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preamble

The purpose of this paper is to outline the urbanization process
in Africa, and to describe some of the environment and health
implications of rapid urban growth in a selection of African cities.
Much of the paper is based on case studies of ten cities, specially
prepared for this purpose. The paper is divided into four main
sections. The first section outlines the global urbanization process,
and the special features of urbanization in Africa, for example the
late stage of transition to a predominantly urban world and the
occurrence of urbanization in Africa in a context of poverty and
inequity. Section Two describes the approach adopted in the
preparation of the case studies and the paper, and the sources
of data used. In the third section key issues of health relevance
in urban settings in Africa are discussed, including housing quality,
energy and air pollution, violence, migration, xenophobia and
health. This section has been based mainly on the ten case studies,
and supplemented with data and information from a range of
additional sources, including the published and “grey” literature.
The fourth and final section gives an overview of the main findings
as well as an indication of some of the key actions that need to
be taken by various role players to address detrimental health
situations in Africa's cities.

This section gives a brief overview of aspects of the global
urbanization process, with particular emphasis on the features and
challenges of urbanization in Africa.

1.1 Global Urbanization Trends

The twenty-first century has been described as the century of
the city (UN-HABITAT 2008a). During this period the world
has been transformed from a place of mainly rural dwellers to a
place, increasingly, of urban residents. Overall, the scale and rate
of urbanization over the past century has been extraordinary. In
1900 10% of the world's people lived in cities. By 2008, more
than half the global population lived in cities. In 1900, thirteen
cities, mostly in Europe, had populations of more than one million
people; by 1990, this figure had increased to 235 cities. In 1900
only the City of London had more than five million people;
currently, nineteen cities have populations exceeding that number
(UN-HABITAT 2008a).

In some parts of the world, the growth of cities has occurred

extremely rapidly, and overwhelmed the capacity of national and
city officials to respond. In developing countries in particular,
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1.2 Urbanization Trends in Africa




Box |.World Health Organization Urbanization & Health Facts

Fact |
Of the three billion people who live in urban settings, an estimated one
billion live in slums.

Fact 2

An estimated 130 000 premature deaths and 50—70 million incidents
of respiratory illness occur each year due to episodes of urban air
pollution in developing countries, half of them in East Asia.

Fact 3
An estimated 150 000 children are living and working on the streets
in China.

Fact 4

In Nairobi, where 60% of the city’s population lives in slums, child
mortality in the slums is 2.5 times greater than in other areas of the
city.

Fact 5

In spite of nightmarish congestion, motor vehicle use in developing
cities is soaring. In 1980, the third world accounted for only 18% of
global vehicle ownership; by 2020 about half of the world's projected
I.3 billion cars, trucks and buses will clog the streets and alleys of
poorer countries.

Fact 6

The World Health Organization considers traffic to be one of the
worst health hazards facing the urban poor, and predicts that road
accidents by 2020 will be the third leading cause of death.

Fact 7
Breathing Mumbai’s air is the equivalent of smoking two-and-a-half
packs of cigarettes per day.

Fact 8

In Kumasi, Ghana, a country which privatized public toilets in the
1990s, private toilet use once a day for a family costs 10% of the basic
wage.

Fact 9
In Quito, Ecuador, infant mortality is 30 times higher in the slums than
in wealthier neighborhoods.

Fact 10

In Kenyan slums such as Mathare it costs USéc for every visit to a
privatized toilet. This is too expensive for most poor people, who
prefer to defecate in the open and spend their money on water or
food.

Source:WHO (n.d.) Facts: Urban settings as a social determinant of health. http://
www.who.int/social_determinants/publications/urbanization/factfile/en/
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global economy grew, development efforts in African cities grew,
including schools, health services, roads and electricity supplies,
albeit on an inadequate scale.

Since gaining independence, many African countries have
been ravaged by ethnic conflicts, civil strife and war, as well as
environmental disasters such as drought and famine. These events
have been a key factor in high mortality rates, injury, violence
and ill health in parts of Africa, and have also contributed to the
migration of large numbers of people across borders and into
cities within a short space of time. For example, as a consequence
of civil strife, Luanda (Angola) gained an additional two million
residents over a two-year period between 1992 and 1994 (UN-
HABITAT 2008a), who now mainly live in slum conditions.

While more than 70% of the populations of Europe and North
America already live in cities, in 2003 it was estimated that only
39% of the African population lived in cities (UN-HABITAT
2008g). Africa is the least urbanized region of the world, and still
at a relatively early stage of its transition from a rural to an urban
economy (see Figure I). Nevertheless, the potential for high rates
of urbanization in Africa in the coming decades is significant (UN-

HABITAT 2008g). The African urbanization rate is currently higher
than in any other part of the planet. By 2030, for example, it is
estimated that the urban population will account for 54% of the
continent’s people (see Figure 2). The scale and speed of Africa’s
transition from rural to urban is unprecedented in the history of
the world. The size of the population of Abidjan in Céte d'Ivoire,
for example, has increased twenty-fold since 1950 (UN-HABITAT
2008a).

The already substantial challenge of responding to rapid and large-
scale urbanization in Africa is compounded by its occurrence
in a context of declining average economic performance, poor
planning and poor governance. Thus the majority of new arrivals
in African cities find themselves living in conditions of poverty, in
sprawling slums and informal settlements, or areas of inner city
degradation (Vlahov 2007).

Some researchers, however have observed that in recent decades
both the population and urban growth rates in Africa have been
slowing (see Box 2), most likely associated with the HIV/AIDS
epidemic and "back-migration”. Some small cities in Zambia, for
example, have recorded a population decline in recent years

PERCENTAGE OF NATIONAL POPULATION LIVING IN
URBAN AREAS

Fig 2. PERCENTAGE OF AFRICAN POPULATION LIVING IN CITIES




1.3 Key Features of Urbanization in Africa
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Fig 3: PERCENTAGE OF NATIONAL POPULATION
LIVING IN SLUMS










Box 3. Nairobi: where differences in physical infrastructure

illustrate stark inequalities

With a population of nearly three and a half million, Nairobi employs
43% of the country's urban workers and generates over 45% of the
gross domestic product (UN-HABITAT 2006: 4). Over 60% of the
population lives in slums but only 22% of slum households have water
connections. Inequalities and poverty in the city are on the increase
as evidenced by slum expansion, greater numbers of people living and
begging on the streets and a rise in crime (UN-HABITAT 2006: 9).
Around half the population lives below the poverty line and forty-two
percent of the income generated in the city is enjoyed by the wealthiest
10% of the population, while the poorest 10% of the population only
access |.6% of the city's generated income (UN-HABITAT 2006). The
lack of even basic municipal services in many areas forces the poor to
buy water and electricity from private sources, paying more than those
accessing municipal services.

Population density differs significantly between different parts of
Nairobi, with a city-wide average of 3| people per hectare. Yet, while
Woodley is home to approximately 2 000 people per square kilometre,
this number increases 25-fold for nearby Kibera, with around 50 000
people per square kilometre. Informal settlements cover only 5% of the
total residential land area of the city, yet are inhabited by over half the
city's population (UN-HABITAT 2006).

Ninety percent of slum dwellers rent their houses through a flourishing
informal land and rent market. A study of | 755 slum households
during 2004 revealed that while slum houses were of poor condition,
residents paid unusually high amounts for rent. Rent accounts for 12%

of monthly household income in poor households in Nairobi's slums,
which is surpassed only by food expenses (Gulyani & Talukdar 2008:
1925). Only 4% of the renters have written agreements with property
owners, leaving the remaining 96% extremely vulnerable.

By 2006, the city council was responsible for 20% of all evictions
taking place in the city while the majority of the rest of the evictions
were attributed to “land owners” evicting tenants (UN-HABITAT
2006). Efforts continue to try and provide those living in the slums
with adequate service delivery. In a recent effort to protect Nairobi's
waterways, the government has implemented a clean-up strategy that
removes any residences within thirty meters of these waterways. This
has resulted in a high number of evictions despite an order from the
High Court in 2007 aimed at stopping such evictions (Concern 2009).

The price of water in the city has doubled in the past year (Concern
2009). The water supply in the city is also being affected by leaks,
illegal connections, poor management and insufficient infrastructure
to meet demand levels (UN-HABITAT 2006). On average, 7| people
in Nairobi's slums share a single toilet and 6% of all slum dwellers
cannot access toilet facilities at all (Gulyani & Talukdar 2008: 1922).
Storm water drains have been poorly maintained in the city, resulting
in excessive run-off causing damage to property as well as pollution of
rivers with human waste washed through the slums (Gulyani & Talukdar
2008: 1924).

In the slums only 22% of dwellings are connected to the city’s electricity,
those without connections almost exclusively use kerosene (Gulyani
& Talukdar 2008: 1922). Cooking fuel prices have however risen by
between 30% and 50% over the last year (Concern 2009).
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method of work

SECTION 2: METHOD OF WORK

This work involved the preparation of ten city-based case
studies and a position paper on Urbanization and Health for
the African Region of the World Health Organization. The ten
case-study cities are Nairobi, Lagos, Dakar, Kinshasa, Brazzaville,
Johannesburg, Lusaka, Addis Ababa and Luanda.

A multi-pronged approachto the collection of data and information
was adopted in the preparation of the case studies and paper. The
content is therefore drawn from a variety of sources, including
reports and the websites of various United Nations agencies, such
as the World Health Organization (WHO), the United Nations
Centre for Human Settlements (UN-HABITAT), and associated
initiatives such as the Global Urban Observatory (http://ww2.
unhabitat.org/programmes/guo/). The websites and work of
relevant non-governmental organizations, such as the Africa
Population and Health Research Centre (APHRC) were also
examined. Where available, the dedicated websites of the ten
cities were scrutinized to identify appropriate information.

The published literature was scanned for relevant articles using
key words such as urbanization/urbanisation, development, health,
urban, cities, Africa and [city name], as deemed appropriate.
Among the search engines used were Medline and Science
Direct.

Attempts were also made to obtain data and perspectives
directly from stakeholders in the ten focus cities. For this purpose
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an introductory letter outlining the project was drafted and sent
by electronic mail and facsimile to the Heads of Departments
of Health and of Planning in the ten cities. For Francophone and
Lusophone countries, the content was translated into French
and Portuguese respectively. The letter contained a request for
access to locally derived or empirical data and reports related
to the topics and cities of interest, as well as the opportunity
of a telephonic interview to discuss stakeholder perceptions of
the urbanization process and associated challenges in each city.
A questionnaire/interview schedule was drafted to guide such
telephonic interviews. The same letter was also directed to a
range of additional city-based contacts that the members of the
drafting team had identified through their networks and the data
collection process. The introductory letters were followed up
with telephone calls to the target individuals. Despite a substantial
effort to obtain data and information through this method, success
was limited. Examples of impediments were non-availability of
key contacts and telephone service breakdowns. In most cases
however, the major stumbling block was the absence or dearth of
locally collected data on urban conditions and populations.

The 8th International Conference on Urban Health took place in
Nairobi, Kenya during October 2009, giving researchers, health
practitioners, policy makers, and donors the opportunity to
deliberate on innovative research, policies, and interventions that
address current and future health challenges in urban centers
worldwide. The fact that, for the first time in the conference’s
history, it took place in the global South was to set a signal and
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accentuate the role that the International Society for Urban
Health has in putting challenges of urban health in rapidly
growing urban centers in Africa and elsewhere in the South on
the international agenda. For the purposes of this report, it was
an opportune moment to gain insights into current and future
challenges, not only through the plenary and other presentations
and deliberations among international experts, but also through
the opportunity to have direct input into the recommendations
made later in this report, by way of brief interviews conducted
with researchers, practitioners, and local government officials and
representatives.

Information in the paper was supplemented with Boxes, which
illustrate key issues and health and development achievements
in African cities. The information for Boxes was obtained from
media articles and the websites of selected non-governmental
organizations and other institutions.

SECTION 3: OVERVIEW OF URBANIZATION-RELATED CHALLENGES IN SELECTED AFRICAN CITIES

In this section, a selection of key environmental factors that may influence the health of urban residents in Africa will be discussed,

including housing, water, sanitation, transport, traffic, air quality, migration and xenophobia.

3.1 Housing Quality

The state of housing and living conditions is one of the most powerful determinants of public health. The second International Habitat

conference held in Istanbul in 1996 produced a definition of "healthy housing” (see Box 4) that emphasizes a broad spectrum of physical,
neighborhood, social and economic factors that may impact of on health.
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Box 5.Accra: unfulfilled urban plans

With a population of about 2.3 million, Accra is one of the fastest-
growing cities in West Africa (UN Centre for Human Settlements 1999).
Between 1980 and 2010 the city’s population tripled, with an annual
growth rate of 3.2% between 2005 and 2010 (UN-HABITAT 2008g).
In comparison, the national urban growth rate was [.6% between
2000 and 2010 (UN-HABITAT 2008g). The level of urbanization in
the country currently stands at about 50% (UN-HABITAT 2008g). In
2008 58% of the urban population lived in slum areas (UN-HABITAT
2008g). Back in 1995 the Ghana Living Standards Survey reported that
households living in poverty in the capital city had doubled in the short
span of four years between 1988 and 1992 from 9% to 23% (Grant &
Yankson 2003: 70).

Thirty percent of the country’s manufacturing industries are located
in the capital (UN-HABITAT 2008g). The expansion of multinational
corporationsinthe city hasledto large-scale infrastructure programmes,
which “transformed the geography of the formal economic sector”
(Grant & Yankson 2003: 69). The Town and Country Planning
Department is responsible for land use in the city and has compiled
a master plan and sector layout plan, which, however, has proved
difficult to implement due to the rapid influx of people. The Ministry
of Works and Housing in 2001 declared 10% of Accra’s housing stock
non-upgradeable and declared a housing deficit of about 250,000 units
(Grant & Yankson 2003: 70). Insufficient physical planning, partly due
to a lack of capacity at city management level and inadequate policies

governing housing development in the city, have contributed to a rise
in urban slum dwellers. In 2008 no policy or budgetary commitment
by the city management was in place for in situ upgrading of slum
areas or provision of formal housing to slum dwellers (UN-HABITAT
2008a). This comes as, in 2003, already close to half of Ghana's national
population lived in slum households.

But middle-class citizens in Accra, too, are struggling to find adequate
and affordable accommodation in the city. The shortage of housing has
resulted in significant returns for property investors who are reported
to now ask for three to four years' rent in advance (Obeng-Odoom
2009: 51). Grant and Yankson (2003: 71) argue that pressure on the
housing market for this segment is augmented by both an increase
in the number of expatriates and the expansion of the city’s middle
class. All in all, this has led to a situation whereby “homeownership
remains beyond the reach of the vast majority of Accra residents
(Grant & Yankson 2003: 71). In return, this has increased the number of
households living in rental housing (in 2003 standing at approximately
64% according to Grant & Yankson (2003: 71)). Forty percent of rental
housing comprises of two- to three-roomed units, with an increasing
number of households renting single-room accommodation (Konadu-
Agyemang 2001: 19). This increasing demand for well-developed
middle-class housing on one hand, and an increase in people living in
slum settlements on the other, has meant that disparities in housing
quality between these two groups have escalated over recent years
(see Konadu-Agyemang 2001: 20-21).
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Among the environmental health hazards occurring in urban slums
are overcrowding, unstable dwelling structures, limited access to
safe water and sanitation, daily use of polluting fuels and exposure
to high levels of indoor air pollution and inadequate solid waste
and wastewater disposal services. Ramshackle shelters may not
provide adequate protection against intrusion from wind, rain and
harsh sunshine, as well as against noise and dust. The poorest urban
residents are usually also located on hazardous land, for example
within flood prone areas, or on steeply sloping or dolomitic land.
During extreme weather events they would be at elevated risk of
exposure to floods, landslides or land collapses, with concomitant
injury, disability, loss of life and destruction of property. Housing
located in close proximity to polluting industries could increase the
exposure of residents to industrial air pollution or contaminated
soil. Housing design and structure need to be secure to avoid
injury to the occupants, and safe materials should be used in the
construction process. Asbestos, for example, has been widely
used in the construction of low cost housing in Africa, despite
knowledge of its health hazards (Mathee et al. 2000). Lead-based
paint continues to be available in some African countries, and
applied to homes, schools and playground equipment (Mathee
et al. 2007). To meet daily cooking needs polluting fuels such as
paraffin (kerosene), coal and wood are widely used in African
rural and urban areas, resulting in highly elevated exposure to
particulate matter indoors.

Preliminary findings from the Large Analysis and Review of European Housing and Health status (LARES) study show associations

between housing and health that have not been well studied in African settings. For example, it has been shown that people are more
depressed and anxious when they live in a house that does not offer protection against noise, vibrations, dampness, moulds, draughts,
extremes of temperature, overcrowding and vandalism. Housing should also be adequately lit, have a pleasing view and have parks and
gardens to facilitate socialization. Low socio-economic status, insecurity of tenure and a negative image of the neighborhood was also
associated with depression and anxiety (WHO 2004). The LARES study also showed that high levels of damp and mould growth were
associated with asthma, nasal allergies, chronic bronchitis and eczema. Sleep disturbances, and stress-related diseases, were associated
with noise annoyance, especially during the night time. The risk of accidents was shown to be elevated when bedrooms were shared
and the home was poorly lit (WHO 2004).
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Box 7. Brazzaville: failed public-private partnerships for water

Brazzaville is the capital and, at around one million population, is the
largest city of the Republic of the Congo, housing more than a third
of the country's population (Tiepolo 1996). The city’s rapid growth
is mainly attributed to the oil booms of 1972-74 and 1979-84, which
raised the GNP considerably and turned exports from agriculture and
timber to the energy sector. Over the next ten years, however, the oil
industry dropped its outputs significantly, and the city fell into a deep
financial crisis worsened by the difficult transition from a one-party to
a multiparty government (Tiepolo 1996).

Since 1989, the National Company for Water Distribution (SNDE)
has undertaken efforts to enter into public-private partnerships with

3.2 Water and Sanitation

private water providers, most notably GETRAB and SCT. However,
owing to the inability of the poor in the city to afford the connection
fees, these partnerships have failed to reach their water-connection
goals. Other problems experienced include a lack of reliable information
about the levels of water demand; an anti-competitive environment;
a lack of public awareness and interest; and counter-productive
relationships with the regulating body (Tati 2005). Employees of the
contracted companies were also by and large unhappy with the terms
of employment, thereby impacting negatively on morale and attitude.
Consequently, of the 5 000 connections planned at the beginning
of the partnership with GETRAB, only 2 000 were completed (Tati
2005). In 1996 no piped sewerage system existed anywhere in the city
(Tiepolo 1996).
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rose in sixteen countries of the world; twelve of these were in
Africa. In Zimbabwe, child mortality rose by 43%, and in Botswana
by 52% (Marmot 2005). The WHO Commission on the Social
Determinants of Health (Knowledge Network on Urban Settings)
has advised that relatively small investments in the improvement of
living conditions can yield major benefits in terms of reductions in
child mortality. This was reflected in the City of Kampala, Uganda,
when improved water supplies (coverage increased from 29% to
87%) resulted in a dramatic decline in mortality among children
under the age of 5 years (Martinez et al. 2008). It is of particular
concern that in some cities, such as Lagos, access to safe water has
been deteriorating in recent years (Martinez et al.2008).

3.3 Air Quality

3.3.1 Indoor Air Pollution

Large proportions of the residents of urban African slums are
exposed to high levels of indoor and ambient air pollution on a
daily basis. Exposure to air pollution in African cities is predicted
to increase with urbanization. Yet little research or systematic
measurement and monitoring of air pollution has occurred (Arku
et al. 2008), severely limiting the potential to describe and address
the problem. It is generally recognized, however, that there are
three important air pollution scenarios in African cities; the burning
of solid and liquid fuels for domestic cooking, space heating and
lighting, vehicular emissions and industrial emissions. From one

place to another, other sources of air pollution may also be important, such as smoke from cooking street foods in Accra (Arku et al.

2008), the use of poor quality gasoline and two-stroke motorbikes in Cotonou, Benin (Fanou et al. 2006) and the Harmattan wind that

blows dust particles across the City of Lagos from the Sahara Desert (Baumbach 1995).
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3.3.2 Industrial Air Pollution

Poor controls and lax enforcement of legislation is partly
responsible for elevated emissions from industries in African cities.
Often the poorest groups in cities live in closest proximity to
industrial settings. As a consequence they suffer a double burden
of exposure: from industrial emissions, as well as from the use
of polluting fuels for domestic needs (inadequate housing, water,
sanitation and energy sources).

3.4 Transport & Traffic (road traffic injuries)

In urban settings, there is particular concern about the
contribution of road-based transport and vehicle emissions
to ambient air pollution (Krzyzanowski et al. 2005). Tailpipe
emissions may include particulate matter, as well as gaseous
pollutants such as nitrogen dioxide, carbon monoxide, sulphur
dioxide and benzene. Unpaved roads have also been associated
with elevated concentrations of particulate matter in the air.
For example, levels of particulate matter, carbon monoxide and
benzene, a known carcinogen and risk factor for hematological
disorders, frequently exceed national standards in Nigeria, as well
as WHO guidelines (Baumbach 1995). In a study undertaken in
Cotonou, Benin, personal monitoring and biomarkers were used
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to examine exposure to benzene. The results showed significantly
higher levels of personal exposure to, and urinary concentrations
of, benzene in city compared to rural dwellers. Determinations
of DNA damage in lymphocytes showed an elevated number of
lesions in city relative to rural dwellers (Fanou et al. 2006). UN-
HABITAT (2008b: 5) has described Dakar's transport system as
“dysfunctional”. An 8% increase in private cars on an annual basis
has contributed to traffic congestion and high levels of exhaust
emissions. Estimates from 2000 suggest that car traffic contributes
4.5 million metric tons of carbon dioxide (CO,) annually to the
city’s air pollution problems (UN-HABITAT 2008b).

The nature of transport and traffic (see Box 9) makes vehicle-
related air pollution a challenge of particular concern in the African
urban setting. Inadequate public transport planning and provision,
combined with deregulation, has resulted in the haphazard
development of transport systems in many African cities. Rapid
urban growth has served to further widen the gap between
transport needs and capacity to provide adequate services. For
example, the distance between the centre and periphery of the
City of Dar es Salaam was 6 to 10 kilometers in 1969. By 1978 this
distance had increased to |5 kilometers, and by the mid-1990s to
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around 30 kilometers. Box 9 gives an overview of transport and
traffic concerns in Lagos, Nigeria, illustrating these concerns.

Any investment in the upgrading of roads is usually applied on
main roads, leaving minor roads in residential areas relatively
neglected and in poor condition. Unpaved and rutted roads may
become particularly difficult or even impossible to negotiate during
rainy spells. The separation between residential areas and sites
of employment in many African cities contributes to the finding
that transport is usually a major component of urban household
expenditure in African cities (Olvera 2003).

Forthe most part, publictransport gaps have beenfilled by informal,
small-scale entrepreneurs. Vehicles used for informal transport
are often old, poorly maintained or unroadworthy. Consequently,
they are associated with particularly high levels of vehicular
emissions. In some of the poorest cities in sub-Saharan Africa,
for example Dar es Salaam, such informal transport systems (for
example minibuses, vans, taxis, station wagons, three-wheelers,
motorcycles) are the dominant or only option available to citizens
(Cervero and Golub 2007; Olvera 2003). In Nairobi around 33%
of the total demand for transport is served by informal operators
or “matutus”. Informal transport service providers usually serve
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Fig 4: HOMICIDE, SUICIDE,AND WAR-RELATED FATALITY RATES,
BY GEOGRAPHICAL REGION, 2001
(Incidence per 100 000 population)




3.5 Urban Violence &
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on what works in relation to reducing alcohol-related violence and
some of the actions in Box Il could be implemented in African
cities.

One source of urban violence that is often ignored is that of
government responses, for example, attacks on street vendors
in Mwanza, Tanzania, mass expulsions from Harare, Zimbabwe,
and unexplained arson on homes in Nairobi (Wisner and Pelling
2009). Urban violence is also fuelled by the availability of small
arms, often left over from conflicts (see table ). ‘There are an
estimated 30 million small arms and light weapons on the African
continent, of which approximately 80 percent are in civilian hands.
It is likely that marginalized areas of Africa’s urban landscape will
become home to ever-growing arsenals. Africa has around 18
percent of the global burden of firearm deaths — the vast majority
of which are homicides. Military-style weapons are reported to
have been used in more than a third of the region's homicides,
over one tenth of its robberies and a considerable proportion of
assaults, threats and sexual offences. Some countries are more
affected than others: South Africa, for example, has the highest
incidence of armed criminal violence, with more than 19,000
homicides (40 per 100,000) in 2006 and at least half of these
resulting from fatal firearm injuries’ (UNDP 2007a : 3).
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3.6 Food Security & Safety

Lack of food in Africa has traditionally been linked to rural droughts.
But food insecurity in urban areas is now common. Food is often
too expensive to buy and shortages have produced urban rioting in
Africa in the 1980s with the structural adjustment policies’ removal
of food subsidies, and in 2008/9 as a result of the global recession
and the hike in food prices (Wisner and Pelling 2009).

Growing food insecurity in urban areas of Africa is well illustrated
by the case of Nairobi, Kenya. The price of maize in Nairobi rose
by 133% in 2008/9 and many of the chronically poor people in
Kibera, the largest slum in Nairobi, are facing “an emergency
situation” as reflected by the government of Kenya declaring a
national food emergency (Concern 2009). This situation in Kenya
has been worsened by recent droughts and a poor harvest
season. Although Nairobi province and much of its surroundings,
especially those to the west of Nairobi, are generally food secure
or moderately food insecure, the overwhelming majority of the
country has now been declared highly food insecure; overall a
quarter of the country's population is thought to be highly food
insecure, 3.5 million of whom live in urban areas (WFP 2009).
Virtually all food in urban areas is accessed through markets,

and the dramatic increase in food prices hits urban dwellers
particularly hard. Urban food supply has deteriorated significantly
since late 2007 (WFP 2009). Accompanied by increases in non-
food costs of urban life, such as transport and health expenses,
chronic food insecurity in Kenya's cities is rising rapidly (WFP
2009). The Kenya Food Security Network (WFP 2009: 5) has
recently warned: “this, in combination with rising drinking water
prices and water scarcity, could lead to a rise in malnutrition and
increased susceptibility to disease, while food riots and levels of
crime have already increased” (WFP 2009).

There is plenty of data on child malnutrition in low-income urban
areas of Africa — mainly using data from the Demographic and
Household Surveys (DHS). These studies show that the degree
of child malnutrition in poor urban areas is sometimes as great
as in the counterpart rural areas (e.g. Fotso 2007). Unlike most
urban health issues where there is little data or research, when it
comes to urban nutrition, policy attention has lagged behind the
research which has long since demonstrated the problem. In poor
urban households about 80% of the household budget is spent
on food (about 30% more than in rural areas), so, while urban
poverty persists, urban malnutrition will remain.
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Although there are gains in preventing and treating many infectious
diseases, deaths are still unacceptably high. In addition to these,
death rates from chronic non-communicable diseases due to
exposure to industrial waste, pollution and changes in lifestyle
(diet, exercise, smoking and alcohol use), as well as injuries are
increasing and expected to rise rapidly with urbanization, creating
a “dual burden of disease” across the continent. Although non-
communicable diseases such as heart disease, different types
of cancers, stroke, hypertension and diabetes are traditionally
associated with affluence, new studies show that their prevalence
is as high in low-income countries as in high-income countries.
According to Unwin et al (2001), “age-specific death rates from
non-communicable diseases are currently higher in adults in sub-
Saharan Africa than in populations in many Western industrial
countries”. There is also some evidence that deaths and illness
from cardiovascular disease occur at a younger age during peak
productive years in developing countries (Magnusson 2007).

Together with injuries, non-communicable diseases represented
27% of the total burden of disease in Africa in 2001 (WHO
2006a). These diseases receive very little attention from African
governments, in spite of evidence that they are on the rise,
because the emphasis is on more common problems such as HIV/
AIDS, malaria and tuberculosis. With effective prevention plans in
place ten additional healthy life years could be added to people in
the African region (WHO 2006a).

3.8 Diseases of Lifestyle

The main problems associated with changes in lifestyle and behavior
are an increase in tobacco and alcohol use, lack of exercise and
changes in nutrition (more processed and refined food, an increase
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population, the presence of migrants is frequently overestimated
in the perception of local residents. International migrants are
easily not only recognizable; they are often spatially concentrated,
while also tending to agglomerate in specific economic sectors”
(Balbo and Marconi 2006 : 714).

3.10 Climate Change

The activities of human beings have resulted in the emission of
large amounts of carbon dioxide and other gases over the past
half-century. These releases are now affecting the earth’s climate,
with serious implications for the future of human kind, especially
in Africa. Scientists who formulated the Third Assessment Report
(2001) of the Intergovernmental Panel on Climate Change (IPCC)
have warned that the global average surface temperature has
increased by 0.6° over the past century, and that global emissions
of carbon dioxide continue to increase. The 1990s has been the
warmest decade ever recorded, and 1998 has been the warmest
year. Some areas have experienced increased rainfall, while
droughts in Africa have become more frequent and intense.
Because of the large numbers of people concentrated in cities,
the public health impact of heat waves and other climate-related
events may be particularly severe. Many of Africa’s major cities are
located along the coast, potentially placing millions of people at risk
as global warming leads to sea-level rises. These include the cities
of Accra, Durban, Freetown, Lagos, Libreville, Luanda and Maputo.
In Africa, 9% of the urban population is estimated to live in a low
elevation coastal zone, and is therefore at elevated risk of flooding.
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Box |7.A micro-lending scheme in Nairobi

The Jamii Bora (JB) Trust was founded in 1999, and its mission is “to
assist its members to get out poverty and build a better life for their
families” (2). Membership of the JB scheme has risen from 50 at the
time of its launch to more than 130 000 (4). The main JB programme is
a micro-finance scheme which requires that members open a savings
account. In order to qualify for a loan, money must be saved in the
account. Members are then permitted to borrow twice the amount
saved. Loan repayments and interest are deducted from the savings
account, and members are required to replenish the corresponding
amount. Monitoring systems are in place to quickly detect defaulting
clients, who are reminded to make the necessary payments. Those in
dire need are supported by a specially established “solidarity group” (3).
Special loans are also available to members with a good track record
for repayment. These include, for example, loans to pay for school fees,
housing and property loans, as well as for water supply schemes. JB also
has life and health insurance which benefits all members. The health
insurance covers hospital admission fees for members and families at
selected hospitals, and includes medication for HIV/AIDS.

In 2002, |JB acquired 293 acres of land in Nairobi to establish an
ecologically friendly town called Kaputei. On this land ]B aims to build
2000 houses and allow its members an opportunity to acquire loans
and buy the properties. Approximately 10 000 people from slums in
Nairobi are expected to be housed in Kaputei.

After nearly a decade of operation, the JB programme is flourishing,
and is an important means of empowerment for residents of the slums

of Nairobi. However, the programme has had to be adapted in several
ways to respond to the reality of life for slum dwellers. It has been
recognized for example, that |B members find it particularly challenging
to make repayments at certain times of the year. During winter for
instance, the number of visiting tourists declines. In addition, exports of
cut flowers, fruit, vegetables and coffee to Europe and North America is
at an annual low, cutting household incomes significantly. January, when
members have to pay school fees, is another challenging period in terms
of repayments. Throughout the year, there are also challenges when an
income is lost due to illness. The school fee loans and health insurance
programmes were instituted as a response to these realities.

Sources

|.Rasna Warah : Divided City: Information  Poverty in Nairobi's Slums UN Chronicle,
Placed on the Communication Initiative site June 09 2004. Last Updated February
19 2009

2. wwwi.jamiibora.org

3. Masita Moikera. A Credit Scheme with a Difference:The Jamii Bora Trust. 2001
Wajimu, A Journal of Social & Religious Concern. 15(2).

4. Ingrid Munro and Jamii Bora members: November/December 2008| microfinance
insights (www.microfinanceinsights.com <http://www.microfinanceinsights.com/> )

5. Africa’s first ecologically friendly town built with microfinancing: (http://
kenvironews.wordpress.com/2009/08/ | 3/jamii-bora-microloan-financing-
giving-birth-to-eco-friendly-town-in-kenya/ <http://kenvironews.wordpress.
com/2009/08/ | 3/jamii-bora-microloan-financing-%20%209%20920%20giving-birth-
to-eco-friendly-town-in-kenya/> )

6. Perspectives: Off the Streets and into a “Good Family” A Conversation with Ingrid
Munro, Founder, Jamii Bora. microfinance insights | November/December 2008

7. Presentation: Jami Bora Scandanavia , Ekonomisk Forening (2006-2009).
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the way forward

SECTION 4: THE WAY FORWARD

Back to urban basic services?

A large proportion of urban African residents live in conditions that are harmful to health. For many this means not having access to
even the most basic housing elements: secure shelter, safe water in sufficient quantities, sanitation and safe fuels. These conditions place
them at risk of a range of preventable diseases (diarrheal disease, acute lower respiratory infections and unintentional injury). In addition,
many urban residents in Africa, especially the poor and marginalized, also have to bear a high burden of violence, risks associated with
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adverse weather events, air pollution from inadequate transport
and poor traffic management. In the 1980s there was a focus on
the provision of urban basic services, supported by international
agencies such as UNICEF and UNDP. This simple, direct approach
seems to have fallen out of fashion and has been replaced by
various concepts over time such as community participation,
good governance and environmental sustainability. There is an
argument for a return to the concept of the obligation of local
government to provide key services to all its citizens and to not
let government “off the hook”.

But beware of blueprints or “one size fits all”
Although there is, in general, a lack of good disaggregated data to
illuminate the health problems in African cities, what does exist
suggests that there is a large degree of heterogeneity across cities
(poverty, health, housing, culture, etc.), even at the micro-spatial
level (see Box 18). This means that planning for improved urban
health needs to take into account this variation and to prioritize
on the basis of need and cost-effective actions. For example, the
provision of safe water and sanitation can prevent so much of the
burden of disease faced by so many.
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Important Underlying/Explanatory Factors

Poor planning, unsound governance, a lack of democracy and
corruption lies at the heart of many of the adverse living and
health conditions faced by African urban residents;

However, it is important to bear in mind that the urbanization
process in Africa is disassociated from the economic development
process that accompanied the urbanization process in Europe and
the USA;

The managers of African cities therefore face unprecedented
challenges, further compounded by the pace and scale of
urbanization in many parts of Africa;

Urbanization is here to stay, and has positive as well
as negative effects

Urbanization is fuelled by both rural-urban migration and natural
increase within the city. There is no example of any country
successfully reversing the trend, so the focus needs to be on
maximizing the positive elements of the process instead of
stopping it. Remittances from cities help support a wide network
of people in both rural and urban areas, and the urban informal
sector supports the economic engine of cities as a whole.



Rural-urban links

There is increasing recognition of the interlinkage of rural and
urban health systems, and with recent increased movement
of populations in Africa due to economic reasons and conflict,
this is important to bear in mind in any health systems planning.
Registration-based health care provision in low-income urban
settings is likely to exclude many parts of the population, and so
a more flexible approach is probably needed in health posts and
centers. Health user fees can be an obstacle to poor urban people
just as they can to poor rural people. The recent announcement
of international aid to abolish user fees in many of the poorest
countries in Africa should ease this situation.

Urban poverty as a national issue

Urban poverty is at the heart of poor urban health and the urban
development agenda needs to be prioritized in Africa. Unless
slum development is tackled by investment in improved physical
infrastructure such as water, sanitation, waste disposal energy and
public transport, the urban health problems that we see in the case
studies presented in this paper will continue to grow along with
the slums. As the Rockefeller Urban Summit in 2008 argued: urban
poverty should be seen as a national and international security issue,
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and thus the urban agenda overall needs to be elevated into broader
national and international development and security agendas.

The urban poor suffer a double burden of chronic
and acute diseases and bear an “urban penalty”
Low-income populations in African cities face a double burden
of the traditional diseases of poverty (infectious diseases often
associated with high densities and poor physical infrastructure,
and malnutrition) and the chronic diseases of modernization
(hypertension, heart disease, diabetes and mental ill-health). They
also bear an urban penalty compared to their rural counterparts.
This penalty arises from a dependence upon a cash economy
and resulting food insecurity and a harsh, crowded physical
environment. Any program to improve the health of the urban
poor must take this epidemiological pattern into account. Injuries
and deaths from road traffic accidents and violence also feature
significantly in the epidemiological profile.

Legality and security of tenure are necessary for
better health

While the large majority of the urban poor in Africa are illegal,
unrecognized and under-served, both physical and mental urban

health problems are likely to increase. The threat of eviction and
the frustration at the lack of adequate services can fuel violence
and insurrection within low-income urban populations. A program
of formalization of all slums is necessary in all cities. Inclusive urban
governance may fall outside the scope of the health sector, and yet
is crucial for health, and thus actors in the health realm need to
reach beyond it to other sectors.

Intersectoral action to address inequalities

Large economic and health inequalities are found within African
cities. With evidence that relative poverty and inequality are
better predictors of the overall health of a country (Wilkinson
2009) than GDP, there are strong arguments for more attention
to be paid to reducing such inequalities. Any action in this direction
needs to be intersectoral. This is an old call and goes back to the
Alma Ata primary health care Declaration of 1978, but there has
been little progress in “joined-up government” for better health.
The Healthy City movement tried to get health on the agendas
of all sectors of local government, but gained little momentum
in Africa because of limited resources and capacity. The lack of
capacity at local government level is one of the largest obstacles
to improving urban health in Africa.
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A role for civil society and the private sector?

In other continents (Latin America and Asia) the role of civil
society in urban development is more developed, and corporate
social responsibility on the part of the private sector has been
tapped to benefit the urban poor. There are relatively few
documented cases of this kind of partnership in African cities,
but such initiatives can be valuable, especially when supported by
both international agencies and local governments.

Data needs

Another call that we have heard for many years now is for the
provision of disaggregated city data that reveals the differences
in health in various parts of the city. While there has been some
progress on this front, all too often data sets are from surveys
that only cover the urban poor, and thus there is no comparative
picture provided. Stark contrasts are powerful political tools,
and can prompt action on the part of local politicians and
government officials who do not wish to see their part of the
city underlined in red due to very high mortality or morbidity
characteristics. Community groups in several cities in India have
been successful in prompting action as a result of maps showing
where health is particularly bad in the city. Some urban health
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problems are better covered than others. For example, there is
a relatively large amount of data on food security and nutritional
status of the urban poor. While other topic areas, especially the
diseases of modernization such as chronic diseases and poor
mental health, need much more data to guide action. There is
also a need for investment in longitudinal data collection which
can detect trends over time. Very few demographic surveillance
surveys include cross-sections of urban populations. The work
of the African Population and Health Research Centre in Nairobi
is a notable exception, and their model, which has produced
detailed data on slums in Nairobi, could be replicated elsewhere.
Although resources are limited, a minimum set of basic health
indictors could be collected across a city once a year. The HEAD
study from Johannesburg is another example of this kind of
investment which has been translated into action at the local
community level (see box 23). In addition to certain topics being
under-researched, some groups of the population are under-
researched. An example is the health of informal sector workers
(see Box 17).
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Box 19.An African city with an unusual amount of urban health research

Heterogeneity within the slums: Ratio in consumption b/w top 10% and
bottom 10% [4:1 (national 20:1)

Married couples with children economically worse off and have higher
levels of food insecurity than single person households

82% of slum dwellers born outside of slum. Migrants from outside
Nairobi: men seek work (70% of migrants from rural areas); women seek
services (45% of female migrants from rural areas)

High maternal mortality rate (708/100.000)

Children of migrant mothers 1.7 times more likely to die than indigenous
residents’ children

Low levels of under- 5 mortality (141/1.000 live births)

Main causes of under- 5 child death: pneumonia (31%), diarrhoea (17%)
(verbal autopsies)

Low use of health facilities for child illness (only 43% of sick children taken
to health care facilities)

Early sexual activity: By aged |5 4% of males and 5% of females had
engaged in sexual intercourse, by age 20 53% of males and 52 of females

Less than 5% of men and women tested for HIV status

Source: APHRC verbal presentations at ICUH (2009)

# Context special policies, paying attention to intra- slum

heterogeneity

# Improve levels of HIV testing

# Gain greater insights into sexual behaviour

# Improve liveliness opportunities

# Improve sanitation

# Focus health intervention on onset of cold season

# Introduce pension fund

# Avoid age discrimination

# Include awareness of the aged in health care workers’ training

# Include the aged in HIV voluntary counselling and testing

# Increase “retention” of migrants

# Track out- migrants
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Renegotiating the role of Healthy Cities in Africa

The Role of the World Health Organization
Encouraging an integrated, intersectoral approach
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The Role of Governments

The Role of Communities
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Box 24.Voices from the first International Conference on Urban
Health, 18-23 October 2009 in Nairobi, Kenya.

African urban health researchers suggest:

 Studying incidence of disease rather than prevalence will
illuminate the source of ill health and enable its progression
to be tracked (South African researcher)
Governments need to perceive slum dwellers as stable rather
than transient populations (Kenyan researcher)
More public-private partnerships needed for effective delivery
of health services (Kenyan researchers)
Strengthening the ability of research to influence policy
(Kenyan researchers): “If | had to rate the level of cooperation
between government and us, | would say it is just above zero.”
(Kenyan researcher)
Providing costing information on any proposed health
intervention and communicating the opportunity costs of
non-action (Kenyan and South African researchers)

Clarifying the roles and responsibilities of different sectors

and making them accountable (Kenyan researchers)

Setting health outcomes as targets for local governments
(South African researcher)

Appreciating the links between urban and rural areas
especially for the provision of health care for migrants (South
African researcher)

* Using HIV/AIDS programs as an opportunity to strengthen
urban health systems as a whole (UN researcher)

e Develop city-specific plans for HIV/AIDS as opposed to
relying on national plans (UN researcher)

Government/Non-government respondents suggest:

* Strengthen the continuum of care (from home to primary to
tertiary facilities), especially for maternal and child health care
(International NGO advisor)

Make more resources available to respond to the urban
burden of disease, especially for the training of urban
community health workers (Medical officer of a large Kenyan
city)

Increase the availability of drugs (Medical officer of a large
Kenyan city)

Empower urban local governments vis-a-vis central ministries
of health (Medical officer of a large Kenyan city)

Moving beyond the mere provision of housing: “A human being
requires more than four walls” (Kenyan local government
official)

Provision of fire and police service in low-income urban
areas
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