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Foreword 

Urban growth since 1950 has transformed 
the problem of public health in virtually all 
countries. Without improved responses, urban 
growth in the coming decades is likely to pro-
duce a social and health crisis of global propor-
tions, whose keenest effects will be felt in the 
developing countries. 

Urbanization, coupled with total popula-
tion growth and with the impacts of socio-
economic development, has become a major 
determinant of the health state of the world's 
peoples and the environments in which they 
live. More adequate public health measures, in-
tegrated with more powerful political and eco-
nomic management of the problems spawned 
by urbanization, has become essential to realiz-
ing the goals of sustainable development and 
health for all. 

This background document is largely based 
on information developed since 1987 in several 
WHO studies, documents and interregional 
meetings on urban health, most recently the 
report and working papers of a WHO Expert 
Committee on Environmental Health in Urban 
Development that met in April 1990 and the 
report of the "Interregional Meeting on City 
Health: the Challenge of Social Justice" that 
met in Karachi, Pakistan in November 1989, 
under the joint sponsorship of WHO, UNICEF, 
UNDP, HNNroA, the World Association of 
Major Metropolises, and the Aga Khan Univer-
sity. These documents provide a picture of the 
problems, the constraints to be overcome, and 
the possible lines of action that might be under-
taken. 



Urbanization, Trends and Problems 

Protecting and promoting health in urban 
settlements has become more difficult, urgent 
and important in the last 20 years, because of 
physical and social changes in cities and the 
ever-rising numbers of people affected. Health 
impacts are felt through the "traditional，，dis-
eases of underdevelopment, the chronic dis-
eases associated with development, and the 
incidence of psychosocial problems. 

Urban growth is driven by the search for 
employment, changes in production and mar-
keting, the direct and side effects of develop-
ment policies, and the perception that cities 
offer a better life than do increasingly depressed 
rural areas. The extent of this growth is shown 
in Figures 1-3, from which it can be inferred 
that: 

• urban populations have greatly increased 
in the last 40 years 

• the greatest increase has been in the de-
veloping countries 

• urban populations will increase even 
more rapidly in the next 35 years, with 
explosive growth of cities in developing 
countries 

• although the number of rural dwellers 
will increase, their share of total popula-
tion will not: people living in cities will 
become a global majority and the devel-
oping countries will approach the urbani-
zation levels of the industrialized coun-
tries. 

Apart from the numbers affected, a low-
ered quality of life has implications for health, 
as does the deterioration of conditions in the 
natural and man-made environments of cities. 

Important differences are found in the impact 
of recent urbanization in the industrialized and 
developing countries. In the former, where 
population growth has slowed in recent dec-
ades, the major impact on health is felt through 
cities being changed by technology develop-
ment, increased consumption and pollution, core 
city decay, deteriorated infrastructures, and social 
stresses. Low income and limited access to 
health services undermine the health of disad-
vantaged groups, which are substantial minori-
ties in some cities. 

In developing countries, urban changes 
have produced even more severe problems, 
because rapid growth has generally outstripped 
social and economic development, resulting in 
massive community and family poverty. These 
cities face many of the problems of cities in 
industrialized countries, as well as the problems 
of underdevelopment. The factors that have an 
impact on health include: 

• rapid and massive urban population growth, 
both in an increasing number of "megaci-
ties" and in secondary cities; 

• large populations in squatter settlements 
and shanty-towns, often occupying urban 
land subject to landslides, floods, and other 
natural hazards 

• increased density, overcrowding, conges-
tion, traffic, and unstable residential pat-
terns 

• ever-growing numbers of people living in 
extreme poverty, many of them - espe-
cially women and children - at high social 
risk 



FIGURE 

INCREASES IN URBAN POPULATIONS 
WORLD AND DEVELOPING COUNTRIES 1950-2025 
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Urbanization. 1986. New York, 1989. 
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Percentage change in the populations of urban and rural areas in develop-
ing countries up to the year 2025 (base: 1970) 

FIGURE 3 

Developed regions 

Developing region^^^ 

t 1 i L J L 1 1 J 1 ' 1~~•言 

1970 75 80 85 90 95 2000 05 10 15 20 25 

Y e a r 

Proportion of population in urban areas in developing and developed 
regions, 1970-2025 

Source: United Nations. The prospect of world urbanization (revised 1984,1985). New York, 1987 
(Population Studies, No. 101;ST/ESA/SER.A/101). Taken directly from pages 12 and 13 of Spotlight on 
the Cities: Improving urban health in developing countries. Geneva, WHO, 1989. 
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• increasing biological, chemical, and 
physical pollution of air, water and land 
from industrialization, transportation, 
energy production, and commercial and 
domestic wastes 

• financial and administrative inability to 
provide sanitary infrastructure, promote 
adequate employment and housing, man-
age wastes, and ensure security, environ-
mental controls, and health and social ser-
vices. 

Meanwhile, urbanization contributes to 
changes in local ecosystems and the biosphere 
that affect the health and living conditions of 
both urban and rural populations. 

Such changes have produced a burden of 
ill-health and disability that is of crisis propor-
tions in some Third World cities, especially in 
countries with stagnant economies and heavy 
external debt. The crisis is deepened when 
health service resources are used inequitably or 
dissipated on low-priority needs and inappro-
priate technologies. The human capital thereby 
lost is a brake on economic development and 
adds to rising misery and social unrest. Al-
though each city is unique, the health situation 
is likely to grow worse, without more effective 
interventions. 

Cities must not only improve the equity of 
services to meet high-priority health care needs, 
but take stronger cooperative action to improve 
the living conditions and environments that de-
termine health - working through governments, 
private organizations, the professions, acade-
mia, and the communities. Health authorities' 

involvement and effective leadership, in con-
cert with other sectors and the public, is essen-
tial. 

1.1 Demographics 
Urban population data provide gross indi-

cators of the present and potential extent of 
health needs in urban settlements - the ''de-
nominators ，’ of the situation at global, regional, 
national and local levels. 

From 1950 to 1985，the world's urban 
population almost tripled, from 701 million to 
1983 million, or from 25 per cent to 41 per cent 
of the planet's human inhabitants at each time. 
As population growth in the industrialized coun-
tries slowed over this period, most of the in-
crease was in the cities of developing countries. 
There, urban population tripled, from 286 mil-
lion in 1950 to 1114 million in 1985. Already, 
the urban population of developing countries -
in some instances understated - is larger than the 
combined urban populations of Europe, North 
America and Japan. 

Generally, urban growth rates in the Third 
World cities have been 2-3 times those experi-
enced in industrialized countries in the past, and 
continued annual increases of more than 3 per 
cent have been forecast over the next 40 years. 
Developing countries will have twice as many 
urban dwellers as the developed countries by 
the year 2000, and four times as many by 2025; 
a majority of their populations will be living in 
towns by 2010. 

Some projections have been criticized for 
failing to consider the specific situations in par-



ticular cities and the effects of poor economic 
conditions. But even if populations in Third 
World cities were to increase less dramatically, 
hundreds of millions of city dwellers are al-
ready exposed to major threats to their health 
and well-being. Also, some further growth is 
inevitable: if in-migration slows, the young age 
structure of their population ensures that natu-
ral increase (which has accounted for about 60 
per cent of urban population growth in recent 
decades) will enlarge their populations substan-
tially. Rural majorities are likely to persist in 
some countries in sub-Saharan Africa, south 
and east Asia, and Oceania, but some of these 
countries, which include China and India, will 
have many urban agglomerations in excess of 1 
million people, and several already have 
“megacities” with populations of more than 5 
million. 

The spectacular growth of the ‘ 'megaci-
ties" has received the most attention in recent 
years. There was one Third World city with a 
population of more than 5 million in 1950. 
There were 11 in 1970, and 35 are projected by 
the year 2000. Of those 35, 11 are forecast to 
have a population of 20-30 million. Even if 
such expectations do not fully materialize, the 
number of megacities is likely to increase, al-
though most urban dwellers will be living in 
smaller cities. Environmental and health prob-
lems in the megacities will be the more severe, 
but needs in the remaining cities will be the 
more extensive. 

While data on trends are useful for outlin-
ing the global problem, city situations differ. 
Making sound local decisions requires that each 
city be assessed according to its specific charac-

teristics, including spatial factors, the natural 
resources of its hinterland, its social, economic 
and administrative capacity, and the degree to 
which its growth is attributable to in-migration. 

1.2 Quality of life 
Two perspectives - of urban productivity 

and urban poverty - are useful in understanding 
how urban growth determines the quality of life 
of city residents. 

Urban productivity 
This perspective recognizes the efficiency 

of large cities as engines of economic develop-
ment and producers of amenities. The World 
Bank estimates that, globally, the 34 per cent of 
developing country populations that live in 
cities produce 60 per cent of the gross domestic 
product (GDP). The extreme cases are Bangkok 
where 10 per cent of the national population 
produces 80 per cent of Thailand's GDP, and 
Dhaka, which has 4 per cent of Bangladesh's 
population and 60 per cent of its manufacturing 
establishments. 

Among the reasons for urban productivity 
are economies of scale and proximity, concen-
trated demand for products, and the tendency of 
cities to attract the better-educated in the na-
tional population. These factors make it fea-
sible to provide efficiently for infrastructure 
and services, including medical care services. 
However, this potential may be reduced for lack 
of financial means, distorted tax and economic 
policies, waste of resources, poor management, 
and inadequate political and social organiza-
tion. Developed and developing countries have 



examples of cities where poorly managed urban 
development, along with economic stagnation 
over the last decade, has led to reduced produc-
tion, higher price and unemployment levels, 
cuts in public expenditures for social services, 
higher borrowing rates, and a decline in infra-
structure investment. 

Urbanization has the potential to help or 
hurt rural development. The rural economy 
may be supported through increased demand 
for products and through cash remittances from 
urban to rural family members. But urban 
demand may also drain the hinterland's re-
sources and damage it with urban wastes. 

Urban poverty 
The second key perspective is the high 

prevalence of poverty among urban residents. 
Although comprehensive statistics on urban 
poverty are lacking and national criteria that 
define poverty differ, the World Bank estimates 
that a quarter of all humans - some 1100 million 
-live in poverty, most of them in developing 
countries. UNEP has estimated that about one-
third of urban dwellers in developing countries 
live in substandard housing or are homeless, 
and that their numbers will grow to at least 420 
million by the year 2000. 

Health risks are increased by poverty, be-
cause basic minimum needs go unmet and the 
poor are more exposed to hazards. Also, pov-
erty results in environmental deterioration: the 
World Commission on Environment and De-
velopment found that poor people, in their 
struggle to survive, inevitably make great 
demands on the bearing capacity of land, on 
water, and on air resources. 

In most industrialized countries, the urban 
poor are a small but growing minority. They 
suffer the effects of deprivation and, increas-
ingly, from exposure and diseases associated 
with affluence and industrialization: toxic pol-
lution, congestion, noise, cardiovascular dis-
ease, mental disease, drug abuse, and crime and 
violence. In developing countries, poor and 
near-poor populations are larger, economic con-
ditions worse, infrastructures less developed, 
security more tenuous, goods scarcer, and illit-
eracy more prevalent. 

Recent changes in Third World cities have 
historical precedents, including those of cities 
in Europe and North America during the Indus-
trial Revolution. But the scale of growth is un-
precedented, and the capacity to respond to the 
needs of great numbers of people is limited by 
a low income base that provides few resources 
to invest in infrastructure and services. Many 
residents lack adequate housing, food, energy, 
water, sanitation, public safety, transportation 
and health care. 

Most social development policies have 
aimed to offset poverty's effects (for instance, 
by providing some housing) but such interven-
tions have helped relatively few people. Rarely 
do policies attack the causes of poverty, un-
equal and low wage structures, uncertain resi-
dential tenure, weak worker protection, social 
isolation, and poor health. Meanwhile, the full 
potential of those in the "informal economy” 
to contribute to improved well-being has sel-
dom been tapped, although these workers make 
major contributions to house-building, recy-
cling of wastes, and the production of cheap 
goods and services essential to urban enter-
prises and consumers. 



2. 
Health Impacts of Urbanization 

2.1 Urban health 
determinants 

Physical, economic, social, and cultural 
factors in the urban environment are strong 
determinants of health. These factors are felt 
through the processes of modernization, migra-
tion, industrialization, and social aggregation. 
Health is also affected, in specific cities, by 
climate, terrain, density, housing stock, type of 
industrial base, income distribution, and trans-
portation systems. Health impacts are not the 
simple total of such conditions, but the effect of 
their synergistic interaction. 

Unless such factors are taken into account, 
health service interventions can have only lim-
ited impacts. Deaths prevented by immuniza-
tion may be offset by mortality from poor nutri-
tion and sanitation or from infection by patho-
gens against which there are no vaccines. Like-
wise, public water systems can be properly de-
signed and built, but delivery of safe water 
requires institutionalized resources for proper 
operation. Reducing respiratory diseases that 
are affected by air pollution depends on control-
ling traffic and vehicular emissions, industrial 
siting and production practices, and facilities 
used for domestic heating and cooking. Such 
interdependencies make the strongest case for 
intersectoral action for health. 

In theory, the city's compactness and pro-
ductivity can support the protection and promo-
tion of health; the relatively high levels of 
health enjoyed by upper- and middle-class city 
dwellers in all countries demonstrate these pos-

sibilities. But while such hazards as air pollu-
tion may affect all socioeconomic groups, it is 
the growing numbers of urban poor in all coun-
tries who are the most exposed to invidious 
elements in the urban environment. Health 
needs are greatest in Third World cities, whose 
health problems include the traditional diseases 
of underdevelopment (mainly communicable 
diseases) and the diseases of development -
higher levels of cardiovascular and other chronic 
diseases, mental illness, accidents, intoxica-
tions, and malignancies. In addition, the new 
scourge of ADDS appears to be a mainly urban 
phenomenon (despite current concern over the 
rapid rise in case numbers in rural areas in a 
number of countries). 

2.1.1 Physical factors 
Health is positively or negatively affected 

by such factors as water supply, domestic and 
community sanitation，standing water, vector 
populations, industrial and residential pollu-
tion, occupational and transportation condi-
tions, housing adequacy, use of chemicals, food 
supply and safety, radiations, noise, and the 
presence of such natural features as greenery 
and open spaces. In several ways, urbanization 
itself is a key variable in the equation of health 
and sustainable development: 

• urbanization magnifies the health 
impacts of malfunctions; for example, 
breakdowns in water supply and sanita-
tion affect large numbers of people; poor 
vector control and rampant communi-
cable diseases in slums increase the 
exposure of the population as a whole 

• city dwellers typically generate high vol-



umes of wastes, which may be directly 
and indirectly hazardous 

• urban living is highly interdependent -
for example, more of the food consumed 
by urban populations is processed and 
prepared by others, requiring effective 
controls on food production，transport, 
marketing and handling 

• the effects of natural and man-made dis-
asters are greater among concentrated 
populations 

• much urban housing is rented, multiple, 
and crowded; dwellings may favour or 
protect against the hazards of communi-
cable and noncommunicable disease and 
trauma, and they may be implicated in 
psychosocial ailments; the siting of 
dwellings affects human exposure to 
traffic hazards and to toxic substances in 
air, water and soil; noise pollution from 
traffic and manufacturing, and in 
crowded dwellings, may reduce needed 
sleep and induce hearing loss 

• concentrated buildings and industrial and 
traffic emissions increase heat stress and 
air pollution effects during temperature 
inversions, while decreasing natural 
ventilation 

• cities affect rural areas by increasing de-
mands for products, stimulating greater 
use of agricultural chemicals to meet 
food needs, increasing "downstream" 
pollution, and depleting biomass fuel 
resources that are brought to the city. 

2.1.2 Social and cultural factors 
The physical environment conditions, and 

is conditioned by, the social environment, which 

affects health, positively and negatively. Theo-
retically, concentrated populations can enhance 
their access to good health by using technologi-
cal and social resources to modify urban envi-
ronments and improve living conditions. 
Whether this potential is used for good (variety, 
amenities, affordable services and infrastruc-
ture) or for ill (environmental degradation, crime, 
transmission of physical and social pathogens) 
depends on social practices and on how well 
policies of social justice are pursued. 

Poor health is most frequent among so-
called marginal or underclass populations, which 
are increasing in many cities of both developing 
and developed countries. These are people who 
are classed as minorities, whose poverty is sus-
tained by working outside the formal economy, 
and who lack social organization and estab-
lished legal identities. Adequate nutrition, 
hygiene and housing are beyond their grasp, 
and they may be victimized in meeting such 
basic needs; for example, poor urban dwellers 
may have to pay more for limited amounts of 
vended water (often unsafe) than do the more 
affluent with piped supplies. In addition, they 
are subject to unhealthy exposures to tobacco, 
alcohol and other drugs, and "unsafe,，sex. 
Unemployment, underemployment, and the 
stresses of insecurity affect their resistance to 
disease, and health and social services, includ-
ing emergency services, are often inaccessible. 

Health is likewise undermined when people 
are not educated to improve their income and 
living conditions, to eat properly, to protect 
themselves against hazards, and to adopt healthy 
lifestyles, especially amid rapidly-changing 
sociocultural patterns in many Third World cit-
ies. 



A44/Technical Discussions/2 : HEALTH AND THE CITIES 

2.1.3 Economic factors 
During the past decade, most developing 

countries have experienced stagnation in eco-
nomic growth, and heavy external debt in many 

countries diverts a substantial proportion of 
national income to meet interest payments. The 
usual result has been declining per capita in-
come and a rise in real prices, which has re-

HEALTH IN THE URBAN ENVIRONMENT 

A recent comprehensive review of literature and knowledge about health in urban areas in 
developing countries has drawn the following important conclusions (Bradley et al, 1990): 

1. Intra-urban health differentials 

Studies which examine intra-urban differentials in mortality confirm the link between poverty and 
higher mortality, but often do not examine the intermediate factors such as nutrition, education 
etc that may be operating to produce the raised mortality. 

A large number of studies, ranging from Uganda and Ethiopia to Brazil and Panama, have estab-
lished the greater prevalence of diarrhoea and various helminths in environments which have 
poorer housing, water and sanitation faciliites. 

There is a growing literature on differentials in mental health within cities, with a higher prevalence 
of mental illness in tow income, physically deteriorated areas. 

A number of studies provide a clear picture of intra-urban differentials in nutritional status, with 
poorer groups being at a distinct disadvantage in nutritional terms. 

Leprosy and hookworm are more prevalent in low-income areas, but few studies are available 
to confirm there is a higher incidence of acute respiratory diseases, arthropod borne diseases 
(malaria, dengue), or skin diseases (scabies, trachoma or conjunctivitis) in low income areas. 

2. "Causal” studies linking urban environment to mortality and morbidity 

A number of studies link water quality and access to infant mortality, with access to an "individual" 
water supply emerging as an important variable. Behavioural factors and maternal education 
interact with the more tangible physical environment (of which dwelling and water supply are 
indicators) to produce excessive infant deaths. 

The studies analysing morbidity are much more nu merous than those tackling causes of mortality 
in urban areas, but even so they do 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 shows some of the strongest associations of environmental 
variables and disease outcomes. Many studies point to the complex synergism of environmental 
and social risk factors for disease. Some studies perceive that health outcomes in the urban 
environment derive more from the socio-economic than the physical environment. Poverty 
remains the most significant predictor of urban morbidity and mortality. 



duced the resources available for urban invest-
ment and maintenance. Such conditions have 
led, in turn, to deteriorating urban environ-
ments and reduced public services, negatively 
affecting the health, quality of life, and produc-
tivity of urban dwellers, particularly the poor. 

The social and health consequences of 
general economic conditions have been made 
worse by such local policies and practices as: 
-policies that aggravate maldistributions, such 
as inappropriate pricing of urban services, which 
results in (a) many urban poor being without 
services, even if they are willing and able to 
pay; (b) the provision of subsidized services to 
industry and the rich; and (c) artificial pricing of 
land, water, and energy that undercuts equity, 
natural resource management and pollution 
control 

• uncontrolled industrialization and re-
source exploitation, whose side-effects 
include pollution, rising prices, declining 
real incomes, employment dislocations, 
reduced public expenditures, and non-
sustainable development 

• the outstripping of social and economic 
development rates by natural population 
increase and urban in-migration, some-
times stimulated by deteriorating rural 
conditions 

• excluding many from full civil and eco-
nomic status, creating an underclass that 
is driven to survive through the 4 4infor-
mal economy" and whose members may 
be “illegals” with respect to tenure of 
land and shelter, access to services and 
utilities, eligibility for employment and 

education, and (if children are not regis-
tered at birth) their very existence. 

2.2 Urban health impacts 
In rapidly urbanizing cities, the lack of 

information about vital events, diseases, and 
medical coverage (numerator data) and about 
the size and characteristics of the population 
(denominator data) precludes accurate knowl-
edge of the effects of urban living on health. 
Available city data often show urban health 
levels to be higher than rural health levels. But 
much ill-health among the urban poor and the 
‘‘illegals” is under-reported, and the aggrega-
tion of data conceals the deficiencies in disad-
vantaged socioeconomic groups and neighbour-
hoods. 

Although the full extent of health prob-
lems and important distinctions among groups 
are not fully known, epidemiological studies 
have clearly shown that the odds against child 
survival and general longevity are greater for 
those city dwellers who are severely exposed to 
the hazards of malnutrition, inadequate shelter, 
poor sanitation, pollution, poor transportation, 
and the psychological and social stresses result-
ing from socioeconomic deprivation. Mean-
while, a lack of dependable data clouds the 
question of how unmet health needs of the poor 
affect the health of the rest of the population. 

2.2.1 Communicable disease 
Communicable disease flourishes where 

immunization is inadequate and environmental 
barriers against pathogens are weak; inadequate 
nutrition enhances susceptibility to infections. 
Risks are intensified by urban crowding, by the 
importation of pathogens to which people are 
not resistant, and by increases in vector popula-



tions because of changing settlement patterns 
and disrupted ecological relationships. 

Environmental conditions that favour the 
spread of communicable disease include insuf-
ficient and unsafe water supplies, insanitary 
disposal of excreta, inadequate disposal of solid 
wastes, poor or inefficient drainage of surface 
waters, inadequate personal and domestic hy-
giene, structural inadequacies of housing, and 
overcrowding. Many of these conditions result 
from a lack of facilities and services, but human 
behaviour (culturally based) is implicated as, 
for example, when migrants continue tradi-
tional practices such as collecting water from 
surface sources, or building dwellings with 
sanitary provisions unsuited to crowded urban 
conditions. 

2.2.2 Noncommunicable disease and 
trauma 

Much of the burden of chronic disease and 
trauma (especially poisoning, burns and inju-
ries) is associated with urban environmental 
factors, lifestyles, inadequate early detection 
and treatment of disease, and poor health educa-
tion. 

Structural hazards in shelter, transporta-
tion, and occupation contribute through un-
safely designed building features, furnishings 
and appliances. The risks are associated with: 
indoor air pollution; poor provisions to escape 
from fires and explosions (especially in multi-
storey buildings); building collapse; hazardous 
vehicles, traffic and road systems; poorly engi-
neered work stations in industry and the home; 
and the use of unsafe building materials (lead-
based paints, asbestos, creosote, and synthetic 
substances that give off toxic fumes). 

The siting of settlements in relation to in-
dustrial and waste disposal locations is critical 
to protecting people against concentrated pollu-
tion of air, water, and soil. In this respect, 
perturban squatters fare badly, as industrial 
plants and dumps are often located at the pe-
riphery of the city. Squatters are also exposed 
to natural hazards, when they settle on unstable 
slopes and in flood-prone areas. 

Enhanced exposure to toxic and caustic 
substances accompanies the increased use of 
chemicals in industry and in urban homes, re-
sulting in poisonings, burns, and contact inju-
ries. Chronic effects, not all of which are 
known, result from chemical contamination of 
food, water and air. Accidents in manufactur-
ing, storage and transportation increasingly create 
hazardous emergencies. 

Air pollution involves many hazards and 
sources in conurbations, which increases the 
technical and economic difficulties of control-
ling them. Health effects are multiple. The 
toxic and degenerative effects of lead from 
vehicular emissions (large quantities of which 
are released in congested traffic) have been 
traced. Energy generation and industrial emis-
sions release dusts and sulfur into the ambient 
air and contribute to the occurrence of smog and 
‘‘acid rain" that affects nearby persons and 
property, as well as destroying biotic resources. 
Combustion within homes, many with inade-
quately vented cooking and heating devices or 
the open burning of biomass fuels, puts hun-
dreds of millions of people at risk in the devel-
oping countries. 



2.2.3 Psychosocial health problems 
Urban living can enhance potentialities for 

human association and cultural, recreational 
and aesthetic pleasures; equally, it may increase 
the isolation of individuals and families. Social 
and emotional stresses are likely to be severe 
among those new to city living and those who 
lack a reasonably secure financial, residential 
and legal base. Urban stresses are often mani-
fested in depression, anxiety, suicide, alcohol-
ism, drug abuse, and other disabilities due to 
mental illness. Increases in mental disorders 
among the higher age groups of cities have been 
observed, as have increases in such problems as 
juvenile delinquency, violence, and various forms 
of maladjustment in which psychosocial factors 
play a major role. 

Problems of emotional instability have 
been documented in children involved in rural-
urban transition, homelessness, and early, ex-
ploitative, and oppressive labour. Less well 
documented are the hazards of drug addiction 
and social deviance (as well as high incidences 
of trauma and suicides) for adolescents and the 
more subtle and general effects of urban stresses 
on social “coping” and functioning - people 
being unable to carry out their social roles in 
work, the family, and the community. 

Studies of migrants, “illegals” and the 
urban poor in general have established associa-
tions between somatic and emotional ill-health 
and the stresses of poverty, insecurity, and life-
style changes in culture, occupation, and nutri-
tion. People may not become accultured, some-
times because of exclusion, sometimes because 
of seclusion and rejection of the new. Also 
implicated in psychosocial problems are crowd-

ing, noise, frequent location changes, residen-
tial and employment segregation by race or na-
tionality, aesthetic insults, lack of privacy, limited 
access to recreation, and fears of falling victim 
to crime. 

Criminal and domestic violence, some-
times inter-generational, contributes to urban 
mortality, illness, and trauma (significantly 
among children, women, and young adults), as 
well as intensifying environments of fear. 

2.3 Health risks of special 
groups 

The largest group of urban dwellers at 
health risk are the poor, a substantial and grow-
ing fraction of mankind. Poverty intensifies the 
risks inherent in other types of life status, such 
as childhood, old age, female sex, handicap, 
and occupation. Shortfalls in health, educa-
tional and social services have major impacts. 

While all children are biologically and 
socially vulnerable, poor children are espe-
cially so. Children who belong also to such 
high-risk groups as migrants and ‘‘illegals”，or 
who are separated from their families, are at the 
highest risk. It has been estimated that there are 
about 21 million homeless “street children，，in 
Latin America alone. 

Despite reductions in infant mortality in 
developing countries as a group, rates remain 
high in poor urban communities. Although the 
immunizable diseases have been in retreat for 
more than a decade, 2.8 million children die 
each year from those diseases, and a further 3 
million survive to suffer their sequelae. The 



extent of malnutrition - itself a disease and one 
that intensifies other diseases - is indicated by 
the estimate that one-third of Third World chil-
dren weigh less than 2.5 kg. at birth, and sur-
veys in North Africa show that almost half the 
children of the region show signs of malnutri-
tion. In some societies, early child labour is 
commonplace, and in some the exploitation and 
abandoning of children is tacitly condoned. 
Child abuse is a significant problem in many 
countries, industrialized and developed, and 
parental negligence contributes to injuries and 
poisonings by drugs and other chemicals. 

Adolescents and pre-adolescents are espe-
cially prone to death and injury from trauma 
(accidents, homicide, and other violence) and 
drug and alcohol abuse，hazards that are fre-
quent in urban settings. Some communities 
report high incidences of depression, suicide 
and other manifestations of psychological stress 
among adolescents. City lifestyles appear to 
increase susceptibility to such hazards and to in-
volvement in delinquency, crime and, in some 
countries, violent social and political conflicts. 

Women9s health is compromised by pov-
erty, poor education, and discriminatory eco-
nomic and social practices. Women may be at 
a disadvantage from birth because of inade-
quate nutrition, lack of education, heavy work-
load, early marriage, and early and multiple 
pregnancies; their vulnerability increases where 
they are also heads of households. Inadequate 
health care, contraception, and sanitation ex-
plain why the risk of a woman dying in child-
birth is 150 times greater among Third World 
poor than in the industrialized countries. Pros-
titution, involving girls and boys as well as 
women, has grown to immense proportions in 

some developing countries; with the spread of 
AroS, this has become a major and urgent 
public health problem. 

Women make an important contribution 
to economic output, and their health is an im-
portant component of the world's human capi-
tal. Official statistics put the female workforce 
at 34 per cent of the total in Asia, 32 per cent in 
Africa, and 24 per cent in Latin America, and 
these data do not account for the activities of 
women in the informal economy. Yet, in both 
the formal and informal economies, the health 
of women is compromised by low income, 
irregular work, intense time pressures, poor 
social protection, and frequent dismissal, as 
well as by onerous domestic conditions. 

Health care needs of the elderly are in-
creasing in all countries, as their numbers and 
proportion steadily rise. Increases in longevity 
have been most dramatic in developing coun-
tries during the last 50 years; projections indi-
cate that, of the 1200 million people over 60 
expected to be alive in 2025,71 per cent will be 
in Third World countries. These increases have 
implications for the economy (the dependency 
ratio between those in and beyond their work-
ing years), politics, financing health care and 
social insurance, and the provision of shelter. 
The physical and mental health problems of 
aging are increased by impoverished environ-
ments, vulnerability to criminal aggression, the 
stresses of adjusting to different lifestyles, lone-
liness, and other consequences of losing the 
support of the extended family. The culture of 
cities is often at odds with traditional practices 
of respect for elders. 



The number of handicapped people has 
been estimated at 500 million and is projected 
to double early in the next century. Four out of 
every five handicapped live in developing coun-
tries, and a third of them are children. Rela-
tively few countries are able to provide mean-
ingful assistance, rehabilitation, or protection, 
leaving many to subsist in miserable conditions 
on the streets, competing vainly in hostile situ-
ations. Handicapped "street people" - a large 
proportion suffering from mental illnesses -
constitute a significant problem in some of the 
richest countries. 

Numbers of workers in the informal econ-
omy of Third World cities are increasing faster 

than those with stable incomes. Lacking regu-
lar jobs, they are not covered by agreements for 
access to social insurance schemes; they are 
often unprotected against hazardous working 
conditions and have limited access to health 
care. Data are often lacking on occupational 
injuries and accidents in most developing coun-
tries, but it is thought that accident rates and 
exposure to occupational hazards are more se-
vere in the unregulated informal sector, where 
many people are inexperienced in the use of 
protective measures. Workers (and their fami-
lies) who live close to factories are often di-
rectly exposed to high levels of pollution and 
the effects of industrial accidents. 



Responding to Urban Needs 

3.1 Strategic considerations 
Responding to urban health needs is in-

separable from the responses that are made to 
the severe social, economic and environmental 
problems generated by rapid urbanization, 
because those conditions are major determi-
nants of health outcomes. 

Although changes in major health deter-
minants -poverty, inadequate infrastructure 
and housing, environmental degradation, dan-
gerous living and working conditions - lie out-
side the legal responsibility of health authori-
ties, they have a critical stake in favourable 
changes. That stake requires health authorities 
to be effective partners in social action to effect 
improvements by linking public health to broad 
public policies, to decisions and actions in other 
sectors, and to the potentialities for community 
action. 

In some countries and cities, becoming an 
effective partner requires rethinking the role of 
public health in social development and making 
difficult choices about health sector functions, 
methods, and resource allocation. In the light of 
contemporary urbanization, the Health for All 
strategy requires that health authorities do more 
than provide health and sanitation services and 
fringe inputs to environmental health. It re-
quires that they serve as advocates, advisers, 
trainers, and regulators on behalf of health in 
the work of urban development, meanwhile 
providing a scientific basis for health-promot-
ing policies and for the economic and social 
functioning of communities. 

This strategic concept has been clear for 
some time. Taking action to make it operational 
requires that most cities overcome a number of 
substantial difficulties affecting the way in which 
urban development is managed. This chapter 
examines issues of public policy, information 
support and planning, environmental manage-
ment, government and community organiza-
tion, and financing. 

3.2 The context of urban 
development 

Few countries are fully in control of urban 
changes and their effects on people and institu-
tions. Although the industrialized countries are 
somewhat more advanced in defining policies 
and mobilizing resources, cities in almost all 
countries continuously struggle to resolve ten-
sions between environmental and economic 
values, to organize social efforts, and to solve 
concrete problems of finance and technology. 
The struggle is, of course, most difficult in the 
cities of developing countries, where change is 
more rapid, the problems less well crystallized, 
human needs more intense, and resources more 
limited. 

Underlying the practical difficulties are 
ambiguous concepts and values. ‘‘Urban de-
velopment' for example, is itself an imprecise 
term. Sometimes it refers to sheer growth in the 
population and built-up area of a city; some-
times to increased economic capacity, or greater 
equity, or community participation in decision-
making; and sometimes to an improved quality 
of life. To some it connotes betterment, while 



to others it implies undesirable change and deg-
radation. Even among those committed to the 
public good, ideas of what constitutes a good or 
a healthy city can differ greatly. 

3.3 Policies and the policy 
process 

Public policies and programmes shape the 
physical and social environment of cities. They 
determine who benefits and who pays (and 
how), since they set the rules for obtaining 
various economic and social goods. For com-
munity health, important subjects of public 
policy are: 

• infrastructure provisions and their 
pricing 

• land use and other policies that affect the 
physical environment, both natural and 
man-made 

• housing provisions and financing, 
including tenure of residence 

• the participation of citizens in the 
political process and government 
decision-making 

• accessibility and adequacy of education, 
including a suitable minimum education 
for all and provisions for raising the 
level of human capital 

• employment, taxation and the distribu-
tion of economic benefits, so as to meet 
the basic living needs of all people 

• conditions of work and transportation 
• control of environmental pollution 
• provisions for public safety 

• protection of children, women, the eld-
erly, the handicapped, and other vulner-
able social groups 

• provisions for health and social services. 

The policy process is strongly subjective. 
Science and objective facts are important to the 
process, but their role depends on perceptions, 
interpretations, beliefs and values. Because 
urban public policies have different effects on 
various economic and social interests, policy 
choices often depend on negotiating trade-offs 
among competing claims as to the public good. 
Sound calculation of trade-offs is made difficult 
when decision-makers in different sectors and 
organizations make choices in isolation from 
one another. 

The separation of institutions and social 
structures is a major reason why relatively few 
communities have coherent and comprehensive 
urban policies that harmonize development goals, 
respond to current needs, and effectively reduce 
poverty. Fewer still have policies that reconcile 
economic and human development needs within 
a wider framework of ecosystem and resource 
management, including policies on population, 
settlement, and environmental protection. 

Both “vertical，，separations (between lev-
els of organization) and "horizontal” separa-
tions (between sectors and units) come into 
play. Vertical separations raise issues of distrib-
uting power and resources among levels of gov-
ernment, centralization and the competing val-
ues of local adaptation, minimum national stan-
dards, and the handling of problems that cross 
political boundaries, such as air and water pol-



lution. Weak and inconsistent policies are fos-
tered by sectoral divisions (the ‘‘horizontal’’ 
dimension) in government and private institu-
tions and among disciplines, each with its dis-
tinctive values, perspectives, and "constitu-
ency". Without cooperation and coordination, 
an urban policy is likely to be no more than a 
patchwork of separate policies, fragmented by 
the differences in sectoral structures, each or-
ganized in the way thought best suited to its 
primary mission. 

3.4 Urban and regional 
planning 

Policies suffer, too, from inadequate plan-
ning. In theory, the planning process is the 
master tool of urban development: to assess the 
situation, define problems, establish goals, se-
lect action and resource strategies, set stan-
dards, and establish controls. In practice, plan-
ning is often poorly done: inadequately di-
rected, fragmented among agencies, lacking 
valid information, and underutilized for lack of 
timeliness and relevance. Differences in the 
scope, information bases, and time frames of 
sectoral plans make them impossible to mesh; 
even within sectors, programme plans may be 
inconsistent Planners are sometimes too sharply 
separated from managers who are to execute the 
plans, and conventional planning is usually 
paternalistic, customarily being done for people, 
not with people. 

3.5 Information support 
Sound urban development, including health 

development, depends critically on information 
to support assessment, planning, implementa-
tion, and evaluation. Adequate information, 
properly managed, is needed to measure status, 
identify and describe problems, define needs, 
select pertinent knowledge and technology, 
account for activities and resource use, and as-
sess the effects of interventions. 

Community information systems adequate 
to support these functions are the exception, 
even in affluent countries. Usually, needed 
information is lacking, sometimes because no 
one uses reported data; data are not standard-
ized across or within organizations; and much 
of the available information is overly aggre-
gated or lacks important social data. 

The need for better information support is 
now widely appreciated, and efforts to improve 
information systems have increased in recent 
years. Some of these efforts are overly narrow 
and produce fragmentary systems that cannot 
be coherently linked, while others are so gran-
diose as to be infeasible. But others are moving 
soundly to solve the severe problems of linking 
sectoral and programme information in a com-
munity framework. Arrangements that help the 
process are clear terms of reference, concern to 
satisfy shared local needs, financial and appro-
priate technical resources, sound design strate-



gies (for example, providing for needed inter-
action between information specialists and in-
formation users), and planned utilization. A 
useful element in information improvement 
efforts is an operational research and develop-
ment function. 

3.6 Environmental 
management 

Society's objectives in environmental 
management impinge closely on public health 
concerns, since they aim to prevent and abate 
pollution, control the environmental impacts of 
industrialization, and otherwise protect people 
and ecosystems from damage. More positive 
environmental management is needed as popu-
lation densities increase and as production and 
distribution become more sophisticated. Meet-
ing that need is beset with political and techni-
cal difficulties in many countries. 

The basic political difficulty rests on the 
tension between the drive to exploit resources 
for economic development and the concern that 
environmental changes do not damage human 
health or jeopardize the resource needs of future 
generations. Many governments have been 
unwilling to inhibit economic development by 
requiring that safety and benign environmental 
effects be demonstrated before technologies are 
introduced or new development undertaken. 
Traditionally, environmental controls and man-
agement have been viewed as a "cost" to pro-
ducers and government, although the point is 
disputed. 

Over the last 20 years, most national and 
state governments have established environ-

mental protection agencies. These agencies 
have varying degrees of authority, some of 
them limited to advisory and educational func-
tions. Their functions likewise vary, some 
being involved in key development decisions, 
and others not. In some countries, environ-
mental agencies are perceived to be too politi-
cally ineffective or even to serve as covert tools 
of development interests, private and govern-
mental. 

Intergovernmental politics are inevitable, 
whether environmental management is organ-
ized centrally or is decentralized. Even when 
national and state agencies do not participate 
directly in local decisions, they may neverthe-
less enforce national standards for vehicular 
emissions, industrial waste management, and 
consumer products, without provision for adapt-
ing to local conditions and needs. 

Intersectoral conflict may be even more 
severe when important environmental control 
functions are vested in government agencies 
concerned with industrial development, for-
ests, fisheries, agriculture, and working condi-
tions. These agencies are more likely to be 
responsive to the concerns of their constituen-
cies, rather than to more general, even abstract, 
concerns about the environment. Lacking ef-
fective mechanisms for intersectoral coordina-
tion, which is frequently the case, the environ-
mental management agency becomes still an-
other "sector,” vying for its status and power. 

Relationships between the health authori-
ties and environmental management agencies 
vary greatly among countries. In some devel-
oping countries, close cooperation has been re-



ported, but in most countries the relationships 
are either ambiguous or ad hoc. Two difficul-
ties are that environmental agencies may be pri-
marily concerned with other-than-human is-
sues, while health agencies may lack sufficient 
interest or capacity to become active. Health 
authorities, for example, may not see environ-
mental monitoring data or interpret the health 
significance of those data. 

At the same time, a coordinated approach 
is needed to solve the technical problems inher-
ent in environmental management. This re-
quires the expansion and application of many 
bodies of scientific knowledge, specialized 
engineering technologies and laboratory capac-
ity, design skills, and a broad information base, 
as well as a wide spectrum of analytical and 
planning methods. 

Historically, and perhaps necessarily, the 
efficacy and application of environmental man-
agement technologies have lagged behind the 
emergence of environmental problems. Nei-
ther science nor politics has been geared to an-
ticipating untoward side effects, and most 
management responses - recycling, process 
modification, wastes treatment and assimila-
tion -are predominantly reactive. 

Many countries lack the scientific, human 
and other technical resources necessary for ade-
quate control, and investments in developing 
them are generally modest. In many places, 
some environmental problems are, presently 
and in practical terms, “insoluble’，because of 
physical and financial constraints, because they 
are too complex for localities to handle, or 
because technical problems are interwoven with 
economic and political factors. 

For example, current technology for envi-
ronmental impact assessment has been faulted 
from opposing sides, for delaying development 
action, ignoring (or overstressing) ecological 
effects, failing to include necessary aspects 
(e.g., health), ignoring cumulative impact from 
other projects, and lacking an adequate scien-
tific base. Yet even current methods are diffi-
cult to apply in developing countries with only 
limited technical staffs and facilities. Simi-
larly, waste management technologies require 
the solution of substantial technical problems, 
at the same time being responsive to ecological, 
economic, political, cultural and behavioural 
claims. 

3.7 Local government 
organization 

Municipal governments are usually em-
powered by law to carry out multiple functions 
that have major effects on health, including 
control of land use, regulation of the conditions 
of habitat, setting and enforcing environmental 
norms for the community, neighborhoods, and 
homes; providing for water, sanitation, and 
storm drainage; paving and maintenance of 
roadways; and managing and enforcing poli-
cies on the disposal of industrial and household 
wastes. Less formally, local governments may 
improve urban well-being through setting 
community goals and progressive policies, 
mobilizing resources, and providing essential 
services. 

Local governments have trouble in meet-
ing these responsibilities where financial and 
administrative capacities are weak, social struc-
tures fail to tap the potentialities of citizen and 



group action, leadership changes frequently, 
and government is weak, corrupt, or captive to 
elites. 

In developed countries, many city admini-
strations must struggle unendingly with ‘ 'pock-
ets" of urban poverty and homelessness, as 
well as with the problems of diminishing clean 
air and waterresources, urban sprawl, invidious 
technologies, increasing environmental pollu-
tion and wastes, congestion, and decaying and 
obsolescent infrastructures. 

Local governments in developing coun-
tries are in even more difficult straits. Financial 
and human resources are less adequate, policies 
and standards are often absent or inappropriate, 
and governments are less able to control enter-
prises and manage services. The pursuit of 
equity is hobbled by restrictive legal systems, 
fragmented structures, and the overcentraliza-
tion of power at national and state levels. 

Local governments often have limited au-
thority (or lack the political will) to raise reve-
nues and manage programmes, especially when 
the latter are dominated by the sectoral frag-
mentation of higher levels. Locally coherent 
responses may be undermined by a prolifera-
tion of local jurisdictions and by separate agen-
cies that are independent of the municipal au-
thorities (e.g., water supply corporations). In 
some countries, inadequate local capacity is 
used to justify centralization of policy and pro-
gramme control in the national capital. 

Even as some societies are losing tradi-
tional forms of solidarity and cooperation, gov-
ernment is often perceived not as the protector 

but as ‘‘the enemy”. The upper- and middle-
class bias of local politics and policies is evident 
when ‘ ‘illegals, ’ are excluded from population 
counts and squatter settlements are not shown 
on official maps. In some cities, squatter settle-
ments have been destroyed repeatedly, without 
provision of alternative space or shelter. Disre-
garding the contribution this population makes 
to sustaining and developing the community 
through the informal economy, it is sometimes 
argued that to respond to the needs of the 
poorest would encourage their further demands, 
raise unrealistic expectations, and encourage 
more in-migration. 

3.8 Community 
organization 

That people must be involved in improv-
ing their condition through their individual and 
cooperative efforts has become a truism in so-
cioeconomic development, one whose credence 
has recently been enhanced as popular partici-
pation has brought about major political changes 
in various parts of the world. This concept rec-
ognizes that government resources and powers 
are finite, that government programmes are 
often socially inappropriate, and that doing/or 
people is a less potent development strategy 
than enabling people to do more for them-
selves. The concept also moves the dialogue 
about decentralization beyond the issue of de-
concentrating governmental structures, to the 
issue of how to enlist the talents and energies of 
the mass of people in raising the level of com-
munity well-being. 

Making this concept operational defies 
generalization, because the possibilities for 



community effort differ so widely between 
countries' political systems and socioeconomic 
capabilities, between cities and rural settings, 
between different segments of city populations, 
between different histories. The need is univer-
sal, however, to operationalize this approach, if 
sustainable development is to be achieved and 
poverty is to be reduced in developing coun-
tries. Many weaknesses of local governments 
could be offset by effectively organizing the 
community. 

Numerous local experiences throughout 
the world have demonstrated that enablement 
can make substantial improvements in the eco-
nomic and social condition of poor urban groups, 
particularly when local governments support 
such sustainable socioeconomic development 
at the grass roots. Before any strategy or 
scheme can work, however, some societies must 
resolve the basic issues of setting boundaries 
around government's role, reorienting bureau-
cratic structures and personnel, defining the 
interface of government services and commu-
nity action, and reconciling the values of indi-
vidual liberty with the values of conserving the 
common resources of communities, ecosys-
tems, and the biosphere. 

3.9 Financing 
Most urban governments suffer economic 

and political constraints in financing needed 
physical infrastructure, and such basic services 
as utilities, emergency response, health, educa-
tion, and social supports. This applies in many 
industrialized countries, as well as in develop-
ing countries with high inflation and heavy 
external debts. Needed investment, whether in 
physical infrastructure or in human capital, is 
often deferred - sometimes because of the hard 
facts of underdevelopment, population growth, 
and the legacy of earlier economic policies; 
sometimes because of political choices - poli-
cies on taxation, subsidies, consumption, and 
resource allocations that better reflect the distri-
bution of power and wealth than the pattern of 
needs. 

If funding levels cannot be raised, cities 
will have to find ways to better allocate and use 
resources, to reduce "leakages” from infra-
structure, to better balance expenditures for 
investment with those for operation and main-
tenance, and to improve the efficiency of pro-
gramme and financial management. 



Toward Urban Health Development 

Despite differences in their health-deter-
mining conditions, virtually all cities require 
stronger actions to solve current health prob-
lems and to prevent deterioration in the future. 
The emphases and targets of such actions may 
vary - for example, more vigourous responses 
to environmental pollution may be the major 
need in some cities in developed countries - but 
the need to adapt public health to changing 
needs and opportunities is universal. 

Health for All policies present a dual chal-
lenge to national and local health authorities: 
first, to better protect and promote health by 
becoming more effective partners in urban de-
velopment; second, to direct health sector re-
sources to serving the most important and ur-
gent community health needs. Meeting this 
challenge will require, in most countries: 

• strengthened leadership of the health sec-
tor to optimize the impacts of available 
health care resources and to seek addi-
tional resources where necessary 

• improved coverage and efficiency in pub-
lic health programmes that adequately ad-
dress the current and emerging health prob-
lems of large and small cities 

• more effective contributions to intersec-
toral and community action in the urban 
environment, through stronger local initia-
tives, more active health protection and 
promotion, and improvements in living 
conditions. 

4.1 Health sector issues 
For health authorities to take such actions 

in the light of urbanization calls for the resolu-
tion of some long-standing issues, as well as 

revised priorities for urban health in national 
and local decision-making. Most of the issues 
are not new to WHO and its Member States. 
Over the past decade, World Health Assemblies 
have considered: 

• the need to better link health with so-
cioeconomic development 

• the preoccupation of health service provid-
ers (practitioners and institutions) with cura-
tive interventions 

• the weakness of much professional educa-
tion with respect to community relevance 
and preventive approaches 

• imbalanced human resource investments, 
as among professional, technical and aux-
iliary health workers 

• inequities of coverage and quality in health 
service and hygienic provisions 

• inefficient management of programmes and 
institutions, marked by poor budgeting, 
inadequate logistical support, and disconti-
nuities in referral and patient care 

• weak programming for the environmental 
aspects of primary health care and the need 
to widen environmental health activities to 
embrace pollution control and chemical 
safety 

• inadequate funding of health interventions. 

4.1.1 Urban health priorities 
The rising tide of urban problems now 

urgently raises the issue of priorities, in resource 
allocation and resource deployment. One clear 
priority in most Third World cities is to rapidly 
improve urban primary health care, which will 
require a number of economic and social barri-
ers to be surmounted. 



During the 1980s most governments (and 
WHO) gave priority to meeting rural needs in 
organizing primary health саге (PHC), the key 
element in their Health for All strategies. This 
policy recognized the dearth of health care serv-
ices available to the rural majorities in many 
developing countries, as well as the relative 
deprivation of rural populations in developed 
countries. The policy was also justified by 
(1) the greater feasibility of developing PHC 
delivery mechanisms in relatively coherent rural 
settlements, as compared to the often amor-
phous social patterns among impoverished groups 
in rapidly growing cities, and (2) the rural 
policy emphasis in many development assis-
tance programmes such as the International 
Drinking Water Supply and Sanitation Decade. 
Because social development needs in rural 
populations remain high and have been aggra-
vated by economic stagnation in some coun-
tries, rural PHC must continue to be a priority. 

As the health problems of city dwellers, 
especially those of the poor, become ever more 
acute, a parallel PHC priority is needed for the 
cities, both in the developing countries and in 
those developed countries where primary care 
is not systematically provided. Because re-
sources remain severely limited, governments 
are now faced not only with the issue of urban-
rural resource allocations, but also the issue of 
better resource use within urban settlements. In 
many ways, the latter is a more difficult public 
policy issue, for it entails changes in established 
patterns of health care delivery and human re-
source development, as well as possible changes 
in the established distribution of services among 
city dwellers. 

4.1.2 Environmental health 
As already discussed, environmental fac-

tors -physical and social - are critically impor-
tant to urban health status. Despite the long and 
successful history of the sanitation movement, 
which formed the core of public health from the 
18th century onward, environmental health work 
is currently inadequate for urban needs in most 
countries. Among the symptoms of this short-
fall are: 

• the yielding of legal responsibilities for 
environmental health by national and state 
health authorities in a number of industri-
alized countries 

• inadequate capacity in many developing 
countries to carry out ‘ ‘traditional，，sanita-
tion functions and, in most countries, to 
address emerging environmental health 
problems and to respond to increasing 
numbers of polluting accidents and emer-
gencies 

• the lack of participation by health authori-
ties in development and regulatory deci-
sions that have an environmental impact 
on health 

• weak penetration of environmental health 
influences into the activities of environ-
mental service agencies (water supply, solid 
waste collection) and such sectors as hous-
ing, industry and labour whose programmes 
impinge on environmental determinants of 
health 

• the segregation of environmental health 
work in separate units, outside the main-
stream of health authority programmes 

• continuation of categorical approaches 
(drinking water, food safety, pollution 



control) to environmental health needs, 
neglecting the insights and implications of 
natural and social ecology. 

Potential environmental health contribu-
tions are also limited by the underdevelopment 
of certain technologies and by shortages in such 
supporting resources as information and labo-
ratory capacity. These shortfalls are evident in 
health-specific processes (epidemiology, toxi-
cology, health risk and needs assessment, crite-
ria and standard-setting, and monitoring) and in 
the multisectoral processes of planning, pro-
gramming, and evaluation. For example, envi-
ronmental epidemiology must be further devel-
oped with respect to chronic and mental disease 
risks, which are strongly affected by urbaniza-
tion and housing conditions. Establishing ep-
idemiological monitoring as a tool for prioritiz-
ing problems is hampered by information lacks 
and uncertainties about the key variables. Fur-
ther technical development is needed in the 
health aspects of environmental impact assess-
ment, pollution control and wastes manage-
ment. Many of these difficulties involve weak-
nesses in the scientific basis of health risk as-
sessment, such as determining the effects of 
chronic low-level exposures and the combined 
and synergistic effects of toxic substances. 

Many environmental health staffs require 
major upgrading in the technical fields relevant 
to contemporary problems. Also, considering 
that most health outcomes result from the inter-
action of individuals and organizations with 
their environment, upgrading is needed in the 
"soft" interventions of health advocacy, com-
munity organization and education, counsel-
ling, media communications, and health repre-
sentation in intersectoral collaboration. 

4.1.3 Health Information 
Collection of basic health statistics (infant 

mortality rates, age- and cause-specific mortal-
ity rates, life expectancy, and the incidence of 
major diseases and health impairments) remains 
unsatisfactory in all but a few countries. Gen-
eral censuses rarely provide breakdowns of the 
population by household income or socioecon-
omic groups by geographical or political subdi-
vision, and systematic health surveys to moni-
tor status and needs are likewise exceptional. 
This lack of health status information under-
mines policy formulation and programming, as 
well as evaluation to ensure the effectiveness 
and relevance of health interventions. 

Data are now frequently collected from 
the work of health units. Most primary health 
care systems have been set up to report service 
statistics, but these often reflect only the per-
formance of activities and lack comprehensive-
ness, currency, and reliability. Moreover, most 
such reporting is from rural areas, leaving urban 
health units to rely on hospital admission and 
discharge data; these may represent only acute 
morbidity among people to whom hospital serv-
ices are accessible and acceptable. Valid mor-
tality data are unavailable in some developing 
countries, because of poor cause-of-death re-
porting and under-registration of infant deaths. 

4.1.4 Cooperation for urban health 
More effective health interventions require 

greaterpolicy and programme coherence within 
the health sector and improved cooperation 
with other sectors and the community. Not to 
do so destroys opportunities to positively affect 
the health status of millions of people in the 
cities. Increased cooperation for Health for All 
is required in four arenas: 



1. Making health a key objective of public pol-
icy, at the highest levels of national and local 
government, and attaining those objectives 
through programming, intersectoral action, 
and public participation. 

2. Within the health sector, developing coher-
ent planning, programming, and implemen-
tation among the many institutions and units, 
using PHC principles to strengthen actions 
for disease prevention and health promotion. 

3. Catalyzing effective intersectoral action, un-
der comprehensive strategies for sustainable 
socioeconomic development, including vig-
orous information exchange, joint planning 
of policies and programmes, cross-training 
of staff, and collaborative promotion of health 
development through enterprises, organiza-
tions, and community groups. 

4. Enabling community groups and individuals 
to better promote health through action to 
improve living conditions, enhance the ur-
ban environment, and encourage better hy-
gienic and nutritional practices. 

In many countries and cities, action in 
these arenas is limited. Health sector fragmen-
tation and isolation prevails, as does the tradi-
tion of providing services /or people rather than 
working with them. With respect to policy 
development and intersectoral coordination, 
health authorities have a dual need: to win "a 
seat at the table' ’ where decisions are made and 
to use that seat effectively to influence policies, 
programmes, and community action. Winning 
the seat requires that improved health be recog-
nized as a key objective of the society and that 
the health authorities be recognized as compe-
tent. Being able to collaborate effectively re-
quires operational capabilities to exercise influ-

ence, to provide appropriate support to sectoral 
and community actions, and to effectively 
manage health services. 

4.2 Building capabilities in 
urban health 

To build such operational capabilities ob-
viously involves major tasks in resource devel-
opment, modifying existing systems, and de-
veloping new local arrangements. 

Several global and regional initiatives, as 
well as some local projects, have established the 
feasibility of such actions. The District Health 
System approach, now established in a number 
of developing countries, aims at integrating 
rural and urban health services at least to the 
first referral level of medical care, including the 
promotion of urban primary health care. The 
"Healthy Cities” (or "Healthy Communities”） 
project, spreading from its European begin-
nings to developed and developing countries in 
other regions, increases the participation of 
political leaders and the public in policy issues 
of health promotion. These and other approaches 
are more likely to be successful, however, when 
they are based on more fundamental reforms, as 
suggested below. 

4.2.1 Guiding principles 
The above review points to a number of 

principles, consistent with the traditions of pub-
lic health and with Health for All policies, to 
guide the strengthening of community health. 

• The health system should be understood to 
embrace all social and economic elements of 
the community that affect health outcomes, in-



eluding norm-setting political institutions and 
the actions of economic enterprises，educa-
tional agents (schools, universities and the media), 
social organizations, and the public. 

• Within that community health system, 
health authorities (and, as feasible, the entire 
health sector) are responsible for advocating 
health values and for providing the informa-
tion, advice, stimulus, support, and services 
that enable the community to attain its highest 
possible level of health. Thus, public health 
agencies act as both guides andintervenors, and 
their key collaborators are public and private 
agencies whose work determines the conditions 
of environment, occupation，shelter, and safety. 

• Public health doctrines should emphasize 
the values of equity, effectiveness and effi-
ciency, within the framework of sustainable 
urban development. Important goals - among 
which trade-offs must be made - are reducing 
poverty, developing physical and social envi-
ronments that reduce disease and are promotive 
of health, and providing rationalized, acces-
sible services to prevent illness and disability 
and to treat and support the ill, disabled and 
infirm. 

• The cultivation of an informed health 
consciousness in the community is essential. 
Health workers must propagate the idea that 
community well-being is the foundation of good 
health. Such grass-roots health leadership is 
needed to promote the progressive absorption 
of public health ideas into both the everyday de-
cisions that people make and the larger deci-
sions about socioeconomic development. 

• National and local health authorities should 
participate as partners in the development proc-
ess. Stable arrangements for decision-making 
should be appropriately decentralized to (and 
within) communities and provide for useful in-
tersectoral cooperation. To participate effec-
tively, the health authorities must be equipped 
with appropriate technology and resources to 
carry out their functions. 

4.2.2 Strategy development 
The adequacy of strategies for urban health 

development should be assessed in light of 
these principles. The assessment should con-
sider how well objectives have been set and im-
plementation approaches defined in relation to: 

• establishing appropriate health participa-
tion in the general councils of local and na-
tional government, development agencies, 
intersectoral bodies, key sectoral organi-
zations, and community action groups and 
among university interests 

• defining and effecting reforms in health 
sector structures and resources 

• establishing or strengthening key commu-
nity health programmes, especially for ur-
ban primary health care and environmental 
health, with due regard for eliciting and 
meshing the cooperation of various sec-
tors, institutions and organizations 

• improving the performance of health-re-
lated functions in other sectors and in pri-
vate organizations 

• upgrading resources to enable perform-
ance of activities and supporting functions 
that would be required to implement the 
preceding strategy components. 



4.2.3 Information for urban health 
development 

Health authorities should develop essen-
tial information in three broad categories: situ-
ational, scientific and technical, and manage-
rial. Information should be systematized to 
ensure that it is current, organized, accessible, 
internally and externally linked, and properly 
used. 

Situational information 
Situational information concerns problem 

conditions, both health status and health deter-
minants. Data on health status should provide 
information on: 

• demographic data on settlement patterns, 
age and sex distributions, ethnicity, migra-
tion, and socioeconomic and legal status 

• status and trends on major health prob-
lems, including the prevalence and inci-
dence of disease, injuries, and disabilities 

• the distribution of health problems and 
needs among identified groups and locali-
ties, and by age group, sex, household 
income and occupation, suitably disaggre-
gated 

• the social and economic costs of major 
health problems, including those of medi-
cal care and losses in productivity. 

Data on health determinants, much of which 
might be obtained through linking with other 
sectors and organizations, should provide dis-
aggregated or point-specific information on: 

• biological, chemical and physical contami-
nants in the environment, including sources, 
pollution levels, waste-handling practices, 
and control measures and facilities 

• vectors and media implicated in exposures 
to pathogens and toxic substances 

• prevalence of social pathogens, including 
congestion and overcrowding, availability 
of alcohol and other drugs, child abuse, 
and criminal and domestic violence 

• housing characteristics and availability 
• other factors affecting human hosts, in-

cluding income groupings, malnutrition, 
educational levels, and immunization rates 

• physical and financial availability of pre-
ventive and curative health services, in-
cluding emergency services. 

Scientific and technical information 
Scientific and technical information that is 

organized and current is required to interpret 
situational data on health status and determi-
nants (as in health risk assessments), to identify 
causal and associative relationships, and to 
provide guidance for intervention strategies. 
Information from both the natural and social 
sciences may be relevant 

Information systems should be able to pro-
vide relevant technical information to national 
and local health workers, both through a library 
function (information on request) and through 
the publication of digests and guidelines that 
concern problems of wide concern. 

Managerial information 
Managerial information tracks interven-

tions, resource use and status, and effects, in 
order to carry out operations and to evaluate 
programmes and resources to identify needed 
changes. Managerial information includes: 
1. An ongoing register of responsibility assign-

ments and functions of governmental units 



and private organizations that are relevant to 
the environmental and service aspects of 
urban health, referencing key legislation, 
regulations, and working agreements; 

2. Programme records, with appropriate subdi-
visions by service units, that identify per-
formance and impact objectives and the prog-
ress made toward them, linked with situation 
data to enable detection of significant changes; 

3. Financial records that account for revenues 
and expenditures, linked with programme 
records; 

4. Human resource rosters in support of per-
sonnel management and development ac-
tivities; 

5. Supply (inventory) and equipment records 
to ensure logistical support of services, ac-
countability, and systematic maintenance. 

Systematizing information 
The scope, interrelationship, and cost of 

these data require that information systems be 
developed with care and within a framework 
that meets the full range of needs. Although the 
design and implementation of the system will 
necessarily be undertaken in increments, clearly 
identified user needs and the system's overall 
design should guide the successive steps. As far 
as intersectoral arrangements permit, the design 
should take account of appropriate inter-agency 
linkages, so as to minimize duplication and 
ensure that data are usable throughout the larger 
system. 

4.2.4 Strengthening health 
programmes 

Health development in many cities re-
quires improvement in at least two broad pro-
gramme areas: health care services and envi-

ronmental health. Intersectoral cooperation is 
required in both, particularly in dealing with the 
health aspects of the urban environment. 

Urban health care 
Strategies to increase the impact of pre-

ventive measures and health promotion may 
require reorientation, rationalization, and reor-
ganization of existing health services. Such 
reforms may open programmes to more use of 
indigenous resources. They are also likely to 
encounter resistance from health sector inter-
ests seeking ever more sophisticated curative 
interventions. 

In most developing countries, better im-
plementation of urban PHC policies is a must. 
A first step might be to reconsider how PHC has 
been defined. Redefinition is often required to 
modify successful rural approaches to the char-
acteristics of urban settlements where, for ex-
ample, people may choose to by-pass first-level 
care. A second reason for redefinition is the 
likelihood that different PHC strategies may be 
appropriate to cities of different size ranges. 
Also, what may work in a city's long-settled 
neighbourfioods may not woric in districts mainly 
populated by migrants and squatters, especially 
if the people have recently arrived, are suspi-
cious of government, and lack the rudiments of 
sanitary infrastructure and adequate shelter. 

Different PHC approaches, however, might 
have one element in common: strong recon-
naissance, to diagnose the situation in specific 
settlements. Although observable facts would 
be collected and processed，reconnaissance is 
needed even more to determine how best to 
obtain the residents' acceptance and involve-



ment - for example, in order to identify persons 
and agencies who are respected and trusted, can 
elicit valid group perceptions of needs and 
priorities, advise on suitable activities, and even 
negotiate commitments to participate. 

Responsiveness to the priorities of urban 
groups and communities represents the applica-
tion of the community participation principle of 
PHC. That application in urban settlements is 
less likely to make PHC a separate "package” 
of health services and more likely to integrate it 
with a larger array of interventions that aim to 
improve living conditions. Grass-roots involve-
ment of health workers in these efforts would 
provide points of entry for sponsoring health-
promoting intersectoral cooperation. Such coop-
eration in neighbourhoods and districts could 
strengthen the base for cooperation at higher 
levels, providing strong guidance for policies 
and programmes in dealing with economic and 
environmental problems. 

Experience indicates that extensions of 
PHC coverage will increase demands for re-
ferred medical services. Therefore, rationaliza-
tion, standardization, and better management of 
hospital and other clinical services should be in-
tegral to PHC strategy development. The Dis-
trict Health Systems approach, suitably modi-
fied to conditions in a particular city, should be 
helpful in planning for referral services. 

Enhanced capabilities in communication, 
community organization, social medicine, and 
operational planning will be required at local 
and higher government levels. In addition to 
revised funding allocations and changes in the 
quality and configuration of human resources 
for health, a critical element will be enhanced 

capabilities in dealing with the environmental 
aspects of health. 

Public health and the environment 
Environmental determinants of health are 

currently attracting renewed attention in many 
countries, as people consider the health impli-
cations of changes in the biosphere and the 
urban environment. These concerns and the 
growing awareness of urban health problems 
press health authorities to respond effectively. 
As noted elsewhere, their capacity to respond is 
limited by low health worker interest, obsolete 
structuring of environmental health work, and 
serious shortages of human and technical re-
sources. Reconsideration and reform of envi-
ronmental health programmes is required in 
many countries and cities. 

Historically, environmental health work 
has been reactive to categorized problems in the 
physical environment: early on, these were the 
problems of sanitation and the vectors of com-
municable disease; more recently, the problems 
of pollution and consumer impact of techno-
logical development in such areas as food proc-
essing, energy, and chemicals have been added. 
Problems in the social environment have tradi-
tionally been by-passed; housing hygiene, for 
example, has been concerned entirely with physi-
cal provisions. 

Existing defences against physical haz-
ards need to be maintained and, in most coun-
tries and cities, substantially strengthened. At 
the same time, the approach to environmental 
health determinants should become more com-
prehensive and pro-active - the orientation should 
be that of community health promotion. 



A health promotion viewpoint immedi-
ately brings several facts into focus: 

• that it is the activities and choices of or-
ganizations and individuals that determine 
the physical and social environments in 
which they and others live 

• that influencing those choices and actions 
has become at least as important to health 
outcomes as the direct regulation of the 
physical factors themselves 

• that influencing significant choices takes 
place at many levels, from advising the in-
dividual consumer or patient to the coun-
cils of enterprises and governments 

• that a variety of methods, including educa-
tion, prohibitions and sanctions, can be 
used to influence behaviour that has an 
impact on health. 

Traditionally, environmental public health 
has worked both by influencing the activities of 
others and by directly controlling physical fac-
tors. Most environmental control work has 
long been shared with other agencies and agents. 
Urban water supply systems and solid wastes 
disposal are customarily managed by agencies 
outside the health sector, for example, and en-
suring sanitation in public eating places is usu-
ally the responsibility of restaurant managers, 
subject to inspection. 

Public health's application of this concept 
should be extended, making "environmental 
health" much broader than the work of engi-
neers (who exert their influence mainly through 
physical arrangements) and sanitarians (who 
exert theirs by regulating facilities and prac-
tices), supported by toxicologists and epidemi-
ologists. Acceptance of this concept would 

imply that “environmental health" also in-
cludes such public health activities as prenatal 
counselling (ensuring a safe intrauterine envi-
ronment through adequate nutrition and avoid-
ance of alcohol), parenting education (assisting 
parents to provide safe environments for infants 
and children), and immunization against mi-
croorganisms in the environment. 

This view also makes it clear that compa-
rable, but broader actions are needed to pro-
mote health in the context of sustainable devel-
opment. It is necessary to influence industrial 
processes and worker safety, people's access to 
food and housing, agricultural practices, the 
disposal of wastes, transportation provisions, 
personal life styles, and domestic hygiene to 
protect and promote health. The interlocked 
causes and effects of these activities are such 
that, far from being a set of segregated pro-
grammes, wide-ranging environmental inter-
ventions are at the core of public health. Recog-
nizing this can be highly useful to the internal 
coordination of health sector policies and pro-
grammes. 

At the same time, better external coopera-
tion should be developed, certainly with occu-
pational health and environmental management 
agencies, and with all economic and social sec-
tors whose missions impinge on environmental 
determinants of health. To influence individ-
ual and group behaviour, cooperation is needed 
with the "people-oriented” sectors: education, 
employment, communications and media, and 
social services. To influence enterprises, coop-
eration is needed with the economic sectors and 
with their public and private organizations. 



Direct and indirect action to positively af-
fect environmental health determinants will not 
be feasible without appropriate resources. In 
addition to the information resources already 
discussed, current staffs may require reorienta-
tion and retraining, and new skills and more 
workers may have to be added. Many countries 
require the building-up of scientific and techni-
cal resources, and cooperative work in technol-
ogy development is likewise needed, both to 
improve analytical and control techniques in 
environmental health and to support the discov-
ery and application of humane and resource-
conserving methods in economic and social 
enterprises. A critical resource is effective 
public health management. 

4.2.5 Managing urban health 
development 

Rising urban needs call for upgraded health 
planning and implementation, to define the ob-
jectives of policies and strategies and to guide 
action toward meeting those objectives. Strong 
management is also necessary to carry out the 
extensive reforms and resource development 
that current and projected health needs demand 
in most cities. Improved management is re-
quired at all levels, considering how govern-
ments interact in matters of policy, funding, 
resources, and authority patterns. 

In addition to operating efficient direct 
service programmes, health management must 
be able to perform a wider set of functions: 
advocacy of preventive measures in public poli-
cies, economic endeavours, and among the public; 
promotion of community organization and ac-
tion; epidemiological surveillance and the as-
sessment of risks to health; training of workers 

in the health and other sectors to identify, pre-
vent and control health hazards; organizing 
responses to emergencies; and participating in 
intersectoral development decisions and envi-
ronmental impact assessments. 

Few countries have the management ca-
pacity to ensure performance of such functions. 
National evaluation reports on progress toward 
Health for All have consistently identified in-
adequate management capacity as a crucial de-
ficiency. Country assessments have catalogued 
serious shortfalls in programming their strate-
gies, information supports, human resources 
for management, logistics provisions, budget-
ing and finance, and operational standards and 
procedures. In addition, categorical programmes 
are sometimes poorly coordinated within the 
health sector: in some countries, even PHC is 
treated as a separate programme, rather than a 
unifying mechanism; in others, certain cate-
gorical programmes are simply declared to 
constitute ‘‘selective” primary health care. 

While institutional management is often 
strong in the developed countries, the manage-
ment of community health work is typically 
weak. Thus, most countries have to strengthen 
their health management capacity if they are to 
respond relevantly and effectively to urban 
health needs. Such strengthening, in most 
countries, will require more than adding some 
training courses and computerizing the records; 
effective solutions will demand systematic 
approaches to reforming national and urban 
health systems. 

Most health administrations lack an effec-
tive research and development capability. This 



deficiency greatly reduces the potential for re-
sponding to the major challenges and complexi-
ties of urban needs. Some of the main problems 
to which operational research could contribute 
are the adaptation of technology to social, cul-
tural and economic conditions in different com-
munities; improving the efficiency and effec-
tiveness of programme management; develop-
ing appropriate policies, strategies, and plan-
ning norms; and the improvement of informa-
tion support. 

4.3 International aspects 
For international agencies, including WHO, 

the growing urban crisis confirms the value of 
many of their technical cooperation activities, 
but also demands significant changes. The 
agencies have successfully identified the global 
extent of this crisis and how it relates to degra-
dation of the global commons and the overrid-
ing issues of sustainable development. Much of 
the information these agencies provide and the 
technology they disseminate is directly relevant 
to solving urban problems. Some agencies have 
successfully fostered the increased interchange 
of pertinent knowledge and experience among 
countries and cities. Some external support 
agencies are changing allocation policies to-
ward assigning a greater share of available 
funding to meeting social development needs, a 
tendency that should be strengthened. 

Apart from the better funding of sound 
urban development, two types of changes are 
now required: first, the widening of technical 
cooperation to better support national and local 
efforts; second, better internal and interagency 
coordination of technical cooperation and ex-
ternal support. 

These changes are interdependent. The 
use of international agency resources should be 
based on dialogues with city and country lead-
ers, supported with necessary studies, evalu-
ation of experiences, and demonstrations. But 
little will be gained and precious resources will 
be wasted if such interaction is ad hoc and 
fragmented, with each agency (and its compo-
nent divisions and programmes) going off on its 
own. 

The need for internal and external coordi-
nation among international agencies is analo-
gous to coordination needs at the national and 
municipal levels. As in countries, international 
coordination requires the redefinition of doc-
trines, policies, cooperative strategies, and woric-
ing methods. These requirements also apply 
within some agencies, if their specialized pro-
grammes and regional divisions are to act co-
herently and consistently. International-level 
coordination may be helped by learning from 
successful examples in localities, where coordi-
nation is more likely to occur in response to the 
force of people's needs. 

WHO is also in a position analogous to its 
national and local counterparts, if it is to imple-
ment its role as a major international agency 
devoted to human well-being. Its established 
technical capabilities and its clear policies on 
Health for All and Primary Health Care are 
strong assets in meeting the challenges of ur-
banization. Like national and local health au-
thorities, however, it needs to establish focal 
mechanisms around the health problems of ur-
banization, to strengthen and improve its coop-
eration with countries, and to expand its health-
promoting influence among international agen-
cies and organizations. 



Another international analogue is the con-
siderable role and potential of non governmen-
tal, religious, private and voluntary organiza-
tions. Meshing the efforts and resources of 
these entities into a common effort can also 
improve the use of scarce resources in meeting 
a massive - yet ultimately most personal - set of 
needs. 

Finally, all feasible encouragement and 
support should be given to the voluntary net-
works that are developing among cities them-
selves, including the WHO-sponsored “Healthy 
Cities" project, associations such as METROPO-
LIS and CITYNET, and individual twinning 
schemes between cities in different countries 
and regions. 
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