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Why is urban health so poor even in
many successful cities?
David Satterthwaite
SUMMARY: Urban centres include the world’s most and least healthy places in which to live and work.
This Brief focuses on why. They feature among the least healthy places mostly because of the failure of
national and urban governments to address health and its many determinants. So many of the factors essential to health and well-being are the domain of organizations that are not health agencies, and they do not
understand their role as it relates to “health”. Nor do urban health issues get the attention they deserve in
discussions of urban poverty and poverty reduction. Most official measures of poverty still do not include
any direct consideration of health or most of its key determinants. Health among low-income urban dwellers
in many nations is as bad as or worse than that of low-income rural dwellers. This is not simply because of
a lack of resources – a high proportion of the population of many successful cities still suffers from large and
easily preventable health burdens. But where city or municipal governments are committed to healthy cities,
and involve their citizens, civil society organizations and private enterprises in this, the improvements in
health can be dramatic.

I. INTRODUCTION
Urban health issues still do not get the attention they deserve in discussions of development or environment. Successful “development” is so intimately related to health – to interventions that directly
or indirectly help individuals, households or communities avoid or prevent disease, injury and
inadequate food intake. Beyond an absence of disease or injury, “development” means the achievement of living and working conditions that underpin well-being. Environmental management is
also intimately related to health, again in these two senses – first by preventing or minimizing airborne, food-borne or water-related diseases and the effects of chemical pollutants and physical
hazards; and second, by ensuring good living and working environments that can contribute to
well-being. Yet because so many of the interventions that promote health and well-being fall to
organizations that are not health agencies or do not understand their role as it relates to “health”,
little gets done. There are few interventions with greater potential to transform health status than,
for example, a well-directed, participatory upgrading programme for “slums” or informal settlements, yet this is not seen as a health intervention.
Figure 1 shows the large range of determinants that influence physical and mental health in urban
contexts, which go from the very local (for instance, people’s health-related knowledge and community-based social networks) to the city, national and global levels (for instance, global influences on
food prices or incomes, or the national government policies that affect the resources available to
local governments to address health issues).
Health indicators are among the most powerful measures of the success of development and
environmental management – for nations, for cities, for neighbourhoods or groups within cities.
For such measures as life expectancy at birth or infant, child and maternal mortality rates, cities
around the world can be among the healthiest places – or among the most life-threatening and
health-threatening. There can also be enormous differentials in health indicators within cities. There
are neighbourhoods within (say) Mumbai or Nairobi with health indicators that compare favourably
with those in cities in high-income nations – but in each of these cities around half the population
lives in informal settlements, and in most such settlements all the health indicators are dire.
Urban health issues also do not get the attention they deserve in discussions of urban poverty and
poverty reduction. Most official measures of poverty still do not include any direct consideration of
health or most of its key determinants. They attempt to define the income households need for adequate
food consumption – but most do not assess the income needed to rent, buy or build safe, healthy
housing and the associated infrastructure and services that are key determinants of health (for instance,
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FIGURE 1:

A framework for urban health

SOURCE: Kjellstrom, Tord and Susan Mercado (2008), “Towards action on social determinants for health equity in urban settings”,
Environment and Urbanization Vol 20, No 2, October, pages 551–574.

1. Readers interested in urban
health issues should note that prior
to Vol 23, No 1 (April 2011) on
“Health and the city”, Environment
and Urbanization has published 86
papers with the word “health” in
their Abstract. There have been two
previous special issues on urban
health (Vol 5, No 2 (October 1993)
and Vol 11, No 1 (April 1999)); and
most other issues have dealt with
key determinants of health,
including Vol 15, No 2 (October
2003) on water, sanitation and
drainage, Vol 16, No 2 (October
2004) on violence and security and
Vol 19, No 1 (April 2007) on
reducing risks from disasters and
climate change. All 86 papers are
available at no charge at
http://eau.sagepub.com/.
2. Werner, David with Carol
Thuman and Jane Maxwell (1992),
Where There Is No Doctor; A Village
Health Care Handbook, Hesperian,
Berkeley, 512 pages.
3. Kjellstrom, Tord and Susan
Mercado (2008), “Towards action
on social determinants for health
equity in urban settings”,
Environment and Urbanization Vol
20, No 2, October, page 551.

4. Basta, Samir S (1977), “Nutrition
and health in low-income urban
areas of the Third World”, Ecology
of Food and Nutrition Vol 6, pages
113–124.

safe and sufficient water, good sanitation and readily available affordable health care). Most national
and city governments give a low priority to improving the many physical and social determinants of
health that fall within their jurisdiction, as is the case with most international agencies.
This Brief focuses on four health issues: the failure of national and urban governments to address
health (and its determinants); the inequalities within cities and between cities with regard to good
health; the question of whether and where there is an urban penalty for health; and the interventions
that city governments can take to address health issues.(1)

II. WHAT HAPPENS TO URBAN HEALTH WHERE THERE IS NO
GOVERNMENT?
Where There Is No Doctor by David Werner is one of the most influential books on health.(2) It gives
advice on how to treat illness and injury when no doctor is available, and was written for rural
populations. But what advice can be given with regard to urban health in settlements where, in
effect, there is no government? Or in cities where there may be doctors and health services, but
much of the urban population has no access to them? Within urban areas, much of what is necessary to promote good health falls within the statutory responsibilities of local government.
“Urbanization can and should be beneficial for health. In general, nations with high life expectancies and low infant mortality rates are those where city governments address the key social determinants of health. Better housing and living conditions, access to safe water and good sanitation,
efficient waste management systems, safer working environments and neighbourhoods, food security and access to services such as education, health, welfare, public transportation and child care are
examples of social determinants of health that can be addressed through good urban governance.”(3)
It also falls to local government to implement building and land use regulations that should have
health concerns at their centre – to ensure safe buildings and avoid urban development on unsafe
sites. But in most of the informal settlements around the world, which house around 900 million
urban dwellers, few if any of these responsibilities are met.
National and city governments fail to ensure provision for what is so basic to health: safe and
sufficient water piped to each dwelling; a toilet in each dwelling that is effective in disposing of
human wastes, thus reducing the risks of faecal contamination; drainage that prevents flooding;
and health care and emergency services that work and that serve everyone, especially those in the
lower-income parts of town (including those in informal settlements). It is difficult to understand
the reasons for the scale of this failure. It is not from a lack of documentation; it was in 1977 that
Samir Basta published his famous paper highlighting the very high infant mortality rates in informal settlements.(4) It cannot simply be a lack of resources, as a high proportion of the population in
many successful cities still lacks these basic services and amenities.
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FIGURE 2:

The gap between the urban population with “improved” water
and water piped to their home

SOURCE: Statistics drawn from WHO and UNICEF (2011), Progress on Sanitation and Drinking Water: 2010 Update, WHO/UNICEF
Joint Monitoring Programme for Water Supply and Sanitation, Geneva, 55 pages.
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Urban India (the second largest urban population in the world after China) is a good example.
It still lacks sanitation more than 60 years after Independence.(5) In part, this is the legacy of the colonial city and its administration, characterized by inequitable access to sanitation services, a failure
to manage urban growth and the proliferation of slums, and the inadequate funding of urban
governments. But it is also embedded in the post-colonial state, which, instead of being an instrument for development, has been dominated by coalitions of interests that allow the middle class to
monopolize what sanitation services the state has provided. With the economic success enjoyed by
so many cities in India, allied to decentralization reforms and democratic structures, one would
have expected a rapid increase in the proportion of the populations with (say) adequate water, sanitation, drainage and health care – as has been evident in many Latin American nations. But the
urban poor, despite their numbers and their political participation, have not been able to exert sufficient pressure to force governments to implement policies designed to improve their living conditions. The consequence is that public health and environmental policies have frequently become
exercises in crisis intervention rather than preventive measures that benefit the health and wellbeing of the whole urban population.(6)
This lack of attention to the health of the urban poor is evident in the statistics on premature
mortality, inadequacies in health care, and undernutrition.(7) In India in 2004–2005, for instance, the
under-five mortality rate of the poorest urban quartile in many states was two to three times that
of the rest of the urban population.
For the poorest quartile of India’s urban population:
• 60 per cent of children were not completely immunized;
• 54 per cent of children were stunted and 47 per cent were underweight;
• only half of births were assisted by health personnel;
• fewer than one-fifth had water piped into their homes; and
• fewer than half used a flush or pit toilet to dispose of their excreta.
One aspect of this lack of attention to urban health has been the use of inappropriate definitions
regarding provision for water and sanitation. What is needed in any urban environment is
adequately treated water that is piped into each dwelling and available 24 hours a day. But urban
(and rural) dwellers are classified as having “improved drinking water” even if they only have
access to public standpipes, taps, boreholes or protected dug wells within one kilometre of the user’s
dwelling.(8) They are classified as having “improved sanitation facilities” even if all they have are
simple pit latrines with a slab. So the definition of “improved” water and sanitation is far below the
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FIGURE 3:

Under-five mortality rates: urban populations of India, Delhi
and six states

SOURCE: Agarwal, Siddarth (2011), “The state of urban health in India; comparing the poorest quartile to the rest of the urban population in selected states and cities”, Environment and Urbanization Vol 23, No 1, April, page 16.
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standard needed in urban areas to reduce the risk of human contact with faecal matter. An issue
raised in past issues of this journal(9) needs emphasizing again – these definitions are being used to
assess progress towards meeting the Millennium Development Goals, but with such low standards
of provision they do not measure who has access to “safe drinking water” and who has access to
safe, convenient sanitation. If, for instance, the criterion for “improved water” was water piped into
the home, the proportion of the urban population having “improved water” would drop dramatically in many nations (Figure 2).
So many programmes that claim to address sanitation (and that may even move households into
the “improved” sanitation category in official statistics) do not provide sanitation to a standard that
ensures the key health benefits; or they demand personal investments in situations of highly insecure tenure; or they teach “hygiene practices” that relate neither to local beliefs nor to the ground
realities of urban poverty.(10) A study in Chittagong, Dhaka, Nairobi and Hyderabad shows how
excreta disposal systems, packaged and delivered as low-cost “safe sanitation”, fail to match the
sanitation needs of a very diverse group of urban men, women and children. It is of little surprise
that the delivered systems remain unused and are not sustained beyond the life of the projects. A
resident of a slum in Dhaka exclaimed: “Don’t teach us what is sanitation and hygiene.”(11)

III. INEQUALITY
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The poorest quartile of India’s urban population experiences profound disadvantages in health
status, in provision for health care, water and sanitation, and in housing conditions compared to
the rest of the urban population.(12) Figure 3 illustrates this disadvantage with regard to under-five
mortality rates for India, Delhi and selected states in India.
Some care is needed in defining and understanding inequalities and acting on them. The measurement of disadvantage and the policy responses they help generate are influenced by whether
the focus is on absolute or relative poverty. There is often a lack of clarity in the literature between
a differential, an unequal and an unjust distribution of services or resources or health outcomes.(13)
Not all aspects of inequality can be addressed through conventional local government interventions
(for instance, in upgrading informal settlements or public transport, or water pricing). To change
urban inequalities at root, we need to recognize and address the unjust distributions of power and
control of resources that underpin them.(14)
Most of the data on links between low-income and health in urban settings in low- and middleincome nations focus on infectious and parasitic diseases. More recently, there has been a recognition that there is a large burden of disease among low-income urban dwellers that comes from
non-communicable diseases and injuries.(15) But the implications remain little explored. The very
large impacts are evident in the difficulties faced by a community leader in Guayaquil in getting
and affording treatment for breast cancer.(16) It serves as a reminder that low-income households in
low- and middle-income nations face many of the same health risks from non-communicable
4
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diseases as higher-income groups, but cannot get appropriate treatment from public health care and
cannot afford private treatment.

IV. URBAN BIAS OR URBAN PENALTY?
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There is clearly a large health penalty among the low-income urban population when compared to
the rest of the urban population.(17) This usually begins at birth, is reproduced over a lifetime (often
reinforced by undernutrition) and may be recreated through vulnerability to the “double burden” of
communicable and non-communicable diseases. The scale of the health burdens among low-income
populations or among populations living in informal settlements makes it difficult to see these people
as benefiting from “urban bias”. There has long been an assumption among many development
specialists that urban dwellers benefit from “urban bias” in the policies and practices of governments
when compared to rural residents – although for most low- and middle-income nations little or no
evidence has been presented to support this. It has also long been difficult for those who work in
informal settlements or with urban poor groups, when confronted with the very poor living conditions, very large health burdens and the animosity of governments (that is often reflected in evictions), to see these people as privileged by urban bias in government policies and resource allocation.
Aggregate statistics often show urban populations as having better health outcomes than rural
populations (for example, in infant, child and maternal mortality rates or the proportion of children
under height and underweight). What is surprising in many nations is how little health advantage
the urban population actually has in these indicators despite the fact that the concentration of middleand high-income people in urban areas pulls up urban averages. There is a growing literature that
shows little or no health advantage to urban dwellers when urban and rural dwellers with comparable incomes or asset bases are compared.(18) Here, there is a need for a much more detailed, disaggregated, location specific knowledge of health burdens and their underpinnings (or determinants) – and
this is not provided by the surveys so widely used to inform development policy. Where local government is competent, capable and willing to work in informal settlements, health is probably better for
low-income groups than in rural areas, because of the economies of scale and proximity in so many
interventions that aim to improve living conditions and provide infrastructure and services. But where
local government is incompetent, incapable and unwilling to work with those living in informal settlements (and this is the reality for a very large section of the world’s urban population), there may well
be a health penalty for low-income urban populations when compared to low-income rural ones.
Without effective local governance, concentrating people, enterprises, motor vehicles and all their
wastes produces very unhealthy conditions. We need more proponents of good health who prioritize
this in rural and urban areas – not the current division into rural and urban proponents, each carefully
selecting only the (limited) range of statistics that apparently support their cause.

V. MOTIVATING CITY GOVERNMENTS TO ACT ON HEALTH
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The scope for local and community prevention to improve overall health and support health equity
is often underplayed.(19) Yet this can address some of the underlying determinants of health.
Improved health and greater health equity depend on community level identification of the underlying causes of illness and injury, and on partnerships within each community among all relevant
sectors to address them. Housing and living environments also shape behaviour, making it easier
or harder for the residents to engage in health-promoting behaviour. Community prevention interventions can address relevant factors – including safety, affordable good food, reliable transport,
opportunities for play and recreation, and access to meaningful education and employment. The
actions needed span various levels – from strengthening individual knowledge and skills through
community education, to educating providers and leaders (in all sectors), fostering coalitions and
networks, changing organizational practice (within government, health institutions and workplaces,
among others), to influencing policy and legislation. The development of a matrix can make clear
the contributions of different sectors to any health problem and the areas of overlap in prevention.
As the potential contributions to good health from different sectoral agencies become clear –
including provision for transport, open space, recreation – so the needed support for this from city
governments becomes clear. One example of this is the efforts by Mayor Llorca and his government
in Sant Andreu de la Barca (in Spain) to place health at the centre of his social and political agenda
and to build a strong movement for public health at the local level.(20) It brings back the old links
between health and municipalities, which the sanitation movement in the nineteenth century led
during the early stages of industrialization and the beginnings of the era of mass consumption. But
here, a healthy city is one where all the key social actors (the authorities and local, private and public
organizations) commit themselves to a respect for the environment and a strengthening of collective health, with the aim of improving people’s quality of life. The municipal health plan has particular importance as it makes clear the roles of all sectors in contributing to this. It also clarifies how
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good urban spatial planning can shape the health of the people by addressing some of the key determinants of health:
• opportunities for active and healthy lifestyles (including regular exercise);
• access to affordable and good quality housing;
• opportunities for social cohesion and social support networks;
• access to job opportunities; and
• access to high quality educational, cultural, recreational, commercial, health and outdoor provision.

21. See the paper by Yongmei
Zhang and Bingqin Li listed below.

In China, awards and competitions are often used to motivate public servants to address health
issues or improvements in services. Apart from improving performance, these schemes are good at
motivating user participation and spreading good practice. However, the design of those used in
China tends to prioritize disproportionately the winning mentality, and sometimes causes high costs
and social tension.(21)
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