clear 
political vision of how to forge the new partner-
ships and to reorientate the relationships be-

tween health systems and professionals and the 
publics that they should serve. 

A key element in this process is the flow 
of relevant information to enable the public to 
play a more active role in determining policies, 
and to enable better quality decisions to be 
taken. The harnessing of information to com-
munity leadership and initiatives, and to the 
stimulus of civic pride and creative competition 
between urban areas, has the potential fra* achiev-
ing real improvements in public health. This 
happened on a much smaller scale, but to con-
siderable effect, in the industrial cities of the 
nineteenth century. The challenge is to deploy 
the same dynamics on a global scale in the 
1990s and beyond. A starting-point for debate 
and the action which is required is for countries, 
cities and towns to ask themselves the following 
questions: 

1 Is there an analysis of the main health 
problems and conditions in each part of the 
main urban areas and at each age in life? 

2 Is this information widely available in cit-
ies so that people are able to discuss what needs 
to be done to improve health? 

3 Is information accessible about what health 
services are available and how people can get 
access when it is needed? 

4 Is action being taken to create safer, health-
ier and ecologically sound physical and social 
environments which support healthier lifestyles 
in urban areas? 

5 Are all the areas of everyday life - public, 
private, and voluntary - involved in planning 
and working for improved urban health? 



6 Is there an effective way of getting every-
body to work together at the neighbourhood 
level? 

7 Are there mechanisms for identifying and 
supporting community leaders who speak out 
for better health and make sure that those fac-
tors that affect health are understood by all the 
public? Are the city hospitals providing public 
health leadership? 

8 Do your cities have specific plans to col-
lect and distribute needed information about 

health, to develop stronger intersectoral coop-
eration, and to provide adequate resources for 
health? 

9 Is it necessary to establish new organiza-
tional infrastructures to facilitate an integrated 
approach to urban health, or can existing struc-
tures be adapted and made to work? 

10 Is there a clear understanding and a con-
sensus about the relative contributions of cen-
tral and local government to improving and 
protecting urban health? 
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