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PREFACE

His WoRsHIP JOHN SEBAANA KizITO
Mayor of Kampala City

I am happy that Kampala City was chosen as the venue for this interna-

| vii |



Preface

tions captured in this volume will raise issues and solutions that urban
authorities can use to improve health in respective cities. On behalf of
Kampala City Council, I pledge to take the recommendations in this vol-
ume forward for implementation and also encourage other urban author-

ities to do the same.
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INTRODUCTION

SAMSON JAMES OPOLOT
Centre for Basic Research
Kampala, Uganda

lobal urbanization, also variously referred to as ‘urban inflation’
or ‘hyperurbanization, is one of today’s foremost development
concerns. Of particular concern is the paradox that despite rapid
urbanization, there seems to be a corresponding increase and deepening
of urban poverty. Indeed, all over the developing world, major cities are
growing at a faster rate than industrialization, modernization and the pro-
vision of basic economic and social infrastructure, bringing about short-
ages in health, shelter, education, employment  among other equally
important services  with negative consequences for human develop-
ment. Whereas the above scenario is more a manifestation of problems of
urbanization in developing areas, stark inequalities of incomes and welfare
are increasingly the norm in major cities of developed countries as well.
Current debates on urbanization are, therefore, focusing attention not
only on the challenges of developing urban infrastructure, but above all
on the distribution of services among difterent sections of urban popula-
tions. Herein lie concerns that urban populations are increasingly charac-
terized as poor people who most of the time tend to be migrants and/or
minorities. It is increasingly clear that urban poverty could surpass rural
poverty in depth, scope, and potential to undermine human develop-
ment. For example, whereas rural poverty in Africa almost entirely relates
to an inability to access modern services, most of the time it does not pre-
clude access to food. On the other hand, urban poverty in the same con-
text includes people’s inability to access food. Occurring in socially fluid
environments, which cities are, urban poverty in developing countries
epitomizes the catastrophe of unmet basic needs that would ensure that
the bulk of the developing world’s population enjoys a decent living.
This book arose out of the concerns over the unfortunate universality

of underdeveloped urban health service delivery systems in Africa and the
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attendant impacts on poor and migrant constituents therein. The authors
of the papers within this volume draw from a rich empirical and theoret-
ical heritage, demonstrating that there is good reason for concern over the
limited and inequitably distributed urban health infrastructure in Africa.
This volume is organized into four chapters, beginning with papers with
empirical data on the state of health delivery in selected African cities,
and ending with theoretical pieces on urban governance and possible steps
for the improvement of health delivery.

The first chapter contains three papers commenting on the state and
consequences of limited health infrastructure in cities of developing
countries, including case studies from Kenya, Tanzania, and Chile. Francis
Dodoo’s research in Kenya’s capital, Nairobi, reveals that the bulk of the
population is composed of poor urbanites residing in slums where condi-
tions of health, housing and sanitation infrastructure as well as livelihood
strategies raise both moral and urban planning concerns. The key finding
of this ongoing study is that for the slum-dwellers of Nairobi, poor access
to health infrastructure is the principal bottleneck to improvement in
their health status. Dodoo argues that given the dire conditions of urban-
ization in Africa, demographers would do well to pay some attention to
urban areas and, more particularly, to the urban poor.

Roselyne Nderingo’s case study of Dar es Salaam, the capital of
Tanzania, notes that the city faces high population growth rates mainly as
a result of increasing rural-urban migration. Yet, under the context of
IMF/World Bank structural adjustment programs, there is an obligation
to channel the bulk of resources to debt repayment, thus hindering the
availability of resources for the health sector and other social services.
Consequently, trends show increasing urban poverty and underdevelop-
ment. Nderingo calls for increased social sector development funding,
particularly in health delivery, and stresses the need to engage the private
sector in this endeavor. Above all, Nderingo maintains that communities
themselves, especially women, must continue to participate in decisions
and planning related to the development of urban health infrastructure.

Unlike the papers on Nairobi and Dar es Salaam, Mar,a Elena Ducci’s

paper on Chile provides us with a success story. Despite being a develop-



made impressive advances in health delivery. Ducci attributes this to a
number of factors, including the fact that Chile has pursued a strategy of
incremental investment in urban primary health care infrastructure.
However, unlike cases where the emphasis has been on modern medicine
per se, Chile has chosen to develop old (traditional) and new (modern)
medicine concurrently with community participation at center stage.
That strategy has been less expensive and allowed for greater ease in deliv-
ering urban health services in the context of limited resources.

Chapter two contains papers on health delivery systems focusing on
the management of health services in Kampala, Uganda; Nairobi, Kenya;
and the experience of non-governmental organizations in the delivery of
health programs in Africa. In the opening paper, Jessica Jitta provides
empirical insights into health delivery in Kampala. She argues that the
delivery of health services directly affects the health status of individuals.
However, in Uganda delivery of such services is constrained by both
inadequate budgetary resources  less than 1% of GDP goes to the health
sector  and the heavy bias in favor of curative services. Consequently,
Uganda has some of the poorest health indicators in the world. Kampala
City presents even bigger health delivery gaps than national averages, con-
sidering that this is where the bulk of the country’s population lives. As a
result, the bulk of the city’s population resorts to alternative health-seek-
ing behavior such as home treatment, herbal treatment, and purchasing
cheap and unreliable drugs from drug shops.

In the case of Nairobi, Benjamin Nganda notes that the city remains
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strengthening the non-governmental sector’s contribution to health deliv-
ery, which includes using intersectoral approaches, creating selective col-
laborations, and fostering community participation and cooperation, pro-
vides lessons for vertical and horizontal partnerships in health delivery.

The third chapter focuses on responses of the urban poor and migrants in
the context of dire health systems and program delivery. Samson Opolot
employs a historical dimension to argue that although stigmatized as
'pathogens, 7 and therefore, perceived as a negative influence on public
health in their host communities, migrants have contributed to the develop-
ment of public health infrastructure and service delivery through their labor
and struggles for equitable access to services. Using the example of migrant
labor in Uganda, Opolot demonstrates that the public health debate and
investments are linked to the struggles of migrant labor. A brief case study of
Kampala city is used to draw conclusions to the effect that health delivery
remains very poor for the migrant community. However, the solution both
requires the creation of a new perspective on urban government and service
delivery as well as greater commitment of material resources.

Winnie Bikaako presents the example of The Aids Service
Organization (TASO) that was initiated by urban migrants. TASO
emerged in the early 1980s when HIV/AIDS was on a rampage amidst a
community that was still too naive and recalcitrant to take action. TASO
filled this gap by beginning to gather and disseminate information on pos-
itive living and, as resources increased, provide medication and other sup-
port to communities affected by AIDS. From its origins as a small organi-
zation, TASO is now internationally recognized as a vanguard organiza-
tion in the struggle against HIV, one that has helped Uganda to realize
decreasing levels of new HIV infections.

Finally, the fourth chapter examines the role of urban governance in
building healthy cities and improving the poor and migrants’ access to
health services in Africa. Gilbert Khadiagala’s paper on urban governance
and health in East Africa asserts that governance and health issues are
inextricably linked to the distribution of power and resources in the con-
text of urban infrastructural and fiscal constraints. Yet, the practice of
health delivery bifurcates between health scientists posing as the epidemi-
ological experts on one hand and, on the other, political scientists grap-
pling with the modest concern of participatory development. The author

argues that what compounds the lack of collective action in urban service
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delivery is the fact that African cities are a locus of power, in contexts
where national elites are less secure and where mechanisms of participa-
tion and accountability are still new and untested. The author goes ahead
to suggest remedial actions that aim to bring the public, authorities, and
community into collective action for better urban governance.

In the next section, Lynn Dalrymple provides a glimpse of the histori-
cal and current practice of governance and health delivery in South
Africa. She notes that under apartheid the health system was one of the
most unequal, fragmented and wasteful in the world. Health administra-
tion, distribution, and supplies were all organized along racial lines that
sought to systematically privilege the white minority at the expense of the
black majority. However, since 1994, with the coming into being of
majority democracy in South Africa, governance and service delivery
have been undergoing fundamental changes for the better. The current
health policy, for example, is based on the principle of primary health
care with safeguards to ensure that: resources are distributed equitably;
communities are involved in the project cycle, with emphasis on preven-
tive measures; and finally, South Africa has adopted a multi-sectoral
approach.

The final paper by Richard Stren seeks to propose a model to ensure
improved urban governance and better health delivery. Stren argues that
the human capital model or the asset enhancement approach is a prereq-
uisite for improved health care in African cities. Most especially, this
model focuses on the potential for improved productivity among the most
vulnerable members of any society, notably the poor, women, minorities,
and traditionally marginalized ethnic and racial groups. Stren suggests that
health 1s as much a governance issue as it is a technical matter for physi-
cians. Therefore, a critical approach calls for a new understanding of gov-
ernance as the relationship between government, civil society and other
stakeholders working together in the delivery of social services and urban
development as a whole.

‘We wish to conclude by acknowledging the funders and the organizers
of this important conference to whom we are most indebted for this
book. The book originates from the conference on 'Building Healthy
Cities: Improving the Health of Urban Migrants and the Urban Poor in
Africa, 7that took place on July 2-3, 2001, in Kampala, Uganda, co-spon-
sored by the Woodrow Wilson International Center for Scholars and the

151



Introduction

Centre for Basic Research. We would like to thank the United States
Agency for International Development for their generous support of the
Comparative Urban Studies Project and the Wilson Center and for mak-
ing this workshop and publication possible. We hope readers will find the
product helpful in highlighting the challenges and possible solutions on
how to improve the health of the urban poor and migrants in African
cities.
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THE STATE OF URBAN HEALTH
INFRASTRUCTURE



CHAPTER 1

The Urban Poor and Health Systems in
East Africa: Voices from Nairobi’s Slums

F. Nii-Amoo Doboo
University of Maryland

ed on at least two pillars. First, rural areas have been considered

T he focus of African demographic research on rural areas has rest-

worthy of this concentration because they are home to the
majority of the continent’s population (United Nations 1998). Second,
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Nairobi, Kenya’s capital, represents a good case study of the urbaniza-
tion phenomenon and the plight of the urban poor. With an average
annual growth rate of about five percent since the 1970s, the city’s cur-
rent population of 2.3 million people is expected to more than triple by
2015. The bulk of this growth can be traced to the in-migration of poor
migrants from the rural hinterland, many of whom end up in marginal-
ized slum communities in Nairobi. Already, close to 70 percent of the
city’s population lives in slums or informal settlements, as they are offi-
cially referred to by the government of Kenya (Matrix Development
Consultants 1993; East African Standard 1998). Living in informal settle-
ments represents a legal status that enables the government to avoid pro-
viding medical and social infrastructure and services, including the most
basic amenities such as water, electricity, appropriate sanitation, and
garbage collection.

The interaction of rapid urban growth and dire economic circum-
stances has created serious health concerns for the growing vulnerable and
increasingly marginalized slum population. With the virtual absence of
adequate services save the scattered efforts of nongovernmental organi-
zations (NGOs) and dynamic residents the plight of slum dwellers is
particularly acute. The evidence that certain segments of urban popula-
tions may actually be as deprived as, if not more so than, their rural coun-
terparts is then hardly surprising (Todaro 1989; Oberai 1993; HABITAT
1996; White 1996; Brockerhoff and Brennan 1998; Zulu, Ezeh, and
Dodoo 2000), given the severe lack of adequate basic social and health
services in such contexts where exceedingly high unemployment would
make it virtually impossible for residents to patronize health services, even
if these existed.

The health implications of the noted trends are startling, and with the
continent soon to become urban by majority, the justification for contin-
ued preponderance of research on rural areas weakens. Indeed, the urban
bias of the HIV/AIDS epidemic is itself indicative of the urgent need for
research attention to urban settings. In this paper, I will report on the
rationale, process, and early results of a unique ongoing study of the
urban poor in Nairobi, Kenya. The evidence presented here should crys-
tallize the urgency of the health dilemma in the continent’ cities, as well
as the inadequacy of the existing health system to cater to the needs of

the urban poor.
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THE NAIROBI STUDY

Rationale

This study, carried out by the African Population and Health Research
Centre (APHRC), came into being for a number of reasons. Beyond the
urban trends discussed above, and the deprivation of slum residents, the
study’s initiation can be traced to research findings that reported state-
ments from rural field respondents in two separate studies carried out by
APHRC (Bauni and Jarabi 2000; Fapohunda and Rutenberg 1998). In
both studies, rural respondents appeared to place the blame for the esca-
lation of sexually transmitted diseases (STDs) and HIV/AIDS at the
doorstep of their urban peers. They argued, first, that STDs were season-



Four slums were purposively selected from a list of 19 informal settle-
ments represented in the 1989 Kenyan census by the Central Bureau of
Statistics. The selection of slums was based on a set of variables that affect
sexual networking, including population size, age distribution, sex ratio,
and marital status distribution. Selection also took into account the spa-
tial location of slums, because selecting proximate slums would increase
the likelihood of contamination. Ethnicity represented the final selection
criterion because of its presumed relationship to reproductive and sexual
behavior, in particular, and other behaviors in general, across the conti-
nent. The study sought slums that were more heterogeneous than homog-
enous in their composition; this was operationalized by looking for slums
in which the representations of the four major ethnic groups in Kenya

were not extremely dissimilar to their representations in the census.
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“It is because the private hospitals we have here are very expensive and so
when you fall sick you have to go to Otiende. However, it is far and so if you
had a seriously sick child, he can even die on the way to the hospital. The
transport to Otiende is very unreliable, especially when it rains, the bridge is
impassable.” (Kibera women, 25-49 yrs.)

“The drugs are there but there is corruption and so the drugs end up in peo-
ple’s private hospitals.”” (Majengo men, 25-49 yrs.)

“City Council dispensary nurses are nasty, rude and insolent. Those private
doctors are very nice and understanding but we cannot afford their fees.”
(Majengo women, 18-24 yrs.)

“We do not have maternity clinics here. So, it is a real problem when a woman
has to deliver especially at night because even the transport may not be there.”
(Kibera women, 25-49 yrs.)

The list of reproductive health needs includes STDs (including
HIV/AIDS), unwanted pregnancies (with much reference made to
teenage pregnancies), abortion, and lack of family planning services. The
discussion about reproductive health concerns highlights the inadequacies
of the health care delivery system.

Undoubtedly, appropriate health services and care constitute a major
concern for slum residents. It was no surprise, however, given the pover-
ty of the slum contexts, that the other overwhelmingly significant con-
cern of residents regards employment and earnings. Indeed, many resi-
dents see the lack of decent paying jobs as the root cause of their prob-
lems. The argument heard over and over again was that if they had work
that garnered them decent incomes they would not need even basic
health interventions, as they would be able to make and exercise rational

decisions about their competing needs.
“The problem of lack of jobs is the greatest because there are so many other

problems that arise from it like rent, education, food, etc. That is why we need
jobs.” (Kahawa North women, 50+ yrs.)

|14



“Without employment there is nothing to eat. That is why | say that employ-
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“The major problem here is the house. If people had proper houses, some things
would be private. Children would not be trying to imitate what they hear. Because
now even children of 9 years are conceiving and giving birth. It is not strange, they
do give birth at 9 years of age.” (Majengo male, 50+ yrs.)

Economic Considerations

The economic downturn of the city is nowhere more evident than in the
slums, where the acute lack of jobs forces residents to resort to whatever
means they have available to make ends meet. Even those who find jobs
are hardly able to get decent-paying ones, or continuous or consistent
work. Thus, in addition to selling second-hand clothing or vegetables, or
brewing illicit alcohol, exchanging sex for money becomes a significant
means of subsistence. Multiple partnership can then be related to the
ongoing search for money; women often have to interact with many men
to get sufficient money for their subsistence needs. Oftentimes, the sums
of money involved are extremely small.

Question: “What about the practice of someone having more than one sexu-
al partner? #1 “They are many.”” #2 *“ Yah, that is money . . . because the
money you are given by one person is not enough.” #1 ““Yes, it is not enough
... you go to this one, to this one... so that you can be given more.” #2
“Maybe you have children here, or there is one who pays rent, there is anoth-
er one who educates the children.”” (Kibera service providers)

“For instance if a woman stays/lives alone i.e., a single mother with children,
and she wants to buy her children milk, the only solution would be to look for
someone with money. She sells her body and gets the 20 shillings ($0.20) to
buy milk.” (Kibera female, 13-17 yrs.)

“Mainly women have many sexual partners, some have children and maybe
they do not have food. They try to go to people to ask for money and they are
told there is no money, she goes on from one person to another until she gets
money.”” (Embakasi female, 13-17 yrs.)

“Money, there is nothing else. But if you understand, you cannot accept that.
Now when your problems are solved, you will never know whether you got a
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The Urban Poor and Health Systems in East Africa

disease or not. That time, you might not be thinking about the diseases because
you have problems. That is the problem that girls have. . . . So, when | get an
illness is when | will come to regret.” (Embakasi female, 18-24 yrs.)

Social Contextual Considerations

The influence of slum life on children is critical because the young fre-
quently imitate what they see as prevalent in the social contexts of their
communities and come to deem as the norm. Children even younger
than ten years of age are sexually active, with little access to information,
services, or facilities that protect them from disease and pregnancy. The
visibility of existing prostitution and the role of substance abuse are high-
lighted by the following quotes:

“Maybe | stay with them [prostitutes] and they depend on that. It is a busi-
ness, and if 1 stay with them, | see them clean and they live well. Then | will
envy them; I will therefore be influenced to start that job.”” (Embakasi females,
18-24 yrs.)

“And the fact that, you see if you walk in the hidden streets here in Majengo
you find a woman seated on a stool outside her door.You want to tell me that
the small child does not know?”. . .““There are those who sell sex.When a
child sees a woman sitting outside her house and then a man goes in there,
and the woman follows him and they lock the door.””” . . .“Maybe I can con-
trol it in my house. Maybe, like me, | have my wife and two children. My
children are small. I could wait until they are asleep.You see something like
that! | could use all my tricks. But from the fact that my neighbor is a sex
dealer, will I have helped anything?”” (Majengo males and females 13-17 yrs.)

“Plus this alcoholism it has spoilt very much.You come when you are drunk,
your wife is also drunk. Now you “beat the drums in front of the children”
because you are drunk.\\e are teaching these children bad manners because of
poverty.” (Kibera community leader)

Subsequent Steps

The main findings from this research were that economic and health con-
cerns were seen by slum residents to be the principal bottlenecks to
improvement in their health status. The African Population and Health
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Research Centre subsequently initiated a field experiment to test the rel-
ative impacts of health and livelihood interventions on health status. The
study design seeks to identify which strategies are the most effective, effi-
cient, and cost-effective means of ameliorating health problems.

Pilot testing of software and instruments is currently in its third round.
Prior to this pilot, a demographic and health type survey was carried out
in all nineteen slums of the city, in March  September 2000, of about
five thousand slum households, with interviews of females aged 12-49
years and males aged 12-24 years. The goal of the survey was to see
whether those data would corroborate the findings of the qualitative
work, establish the magnitude of articulated problems, assess the extent of
variance in problems across the slums (in order to get a context within
which to make generalizations about the ensuing longitudinal experiment
that would follow in only four of the slums), and to provide a slum com-
parison to the 1998 Demographic and Health Survey (DHS). The hope
was that using DHS currency would make it easy for other demographers
to acknowledge the peculiar circumstances of slum dwellers and, thereby,
pay more attention to those contexts. The data are not yet publicly avail-
able, so no attempt at a conclusion will be made here. What is key, how-
ever, is to note the severe health problems that slum dwellers face (which
compare very unfavorably with DHS results, and in many cases even
against rural areas), the severity of the sexual health problems that slum
children face, and the lack of access to facilities. These are serious issues
that relate directly to the topic of health and health systems of the urban

poor in Africa.
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CHAPTER 2

Improving and Increasing Access to Maternal
and Child Health Services for Urban
Migrants and the Urban Poor in Africa: The
Case of Dar es Salaam City, Tanzania

ROSELYNE R. NDERINGO
Green Growth Limited, Tanzania

AFRICA’S UNHEALTHY CITIES

Africa 1s witnessing an unprecedented pace of urbanization. Undoubtedly,
rising levels of urbanization contribute to the wealth of nations, but they
also place enormous pressure on the scarce resources available and hence
pressure on governments to create effective social service delivery mecha-
nisms, including health services. In recent years, there has been growing
recognition that better management and substantially higher levels of
investment in the health sector are urgently needed if Africa is to avert a
major health crisis and economic slowdown in the coming years.
Meeting the health challenge for Africa’s burgeoning cities will require
concerted efforts of all actors and stakeholders of society: governments,
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advantages. This not only ensures that the community is provided with
what it wants rather than what the government thinks it needs, but it also
provides the community with a sense of belonging and ownership.
Inevitably, this results in a greater dedication to the investment and a
greater willingness to pay for services, which contributes toward both cost
sharing/cost recovery and the long-term sustainability of services. In par-
ticular, the women of the community, who are the direct beneficiaries of
maternal and child health services, should be considered important agents
of change. In addition, the private sector can bring significant efficiency
gains and much-needed investment funds to encourage health sector
growth and effectiveness.

THE CaAsSE OF D
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Improving & Increasing Access to Maternal & Child Health Services

comprehensive urban health sector policy; shortage of financial resources
to cover both the cost of investments and proper operation and mainte-
nance (recurrent costs); and shortage of qualified and experienced man-
power. These have resulted in the sector increasingly failing to deliver an
acceptable level of service to the ever-increasing urban population, the
urban poor, and especially, women. Moreover, it is important to note that
the severity of poverty among the majority of the urban population has
made it very difficult for them to meet the costs related to health care
services.

Details of the health services and health personnel available in the city
are shown in Appendices 1 and 2, respectively. The situation in the city in
relation to MCH services is summarized in tables shown in Appendices
3 6. Statistics for 1999, which are considered most recent, have been
used as a reference.

In brief, these summaries show that the number of health facilities
available is insufficient to meet the demands of the fast-growing urban
population. With regard to MCH services, it is also evident that there is
an acute shortage of qualified and experienced personnel. The informa-
tion available also shows that the number of mothers who utilize MCH

[23]
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es, and particularly primary health care. Some specific national targets to
be achieved by year 2003, and which are relevant to maternal and child
health, are to lower the infant mortality rate from 99 per 1000 to 85 per
1000; reduce under-five mortality from 158 to 127 per 1000; lower
maternal mortality from 529 to 450 per 100,000; and reduce malaria-
related fatality for under-five children from 12.8 percent to 10 percent.

As part of the implementation of the HSRP, the Dar es Salaam City
Commission established the Dar es Salaam Urban Health Project, which
has the responsibility of steering the implementation of the sector reform
in the city. The reform process has witnessed implementation of major
programs including the Tanzania First Health Rehabilitation Project, of
which Dar es Salaam City forms a major component. The project, to be
implemented over four years (April 2001  December 2004), focuses on
problems related to primary health care. Among the specific project com-
ponents to be implemented in Dar es Salaam City are the extension of 32
dispensaries, to provide adequate space for MCH services, and the con-
struction of maternity wards and delivery buildings at three municipal
government hospitals  Temeke, Ilala, and Mwananyamala. Also, there
would be one new health center and 21 new dispensaries constructed, all
of which are intended to provide adequate space and modern facilities for
MCH services. Dar es Salaam City authorities are also involved in the
implementation of the wider Healthy Cities Program under the auspices
of the World Health Organization (WHO).

Some of the specific targets in relation to MCH in Dar es Salaam City
are: to increase attendance of pregnant women at MCH clinics before 20
weeks of pregnancy by 50% of the 1998 figures; to reduce the death of
women from childbirth by 10% of the 1998 figure (from 280
deaths/100,000); to increase the rate of immunization by 20%, from 70%
to 90% by the year 2005; to reduce the child mortality rate at birth by
10% of the 1998 figures; and to increase the number of mothers deliver-
ing at health centers from 30 to 50% by the year 2002.

THE
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sector financing strategies, private sector participation, and protection of
vulnerable groups (poor urban women, etc.), as well as implementation
issues, relating to the creation of an enabling environment for private sec-
tor partnerships and financing. Depending on the risk level, the costs to
be incurred, and profits to be made, the different possible types of
involvement of the private sector have to be identified and best options

practiced.

REFERENCES
Government of Tanzania. Poverty Reduction Strategy Paper (PRSP). October 2000.
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Appendix 5. Deaths of mothers during delivery and causes,
Dar es Salaam City — 1999

Description Municipality Total
Kinondoni_llala Temeke
Total mothers who delivered 1,044 222,764 19,576 243,384
Deaths of delivering mothers 2 74 4 80
Causes: Ruptured uterus 0 4 1 5
PPH 1 21 0 22
APH 0 2 0 2
Puperal Sepis/spticaensix 0 4 0 4
EPH Gestosis 0 0 0 0
Eclampsia 0 18 1 19
Relapsing fever 0 0 0 0
Anemia 1 14 1 16
Obstructed labor 0 0 0 0
Malaria 0 4 0 4
HIV/AIDS 0 0 0 0
Others 0 7 1 8
Source: Dar es Salaam City Commission, Health Department, 1999.
Note: Statistics shown are for reported cases only.
Appendix 6. Immunization and provision of Vitamin A
to children < 1 yrs, Dar es Salaam City, 1999
Expected
No. of OPV  OPV Vitamin
Municipality children BCG ‘0’ ‘3 DPT3 Measles A
llala 22356 45,601 12,450 11,781 14,615 10,541 8,361
Kinondoni 63,045 50,860 47,968 48,580 49,856 12,551
Temeke 27,183 22,116 16,044 20,845 18,509 8,888
Total 112,584 118,577 12,450 75,793 84,040 78,906 29,800

Source: Dar es Salaam City Commission, Health Department, 1999.
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CHAPTER 3

A Successful Health Story: The Rationale
for Chile’s Achievements

MARIA ELENA Duccl
Pontificia Universidad Cat'lica, Chile

A NOTABLE SITUATION

A comparison of Chile with some developing and developed countries
shows that Chileans are closer to populations in the latter group on some
health indicators (see Table 1). In spite of facing a great scarcity of
resources and limitations on improving their social policies, as with all
developing countries, and in spite of the meager resources destined for
the health sector, Chile and Cuba have both been able to substantially
improve their health levels. The situation in the three African countries
included in the table (Tanzania, Uganda, and Zambia) show a large gap,

Table 1. Basic indicators for some developed
and developing countries

Annual % of Life
Total Growth Population Fertility = Expectancy
Country Population (%)  Over 60 Years Rates at Birth (years)

1999  1990-99 1990 1999 1990 1999 Male Female

Chile 15.019 1.5 9.0 10.0 2.6 24 734 799
Cuba 11.160 0.5 11.7 13.4 1.7 1.8 735 774
Sweden 8.892 0.4 21 9T55 194.112 mApro
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according to which the populations in those countries live some thirty
years less than those in Chile and Cuba.

In spite of facing a great scarcity of resources and limitations on
improving their social policies, as with all developing countries, and in
spite of the meager resources destined for the health sector, Chile and
Cuba have both been able to substantially improve their health levels.

In the 1950s, the prevalent pathologies in Chile were child malnutri-
tion, acute diarrhoea and dehydration, respiratory illnesses, common
infections, parasites, and so forth. Health interventions, therefore, focused
on these pathologies, with a strong orientation toward national health
care, with the result that both general mortality and infant mortality have
decreased constantly since then (see Table 2). Especially notable is the
decline in the latter, which to a large extent explains the increase in life
expectancy, which rose from 41 years at the beginning of the 1940s to 75
years by the year 2000 (Medina 1989; MINSAL 1988, 1990, 1999).

Advances in health indices over the last decades cause Chile to stand
out in Latin America (along with Cuba and Costa Rica) for its compara-
tively favorable health environment. Chile has experienced an epidemio-
logical transition, which has brought it closer to the situation of devel-
oped countries, wherein chronic diseases, cancer, and accidents now rate
among the principal causes of morbidity and mortality. However, the
large differences between the health care received by rich and poor peo-
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Table 3. Population with access to water and sanitation and per-

ple, as well as the difficulties that challenge attempts to continue improv-
ing health care delivery to the poorest segments of Chile’s population, are
central themes on the current political agenda and remain among the
most urgent concerns of the population.

SOME REASONS THAT EXPLAIN THE GAINS ACHIEVED

One of the most important elements
that stimulated the improvement in
health levels was expanding the provi-
sion of potable water and sanitation
services, which decreased the inci-
dence of diarrhoea and other infec-
tious diseases. Chile extended both
services to a greater extent than other
countries in the region with higher
income levels, such as Mexico and
Argentina (see Table 3).' In 1998, 95.4
percent of houses had access to
potable water and 84.2 percent had
access to sanitation (MIDEPLAN
1998).
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integral conception recognizes the linkages between both poverty and an
unhealthy environment and morbidity and mortality, and helps to devel-
op programs and interventions for working with poor communities, both
urban and rural. The growth of professional and integrated medical
groups has also permitted a gradual delegation of functions to non-med-
ical workers and has widened the coverage capacity of the programs:

The pediatric nurse has been essential to national health care and in
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Finally, research and ongoing evaluations of procedures and instru-
ments used have allowed for the adaptation and improvement of programs
(Kaempffer and Medina 2000); for example, Table 7 shows the results of a
study of the factors that influence infant mortality, among which are the
age of the mother and her level of education.?

THE CURRENT SITUATION

The basic health problems in Chile today are cancer, chronic diseases (dia-
betes and hypertension), accidents, and obesity. As seen in Table 8, two of the
principal causes of death (circulatory and respiratory diseases) are directly
related to lifestyle. Another problem that seems to be transforming itself into
a national health concern is the increase in obesity, especially among sectors
with fewer resources and mainly among women, as is shown in Table 9.

The cost of treatment and the equipment necessary to combat most of
the prevalent health problems is so high that it seems impossible to make
significant advances toward their solution. The alternative that is consid-
ered the key to confronting the current situation lies within the strategy

Table 8. Ten principal causes of death, Chile, 1997

Rate per
Causes of death % 100,000 people
Circulatory system diseases 26.4 141.8
Malignant tumors 21.7 116.3
Respiratory system diseases 12.7 68.3
Traumas & poisoning 10.6 56.6
Digestive system diseases 7.5 40.1
Signs, symptoms, & pootly defined causes 4.7 25.4
Endocrine gland, nutrition, & metabolism-related diseases 3.3 17.6
Infectious diseases & parasites 3.1 16.9
Reproductive system diseases 22 11.6
Mental illness 2.0 10.8
Other causes 5.8 31.3
Total 100.0 536.7

Source: MINSAL (1999), classification according to CIE 10 (Clasificaci'n Internacional de
Enfermedades).
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Table 9. Prevalence of obesity* in adults, according to sex and
socioeconomic level, 1988 and 1992

Sex Socioeconomic level 1988 (%) 1992 (%)

Men Total 15.4 20.5
Upper class 10.7 229
Middle class 15.4 18.4
Lower class 13.2 20.0

Women Total 26.5 39.9
Upper class 14.1 20.5
Middle class 21.1 41.9
Lower class 29.3 49.7

*Obesity defined by Body Mass Index of 27.8 in men and 27.3 in women.

Source: Berrios et al. (1996)

initiated by the World Health Organization in the 1970s, which tries to
change the emphasis from assistance and treatment to prevention and pro-
motion. The goal is to make communities responsible for their health and
to develop a new model of family medicine, education, and integration
of people into this process.

Chile has broad experience in the application of preventive programs,
which have been incorporated into those that the population now con-
siders natural rights, and are expressed in the national culture; for exam-
ple, the success of vaccination campaigns (see Table 5).

The idea of promotion raises interest in the quality of life and offers a
more integral focus on health. Promotion started to develop seriously in
the country only in the 1990s, enhanced by the creation of a health pro-
motion unit in the Ministerio de Salud in 1997. In 1998, the Consejo
Nacional para la Promoci'n de la Salud (National Council for Health
Promotion), called "VIDA CHILE, 7was established as a multidisciplinary
entity with participation of diverse sectors, such as health, education,
work, and environment. Thus, a national policy of promotion and pre-
vention was defined that is bringing to life new programs and actions that
seek to maintain the population in good health.

Four national health priorities have been identified as most susceptible to
being impacted positively by specific prevention and promotion actions
cardiovascular diseases, accidents, cancer, and mental health. It was deter-

mined that the most efficacious ways to impact these areas were to promote
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healthy diets, significantly decrease the use of tobacco and alcohol, and pro-
mote physical activity. Fostering such promotion is driven by MINSAL,
under its general framework, but each region and community decides
which programs and actions it prefers to focus on. Promotion also has the
objective of incorporating efforts at the local level through communities’
participation in the execution of promotion programs.

MERGING OLD AND NEW KNOWLEDGE

Within this new model, centered on family health, promotion, and pre-
vention, some attention might be placed on the value of traditional and
alternative medicine. Growing demand for this type of service has been
observed in developed countries of the North, particularly among more
educated sectors of the populations, and focused especially on the preven-
tion of health problems and the maintenance of good health. This is not a
general tendency in Chile at this time, nor is it an openly accepted cur-
rent in the traditional Western medicine sector.

Great potential exists in the Third World for the recovery and develop-
ment of traditional healing systems, many of which are still used, usually
clandestinely. Although the theme of alternative or traditional medicine is
not discussed openly in Chile, it carries weight in countries with more
indigenous cultures and traditions, such as Mexico in Latin America and
the majority (if not all) of the African and Asian countries. Without
claiming that traditional modalities can substitute for the advances made
by modern Western medicine, some alternative systems can function as
effective instruments of promotion and prevention and can complement
Western systems, supporting the progress made so far. They can also be
seen as a good opportunity to revalue local cultures and develop selt-
esteem, identity, and pride among populations of the developing 2 1 Tt-s5
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CHAPTER 4

Health Delivery Systems: Kampala City,
Uganda

DR. JEssicA JITTA
Child Health and Development Centre,
Makerere University, Kampala

ealth is one of the main concerns of poor urban people and the
H delivery of health services directly affects the health status of

individuals. Other closely related determinants include socioe-
conomic factors, geographical and environmental factors, political
aspects, and sociocultural aspects. Despite the efforts of governments to
directly fight poverty, the percentage of the population living in absolute
poverty in Uganda (46 percent) is still rather astounding (MFPED 1998).
‘When one considers that 11.3 percent of Uganda’s population lives in
urban areas, the fact that urban health problems continue to grow as the
impoverished urban population increases should come as no surprise,
especially among the most vulnerable sector of the population women
and children.

The provision of health services in Uganda is constrained by inade-
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care, nongovernmental organization (NGO) units make up 25 percent,
and the rapidly proliferating private sector (clinics and drug shops) provide
35 percent (MOH 1993).> Although cost sharing in government health
units was introduced in the early 1990s, it has since been abandoned.

This paper covers a brief background of Kampala City, the main health
problems faced by its residents, available health services, poor people’s
health-seeking behavior, coping mechanisms of the urban poor, and
health aspirations of the urban poor. Most of the examples are drawn from
two studies carried out in two separate slum areas of Kampala Access
to Health and Education: The Poor in Uganda 7 (Katwe slum; Jitta and
Ndidde 1998a) and Kampala Women Getting By: Wellbeing in the Time of
AIDS (Kamwokya and Katanga slum areas; Wallman 1996).

HEALTH
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families buy water at a high cost (50 Uganda Shillings per 20 liters of
water), limiting the amount a family can buy to 40 liters a day, consid-
ered inadequate for healthy living. The great volume of waste washed
down by the rainwater contaminates protected wells in the city. Pit
latrines, many unhygienic, are used, but many households use plastic
bags for fecal disposal, which they throw in the open drains and at
garbage dumping places. Mountains of uncollected garbage cause a ter-
rible stench, provide a perfect breeding place for pests, and cause serious
environmental pollution.

Uganda in general has poor health indicators and a heavy burden of
disease, where 75 percent of life years are lost as a result of premature
death due to preventable disease (MOH 2000). Morbidity and mortality
patterns in Kampala are similar to the national picture, the main causes of
death being malaria, diarrhoea, and respiratory infections in children, and
malaria and HIV/AIDS in adults. The poor recognize the major causes of
ill health, as well as their seasonal variations (see Appendix, Table 1). In
Kamwokya, 83 percent of respondents identified malaria and 71 percent
identified AIDS as the most common illnesses among adults (Wallman
1996:98), while 92 percent of Katwe residents reported malaria as a lead-
ing illness in children and 67 percent of households reported AIDS in
adults (Jitta and Ndidde 1998a; see Appendix: Table 2). Residents attrib-
uted high malaria prevalence to environmental factors such as stagnant
water, poor sanitation, and poor housing in the slum areas.

Human resources in the health sector remain inadequate in Uganda.
Overall, the doctor/population ratio is 1:18,700, trained nurses/popula-
tion is 1:4,300, and midwife/child-bearing women is 1:1,800 (MOH
1997). Eighty-two percent of the medical officers and allied health profes-
sionals, 79 percent of registered nurses, and 63 percent of enrolled nurses
work only in hospitals (MOH, 1993). However, Kampala public health
units are generally better staffed with professional health workers as com-
pared to the rest of the country (MOH 2000; see Appendix Table 3).

FUNDING OF HEALTH CARE SERVICES
Public health units are under-funded from the Health Department of
Kampala City Council (KCC), which receives funds from the central

government and parent districts. For example, the Kampala Health
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transmitted diseases (STDs). Public health facilities, however, provide a
wider range of services. KCC health centers were commended in partic-
ular for their services in the treatment of STDs. More sophisticated spe-
cialized services are mainly offered in big hospitals (Jitta and Ndidde
1998a; Wallman 1996).

Private clinics offer curative services to the majority of people and only
few of these provide preventive services, such as immunization and repro-
ductive health services to their clients. Drug shops, though not very dis-
tinct from clinics, offer consultations, but are mainly utilized for purchas-
ing drugs. A range of preventive services include prenatal services provid-
ed mostly by clinics, big hospitals, and a few private health centers; post-
natal services provided by KCC clinics and hospitals; maternity services
provided by KCC clinics, hospitals, private maternity centers, and tradi-
tional birth attendants (TBAs); and health education and immunization in
public facilities. NGOs fund and run health projects offering preventive
and health promotion services, including improvement of water, sanita-
tion, and training community health workers (CHWs).

Parallel health care services form an important part of the health care
system in Kampala. These include traditional healers (herbalists and divin-
ers) and TBAs. Some of these offer service openly while others provide
herbs secretly. Parallel care is particularly utilized for illnesses that are
believed not to be resolved in biomedical units; for example, mental
health, epilepsy, HIV/AIDS and related conditions, mistortunes and sus-
pected witchcraft (Jitta and Ndidde 1998a, Wallman, 1996). TBAs and
CHWs have been trained and work in many parts of the city. In
Kawempe division, a public health center (PHC) project funded by the
Save the Children Fund has trained more than 80 TBAs and 21 CHWs
(Kawempe Health Centre 1999). TBAs are especially appreciated by the
community because of their expertise and the personal attention they give
to clients at low cost.

CONSTRAINTS ON HEALTH CARE

Cost of health care was reported to constrain access to health services by
most urban dwellers. In the Katwe and Kamokya communities, respon-
dents reported inability to afford the cost of health care, particularly with

regard to private care units. The biggest problem is if a patient needs hos-
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pital admission and/or specialized services and investigations such as an X
ray. Most city residents said that only cash payment is accepted, credit
being given in very rare emergency cases and when the provider knows
the patient. Alternative providers were more inclined to accept partial
payment or payment in kind. The cheapest source of treatment reported
is home, that is, by buying drugs or herbs form herbalists. Most house-
holds reported paying about US $2 for a malaria episode if a health unit is
visited (the daily poor household income estimated at about US $1.5).
Traditional healers charge more than public units, while private clinics

charged highest, US $6.5 (Jitta and Ndidde 1998a).
HEALTH-SEEKING BEHAVIOR AND COPING STRATEGIES

Consumers mainly judge quality of care on the basis of availability of
drugs, staft training, and staff attitudes to patients. Mothers perceived pay-
ing units to be the ones with better quality of care probably due to better
staff attitudes and availability of drugs, but also prompt services and clean-
liness. Shortage of drugs was a major reason for not utilizing services at
Mulago Hospital. Private clinics were commended for their confidentiali-
ty, but KCC facilities were the best for treatment of STDs. Maternal child
health services in government facilities had the best ratings prenatal
services (81% households), maternity services (76%), and immunization
services (92%). The hospital’s ranking was higher because they offer spe-
cialized care and have trained providers (Jitta and Ndidde 1998a).

Kampala residents practice medical pluralism; biomedicine is popular
but is combined with traditional means of care. Economic implications
and social factors determine the choice of therapy; the poor attend public
health units more frequently. Residents of Katwe go to the distant
Mulago rather than closer Nsambya Hospital if admission is anticipated.
Advice from relatives and friends and knowing someone in a health unit
may significantly determine choice of where to seek care (Wallman
1996). The majority of cases were treated at home either with non-med-
ical remedies and/or with medicines purchased without prescriptions or
advice from drug shops, pharmacies or clinics (see Figure 2).

Coping mechanisms are embedded in the people’s health-seeking behav-
ior. Due to the need to cut individual costs on health care, home treatment

is the most common form of coping with medical ailments. For common
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Health Units

Medical personnel should attend to patients promptly, show more com-
passion to the sick, and respond to emergencies faster and more efficient-
ly. Drug management should be improved to ensure more equitable dis-
tribution of drugs to patients. Technical capabilities of medical staff
should be improved with in-service training to equip the staff with ade-
quate skills for new technical procedures; and the number of trained staff
should be increased. The standard of nursing needs to be improved, espe-
cially in government hospitals.

Kampala City Council Authorities

More technically trained medical staff should attend to mothers; staff
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NOTES

1. Grading of health units in Uganda: I = sub-dispensary, II = dispensary,
III = health center, IV = sub-district health unit.

2. It should be noted that these proportions are rough and do not reflect par-
allel care services of traditional healers.
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Table 2. Top Ten Diseases as Perceived by Katwe Community
(n=42 households)

% Households % Households % Households
Disease condition reported children reported Women reported Men

Malaria 92 76 72
ARI 88 68 68
Diarrhoea 40 24 20
Measles 40 0

‘Worms 20 15 5
HIV/AIDS 16 32 35
STDs 8 28 45
Accidents 20 12 18
Skin conditions 5 7 13
Others 24 9 9

Source: Jitta and Ndidde (1998a)

Table 3. Staffing at Mulago, Butabika Hospitals,
and Kawempe Health Centre

Category Mulago Butabika Kawempe
Medical Doctors 210 13 1
Medical assistants 35 13 2
Nursing officers 210 39 1
Double training Nurse/midwife 143 0 2
Enrolled midwives 120 0 8
Enrolled Nurses 198 40 0
Asst. Health visitors n/a n/a 2
Clinical clerk n/a n/a 1
Nursing Aides n/a n/a 3
Total 916 105 20

Source: Kawempe Health Centre 1999; MOH 1991.
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Table 4. Health Facilities by Ownership in Kampala District
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Table 6. Health Budget at Sub-county Level — Kampala District

Budget Item Amount (US $)
Office Equipment and Furniture 5,070
Stationery 1,936
‘Water protection 12,830
Health education 9,950
Drainage equipment 2,000
Vector control 15,037
Insecticide 26,950
Disease control (Bilharzia) 5,484
Disease control (Sleeping Sickness) 16,110
Construction of Health Center 2,006
Staft transport 18,490
Contingency 11,490
Total 127,353

Source: Jitta and Ndidde 1998a.

Figure 1. Place of Treatment

Home
Hospital 6%
6%

Private Clinic /

Drug Shop Gox(zjelr'm'nent
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Source: Jitta and Ndidde 1998a
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CHAPTER 5

Urbanization and Health Services Delivery
in Kenya: Challenges for the City of
Nairobi

DR. BENJAMIN M. NGANDA
Department of Economics,
University of Nairobi, Kenya
n Kenya, as in most other developing countries, public and private
I medical services are unevenly distributed. The reasons for the uneven
distribution have to do with both market forces as well as non-market
factors. By and large, market forces are responsible for much of the
observed spatial variations in the supply of private medical services. The
reasons for the inequity in the provision of public health services are
largely rooted in the past, and relate to the ad hoc development of state
intervention in health care delivery. Rather than plan the allocation of
health care resources, the government has relied on the historically estab-
lished health care delivery infrastructure, which was biased toward the
urban areas. Indeed, historically, and especially since the late 1970s, the
philosophy of primary health care has guided health policy and planning
in most developing countries. The focus has largely been on the rural
areas, and rarely have issues relating to the problems of rapidly growing
cities been addressed. Generally, most countries’ national health budgets
tended to be (and many today are still) pro-urban, largely because most
hospitals, which provide rather expensive care, tend to be located in the
urban areas. Consequently, when examining issues of equity in health care
at the national level, it was often argued that the rural areas deserved spe-
cial consideration if this pro-urban bias was to be rectified. In recent
times, however, it has been recognized that there is an equally urgent
need to develop primary health care in urban areas as there is in rural areas
(Harpman 1994). Indeed, medical services are often at the center of con-
cerns about inequalities in the provision of urban services.
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Due to rapid urbanization, urban populations in most countries have
long surpassed the carrying capacities envisioned at the point of urban
development, especially in the poor and developing economies. As a
result, cities in these countries are faced with overutilization of the avail-
able social services, especially in education and health, which are basic
and fundamental for human development and quality of life (Mefl dez
1991). The rapid rates of urbanization and the associated growth of poor
urban populations have prompted health policymakers and planners to
raise questions about the appropriate way in which to develop the urban
health care delivery system.

This paper highlights the challenges facing Nairobi as a rapidly grow-
ing urban center in Kenya, with special emphasis on health service deliv-
ery to the poor. A socioeconomic and demographic profile of Nairobi is
given, followed by an epidemiological profile. An overview of the organi-
zational structure of the city’s health services is outlined and the distribu-
tion and utilization of health service facilities is described. I conclude 