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Health inequalities in urban areas: a
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I.  INTRODUCTION

WHY SHOULD URBAN development profes-
sionals be concerned about variations in
health statistics within and between urban
areas?  Firstly, because the statistics repre-
sent vast numbers of early deaths and de-
bilitating illnesses.  Secondly, because the
distribution of health inequalities in urban
areas reflects wider social inequalities: on
average the urban rich live for longer and in
better health than the  urban poor.  In Tondo,
a squatter settlement in Manila, Philippines,
nearly three times as many children die be-
fore their first birthday as in non-squatter
areas, while diarrhoea is twice as common
and tuberculosis nine times as common.  In
the Bronx, New York City, children are five
times more likely to contract tuberculosis
than their wealthier neighbours.  In London,
heart disease and respiratory diseases are
twice as common in poor as in rich areas.  A
useful introduction to urban health inequali-
ties is provided by the chapter on “Urban
Environment and Human Health” in the
1996/97 World Resources Report, from which
the above examples are taken.

Why are the urban poor less healthy than
their wealthier urban neighbours?  The same
chapter gives a good overview of the argu-
ments.  The urban poor are more likely than
their richer counterparts to live in poor physi-
cal environments with sub-standard, over-
crowded housing, inadequate water supply,
sanitation and waste disposal, and higher
levels of air pollution and other hazardous
substances.  Their incomes are generally low
and insecure, they own few assets, lack ac-
cess to resources and are thus less able to
cope with adverse events, including ill-health.

Additionally, the stressful nature of their so-
cial environment may contribute to higher
levels of tobacco, alcohol and drug use, acci-
dents and violence than among their
wealthier neighbours.

The living conditions of the urban poor can
be measured in absolute terms but can also
be measured relative to the status of their
wealthier neighbours.  Poverty is both an
absolute and a relative concept.  The close
proximity of rich and poor in urban areas
means that the poor may be painfully aware
of what they have not and what others have.
Relative poverty, or social inequality, acting
through psycho-social processes may have
as deleterious an effect on health as abso-
lute poverty.

The relative nature of the concept of in-
equality is important: one can only be un-
equal - in terms of health or other social at-
tributes - in relation to others.  Health in-
equalities describe differences in health sta-
tus between two or more groups.  It is the
inclusion of a comparative (generally less dis-
advantaged) group that distinguishes the
study of health inequalities from the study
of the health of the poor.

A previous guide to the literature focused
on the health of the urban poor (Atkinson
1993).  This guide, however, concentrates on
urban health inequalities.  Most of the litera-
ture relates to the South but occasional ref-
erence is made to the North to illustrate the
global nature of the subject.  Two restrictions
have been placed on the guide’s contents.
Firstly, only published material in the Eng-
lish language is included, in the hope that
such material will be accessible.  Secondly,
literature on health care, health service pro-
vision and usage has been omitted as the
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guide aims to show the influence on health
inequalities of all aspects of urban policy, not
just health policy.

The guide is structured as follows.  Sec-
tion II, Introducing Health Inequalities, de-
scribes the growing interest in the interna-
tional arena in urban health research in the
South over the last two decades.  Section III,
Investigating Health Inequalities, provides the
background information necessary to an
understanding of the research undertaken.
Section IV, Describing Health Inequalities, il-
lustrates the scale and diversity of the phe-
nomenon in terms of the health problems
involved and the comparative groups con-
cerned.  The final section, Explaining Health
Inequalities, discusses approaches to inves-
tigating their underlying causes and consid-
ers briefly interventions designed to close the
health gap.

II. INTRODUCING HEALTH
INEQUALITIES

UNTIL RECENTLY, INTERNATIONAL con-
cerns about health inequalities in the South
were focused on inequalities between rural
and urban areas.  Urban areas had the bet-
ter health statistics and consumed the ma-
jority of the health budget, hence urban
health received low priority.  The focus be-
gan to shift in 1977 when a paper by Basta
concluded that health inequalities within
urban areas in the South were greater than
between urban and rural areas.  Frequently,
the health and nutritional status of slum and
squatter dwellers was considerably inferior
both to their wealthier neighbours and to the
aggregate statistics for the city.  Either the
poor had been excluded from city health sta-
tistics altogether, because they were classed
as unofficial or illegal residents, or their
health problems had been concealed by the
better health of their wealthier neighbours.
Many of the studies cited in this guide have
since confirmed Basta’s findings.

The growing involvement of international
agencies in urban health initiatives in the
South over the last two decades is charted
by Stephens and Harpham (1991).  In 1984,
the World Health Organization (WHO) and the
United Nation’ Children’s Fund (UNICEF)
published a report by Rossi-Espagnet which

achieved a wide circulation.  Like Basta be-
fore him, Rossi-Espagnet highlighted the poor
health of the urban poor.  He also stressed
the ever-increasing rates of urbanization and
the even more rapid increases in the number
of urban poor.  The same year saw the initia-
tion of the WHO RUD Programme (Environ-
mental Health in Rural and Urban Develop-
ment and Housing).  In 1985, the first inter-
national workshop on urban primary health
care was funded by OXFAM, UNICEF and the
UK Overseas Development Administration.
Its proceedings were subsequently published
in 1988 in In the Shadow of the City by
Harpham, Lusty and Vaughan.  Beginning
in 1985, the International Institute for Envi-
ronment and Urbanization (IIED) supported
studies on the health of the urban poor, later
summarized in the 1990 publication The Poor
Die Young edited by Hardoy, Cairncross and
Satterthwaite.  Regular WHO and UNICEF
workshops on urban health in the South
throughout the 1980s contributed to Spot-
light on the Cities by Tabibzadeh, Rossi-
Espagnet and Maxwell, published in 1989.

Many of these initiatives focused on the
health problems of the urban poor rather
than upon a comparison of their health with
the health of their wealthier neighbours.
However, the research led to the important
realization that health inequalities exist even
within the urban poor.  Certain sectors of the
poor, often termed vulnerable groups, were
found to be particularly disadvantaged in
their health and social conditions.  Those
identified in the literature as vulnerable have
included children, adolescents, women, eld-
erly people, workers, ethnic minorities and
rural-to-urban migrants.  Moreover, health
inequalities persist within vulnerable groups.
Child workers, child sex workers and chil-
dren from single-parent families have been
found to be more disadvantaged than other
poor urban children.  Rossi-Espagnet,
Goldstein and Tabibzadeh (1991) refer to
vulnerable groups in a paper which is nota-
ble also for an excellent summary of the
health problems facing the urban poor.

The focus on the urban poor nevertheless
generated growing interest in the scale and
diversity of  health inequalities between the
urban poor and their wealthier neighbours.
The early 1990s saw the publication of re-
view articles by Harpham and Stephens



Environment and Urbanization, Vol. 8, No. 2, October 1996 143

Guide to the Literature

(1991) and Bradley, Stephens, Harpham and
Cairncross (1992) which summarized stud-
ies to date specifically on the subject of ur-
ban health inequalities.  The latter publica-
tion is particularly valuable, tabulating the
findings of over 100 studies and reviewing
critically the scope of research.  Its authors
conclude that most studies have focused on
infants and young children, to the exclusion
of the health of adults.  They have also fo-
cused on mortality (deaths) to the exclusion
of morbidity (non-fatal disease or illnesses),
with the exception of morbidity from
diarrhoeal diseases.  Most studies have ex-
plained urban health inequalities in terms of
inequalities in the physical environment, es-
pecially in water supply and sanitary facili-
ties.  Few studies have paid attention to dif-
ferences in the more complex socio-economic
or psycho-social aspects of urban life.

Recently, these gaps have begun to be filled.
Studies by Stephens, Timaeus, Akerman et
al (1994), described in Section IV, have in-
vestigated urban health inequalities in vari-
ous conditions at all ages.  Attention has also
shifted to mental health problems in urban
areas.  The 1995 publication Urbanization
and Mental Health in Developing Countries,
edited by Harpham and Blue, contains chap-
ters on the mental health of vulnerable
groups comprising women, children, includ-
ing street children, and elderly people.  How-
ever, as Harpham (1994) notes in a review
article, there is as yet little information on
the scale of inequalities in urban mental
health.

Most research into health inequalities in
urban areas of the South has adopted what
is termed an epidemiological approach to in-
vestigation.  The next section discusses some
of the key concepts of epidemiology as ap-
plied to urban health research which are es-
sential to an understanding of the research
conducted.

III. INVESTIGATING HEALTH
INEQUALITIES

EPIDEMIOLOGY IN MEDICINE (1987) by
Hennekens and Buring provides a useful in-
troduction to epidemiological research.  Pa-
pers by Yach, Mathews and Buch (1990) and
Stephens and Harpham (1992) are also rec-

ommended for their coverage of epidemiologi-
cal concepts as they relate to urban health
research in the South.

Epidemiology quantifies health inequalities.
Research begins with the selection of the
health problem to be quantified and of the
urban groups in which it is to be quantified.
Selection of the health problem, or health
indicator, also involves a decision as to how
to measure it - by questionnaire, clinical ex-
amination or laboratory test, for example.
The method of measurement must be appro-
priate to the health problem.  Hameed, Kadir
and Gibson et al (1995) found higher rates of
diabetes and heart disease in rich areas
rather than in poor areas of Karachi, Paki-
stan.  However, their study relied on ques-
tionnaires and hence on the respondents’
awareness of their own health problems.  As
the researchers point out, this method may
have biased the findings towards higher rates
among the rich because of under-reporting
of the conditions by the poor who may have
less access to, or make less use of, diagnos-
tic medical facilities than their rich counter-
parts.  The possibility of bias - a systematic
(ie. consistent) deviation of recorded results
from the actual situation due to faults in re-
search design regarding measurement of
health indicators or selection of study par-
ticipants - must be taken into account in all
epidemiological studies.

Selection of urban groups requires criteria
for identifying all urban residents and for
distinguishing between the groups, by area
of residence, socio-economic status or gen-
der, for example.  If the groups are too large
to include all members in the study, then a
method of sampling a sub-group of their
members has to be devised.  Samples should
be representative of (ie. resemble closely) the
larger populations from which they have been
selected.  Exclusion of homeless people, for
example, biases populations or samples away
from the potentially most disadvantaged ur-
ban residents.

The measurement and comparison of
health indicators in the respective groups
describes health inequalities in epidemiologi-
cal terms.  For example, in Pelotas, Brazil,
the perinatal mortality rate (deaths in the first
week of life) was 45 per 1,000 in families earn-
ing less than one minimum salary per capita,
but dropped to 13 per 1,000 where families
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earned more than ten minimum salaries per
capita (Barros, Victora, Vaughan and
Estanislau, 1986).  However, to explain health
inequalities in epidemiological terms, addi-
tional steps have to be taken.  Firstly, the
factor(s) thought to increase the risk of de-
veloping the health problem in question
has(ve) to be identified and, secondly, expo-
sure to the risk factor(s) has to be measured
in the respective groups under investigation.

The temporal nature of the relationship
between the exposure to the risk factor and
the development of the health problem is
important.  Because some health problems
take a long time to develop, health inequali-
ties may be related to risk factors operating
at any time since birth or even conception.
For example, a person’s weight is an indica-
tor of both past and present nutrition while
height is an indicator of past nutrition only.
Hence the height of Bangladeshi women in a
Dhaka slum was only related to their past
schooling and not to their present socio-eco-
nomic status whilst their weight was related
to both (Baqui, Arifeen, Amin and Black
1994).  Also, exposure to the risk factor must
obviously occur before the development of the
health problem.  Homeless people frequently
have higher rates of mental illness than their
housed counterparts but this may in part be
because mentally ill people are more likely
to become homeless.  This is an example of
reverse causality: mental illness causes
homelessness rather than the other way
around.  In general, the causes of health in-
equalities are most easily investigated when
the lifetime of experience is short, as in in-
fants.

The next stage is to determine by statisti-
cal means whether the health problem is
more likely to occur in the presence of the
risk factor than in its absence, ie. whether a
statistical association exists between the
health indicator and the risk factor or
whether chance alone could explain the find-
ings.  Importantly, exposure to the risk
factor(s) and subsequent development of the
health problem must occur in the same indi-
vidual.  Ecological studies describe the dis-
tribution of health problems and risk factors
in groups but are unable to say whether the
individuals with the health problem were the

same individuals exposed to the risk factor.
These studies describe health inequalities
and other inequalities but they cannot ex-
plain the one in terms of the other.

Statistical association is not, however, suf-
ficient to prove that the risk factor caused
the health problem.  Alternative explanations
for the statistical association, including bias
and reverse causality, have to be excluded.
One alternative explanation of particular rel-
evance to the investigation of urban health
inequalities is the effect of confounding.  Con-
founding arises when the investigation fails
to identify or measure other possible risk fac-
tors for the health problems. For example, in
Pelotas and Porto Alegre, Brazil, four envi-
ronmental risk factors - poor water supply,
poor sanitary facilities and housing, and over-
crowding - were associated statistically with
increased infant mortality (ie. deaths in the
first year of life) from diarrhoea (Victora,
Smith, Vaughan et al 1988).  However, the
four environmental risk factors often oc-
curred together in the same household.  Also,
the socio-economic characteristics of house-
holds and the type of milk consumed by in-
fants are additional influences on the risk of
infant diarrhoeal deaths.  In this study, once
all these other risk factors had been taken
into account in the statistical analysis, only
lack of in-house piped water remained as a
significant risk factor.  Infants from houses
obtaining their water from a public stand-
pipe or well were 4.8 times more likely to die
of diarrhoea than those with in-house piped
water.

Finally, it is important to see whether the
findings are consistent with other studies.  If
many studies have reported similar statisti-
cally significant associations between a risk
factor and a health outcome, then a cause-
effect relationship may be assumed.  Re-
search into urban health inequalities in the
South has thus far generated many studies
describing greater levels of ill-health in poor
rather than in rich communities.  However,
fewer studies have identified the specific
causes of specific health inequalities.  The
next section describes health inequalities; the
final section discusses approaches to identi-
fying their causes.
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IV. DESCRIBING HEALTH
INEQUALITIES

TWO STUDIES, PUBLISHED together, are
recommended for their illustration of the
scale and diversity of urban health inequali-
ties.  Stephens, Timaeus, Akerman et al
(1994) utilized routinely collected census and
survey data to investigate differences in rates
of mortality at all ages and from a variety of
causes in Accra, Ghana and Sao Paulo, Bra-
zil.  In both cities, the poor of all ages experi-
enced higher death rates from infectious dis-
eases than their wealthier neighbours.  Child-
hood deaths from infectious diseases showed
the greatest differences between rich and
poor areas, being five times higher among
poor children under 15 years old in Accra,
and four times higher among poor children
under five years old in Sao Paulo.  In Accra,
poor adults also had higher mortality rates
from infectious diseases, though the differ-
ence between rich and poor adults in Sao
Paulo was less marked.  Mortality differences
for respiratory diseases between rich and
poor were greatest in Sao Paulo for young
children and for adults in Accra.  In both cit-
ies, adult mortality rates from diseases of the
circulatory system - mainly heart disease and
strokes - were twice as common in poor as in
rich areas.

Circulatory diseases were in fact responsi-
ble for the greatest number of deaths in both
Accra and Sao Paulo.  Until recently, such
non-infectious diseases - also termed chronic
or degenerative diseases - were thought to
be important only in the countries of the
North which had completed what is known
as the epidemiologic or health transition.  The
transition describes the change in disease
patterns from infectious to degenerative
which began in European countries in the
mid-nineteenth century in response to im-
provements in nutrition, water supply and
sanitary facilities.  As these improvements
reflected rising standards of living, the de-
generative diseases were also termed “dis-
eases of affluence”.  The term is, however,
misleading as the diseases concerned are
nowadays more common among the poor of
the North.  Like their northern counterparts,
the urban poor of Accra and Sao Paulo had
higher rates of circulatory diseases than their
wealthier neighbours but  rates of infectious

diseases also remained high.  The urban poor
of Accra and Sao Paulo therefore experienced
the worst of both worlds: the infectious dis-
eases of the South and the degenerative dis-
eases of the North.  The chapter in the 1996/
97 World Resources Report referred to in the
introduction, describes the differing health
experiences of the urban poor in the South
and in the North, and also summarizes the
Accra and Sao Paulo study.

In Sao Paulo, the researchers also investi-
gated differences in mortality rates from
homicides and accidents. They concluded
that Sao Paulo is experiencing an “epidemic
of violence”, which is hitting its poorest citi-
zens hardest.  Homicide rates were over three
times higher in deprived areas than in the
most affluent areas.  Homicides emerged as
a major cause of death of men of working
age.  In 1992, nearly 4000 homicides oc-
curred in the city.  The poor also experienced
higher mortality rates from traffic accidents
than their wealthier counterparts.

The second part of Stephens, Timaeus,
Akerman et al’s (1994) publication uses data
from the Demographic and Health Survey
(DHS) programme to compare rates of mor-
tality from all causes, and of morbidity from
diarrhoea and impaired growth, of young
children within and between urban areas of
Ghana, Brazil, Egypt and Thailand.  Impor-
tantly, the study investigates health inequali-
ties relating to gender.  For biological rea-
sons the survival and health of boys is slightly
worse than that of girls in the first few years
of life.  In Ghana, Thailand and to a lesser
extent Brazil, that pattern was followed.  In
Egypt, however, boys and girls had equal
survival chances while the growth of girls was
poorer than that of boys.

Differences between the countries were also
revealing.  Health inequalities between poor
and rich urban children tended to be least in
Ghana and greatest in Brazil.  Therefore, rela-
tive to the health of their wealthier urban
neighbours, the urban poor of Ghana were
the least disadvantaged and the urban poor
of Brazil the most disadvantaged.  Of the poor
groups, however, the urban poor in Ghana
were the most unhealthy and the urban poor
of Thailand the most healthy.  These find-
ings illustrate the difference between rela-
tive and absolute measures of health.  The
urban poor of Ghana scored worst in abso-
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lute measures of health but best in relative
measures of health inequalities with respect
to their wealthy neighbours.  They also illus-
trate how choice of comparative groups in-
fluences the description of health inequali-
ties.  Urban poor children in Ghana fared best
when comparing poor and rich in the same
country but fared worst when comparing the
poor of the different countries.

Comparative groups chosen for measure-
ment of health inequalities have ranged in
scale from international to national levels of
analysis, and, within  nations, from inter-
urban to intra-urban to intra-poor neigh-
bourhood levels of analysis.  The international
and national comparisons described below
combine urban and rural statistics but the
striking nature of their findings merit inclu-
sion.

The opening chapter of the 1995 World
Health Report: Bridging the Gaps highlights
vast health inequalities between the South
and the North.  Life expectancy (ie. average
number of years a newborn is expected to
survive) in one of the poorest countries in the
South is 43 years.  In one of the richest coun-
tries in the North it is 78 years and the gap
is widening.  The mortality rate in children
under five years old is more than ten times
greater in the poorest countries than in the
richest countries.  The discrepancy has stag-
gering implications: the WHO estimates that
if all countries in the world experienced the
living conditions of the richest countries of
the North, the number of children dying each
year before their fifth birthday would fall from
its current figure of more than 12 million to
366,000 (World Health Organization 1995).

A 1994 UNICEF report describes a recent
and alarming escalation in health inequali-
ties between the former communist countries
of Eastern Europe and Western Europe.
Mortality rates in Russia and the Ukraine
between 1989 and 1993 were higher than
any recorded in peacetime Europe this cen-
tury.  The report also documents major in-
creases in rates of morbidity.  Men have been
worse affected than women.  The principal
causes of mortality and morbidity were homi-
cide and suicide, especially in young men,
circulatory diseases, especially in middle-
aged men, and increasing infant and child
ill-health due to birth problems, poor nutri-
tion and infectious diseases.  The report dis-

cusses the health impacts of both the com-
munist legacy and the post-communist
democratic and market reforms.  Impor-
tantly, it distinguishes between the material
impact of falling incomes and deteriorating
services and the psycho-social impact of
growing alienation and despair.  Although
lacking data, the report refers to growing
social inequalities within the region (UNICEF
1994).

To a lesser degree, health inequalities ex-
ist between the countries of the North.  Coun-
tries with lower infant mortality rates and
higher life expectancies tend to have a more
equal income distribution.  Also, countries
with widening inequalities in health tend to
have widening inequalities in wealth.
Wilkinson (1994) and Benzeval, Judge and
Whitehead (1995) refer to recent international
comparisons in the North.

A key national study of health inequalities,
first published in 1980 as The Black Report,
uncovered wide-ranging inequalities between
occupational classes in the United Kingdom.
(To ensure greater circulation, this was sub-
sequently published in 1982, edited by
Townsend and Davidson).  Infant mortality
rates, risk of death before retirement age and
rates of chronic illness were all two or more
times greater in the lowest than in the high-
est occupational class.  A subsequent report
The Health Divide (Whitehead 1988) docu-
mented persisting, and even growing, health
inequalities throughout the 1980s.  Feinstein
(1993) reviews The Black Report, The Health
Divide and other influential national studies
of health inequalities in the United Kingdom,
other European countries and in the United
States.  Notably, some of these studies re-
vealed health inequalities even between the
higher occupational or social classes, sug-
gesting that there is no threshold of afflu-
ence above which health inequalities disap-
pear.

Inter-urban studies in the United Kingdom
have documented considerable health in-
equalities between two Scottish cities, Glas-
gow and Edinburgh, which are situated only
40 miles apart.  Watt and Ecob (1992) showed
that, on average, the citizens of Glasgow die
four years younger than their neighbours in
Edinburgh.  The difference in patterns of
mortality could not be fully explained either
by behavioural risk factors such as diet and
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smoking or by biological risk factors under
behavioural influences such as cholesterol
which is influenced by diet.  However, they
mirrored differences in quality of housing
between the cities.  The research on health
inequalities between Glasgow and Edinburgh
is summarized by Watt (1996) in a recent
edition of the British Medical Journal which
contains several other articles on health in-
equalities in the North.

In Glasgow, its poorest citizens die on av-
erage ten years younger than their wealthy
neighbours.  Other intra-urban studies re-
veal the contribution of racial discrimination
to health inequalities.  In New York City,
McCord and Freeman (1990) report higher
mortality rates in predominantly black or
Hispanic districts than in neighbouring white
areas.  Mortality rates were highest in Harlem
where 96 per cent of residents were black
and 41 per cent lived below the poverty line.
The elevated mortality rates were due mainly
to circulatory diseases, cirrhosis of the liver,
homicides and cancers.  In Harlem, men are
less likely to reach the age of 65 than are
men in some of the poorest nations in Asia -
for instance Bangladesh.  The links between
race, health and living conditions in the
United States are investigated in a review
article by Manton, Patrick and Johnson
(1987).

Finally, health inequalities persist even
between and within poor urban communi-
ties.  Gillis, Welman, Koch and Joyi (1993)
report a two-fold difference in rates of men-
tal health problems between elderly black
migrants living in two townships in
Capetown, South Africa.  Both townships are
poor but the worst affected township was
more recently settled, its residents had poorer
housing and services, less income and less
education, and fewer spoke the dominant
language of the city.  Reichenheim and
Harpham (1989, 1991a, 1991b) studied
health inequalities within a single squatter
settlement in Rio de Janeiro, Brazil.  Over a
third of women had mental health problems,
especially those with low incomes, poor liv-
ing conditions and little education.  Their
mental health problems were, in turn, a risk
factor for infections and accidents among
their children.  Other risk factors for poor
child health included long periods of separa-
tion of mother and child, female headed

households and poor socio-economic and
environmental conditions.  Reichenheim and
Harpham’s investigation of risk factors illus-
trates the epidemiological approach to an
explanation of health inequalities.  The final
section discusses epidemiological and other
approaches to an explanation of health in-
equalities.

V. EXPLAINING HEALTH
INEQUALITIES

THIS SECTION BEGINS with epidemiologi-
cal explanations.  Epidemiology aims to sepa-
rate the general relationship between ill-
health and poverty into specific relationships
between health indicators and risk factors
so that targeted interventions can be directed
at the specific causes of specific health prob-
lems in specific groups.  Epidemiological ex-
planations have tended to concentrate upon
risk factors which have proven cause-effect
relationships with health problems, which
operate through known mechanisms such as
water quality and diarrhoeal disease or smok-
ing and lung cancer.  However, as the litera-
ture makes clear, the relationships between
health problems and risk factors may be com-
plex.

Firstly, a single health problem may be in-
fluenced by several risk factors.  In Jakarta,
Indonesia, respiratory disease in women was
associated with the use of mosquito coils and
inadequate ventilation in the home; respira-
tory disease in their children with inadequate
garbage disposal and a mother with respira-
tory disease (Surjadi 1993).  Surjadi’s study
associated respiratory disease with risk fac-
tors inside the home.  Other studies have
associated respiratory disease with risk fac-
tors outside the home.  Infant mortality from
pneumonia in Rio de Janeiro was linked to
neighbourhood air quality (Penna and
Duchiade 1991).  Hardoy and Satterthwaite
(1989, 1991) make a useful distinction be-
tween environmental risk factors operating
in the home, the workplace, the neighbour-
hood and the city.

Secondly, a single risk factor may influence
health in more than one way.  Quality and
quantity of water supply influence the risk
of acquiring diarrhoeal disease which, in
turn, is an important risk factor for child-
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hood malnutrition.  In urban areas, water
frequently has to be purchased and its cost
varies according to the type of supply.  In
Khartoum, Sudan, water purchased from
vendors was up to 12 times more expensive
than water piped to homes (Cairncross and
Kinnear 1992).  Generally, poor communi-
ties relied on vendors while wealthy commu-
nities received piped water.  In one poor com-
munity, an astonishing 57 per cent of house-
hold income was consumed by water.  The
high cost of the water supply may have con-
tributed to the community’s high levels of
childhood malnutrition by diverting money
away from the food budget.

Finally, health may influence poverty as
much as poverty influences health.  Pryer
(1993), in an excellent study of a low-income
settlement in Khulna, Bangladesh, found the
poorest households to be in the poorest
health.  Her study clearly demonstrated the
vicious cycle in which ill-health and poverty
interact.  If family earners were too ill to work,
and could not be replaced by other family
members, their family’s poverty worsened
because of earnings lost and resources spent
on health care.  Worsening family poverty
contributed to further ill-health among all
family members by reducing the resources
available for food, health care etc., thus start-
ing the cycle again.  Consequently, the un-
healthy poor became more unhealthy and
even poorer, generating ever-widening health
and social inequalities.

Pryer’s study investigated the links between
health and socio-economic status, in contrast
to most epidemiological studies which have
concentrated upon risk factors in the physi-
cal environment.  Songsore and McGranahan
(1993) have criticized such research for ig-
noring the impact of socio-economic status
on environmental factors.  Income, owner-
ship of assets and access to resources influ-
ence the quality of environment in which one
can afford to live and the resources available
for food, health care, etc., which mediate the
effects of the environment upon one’s health.
The focus on environment has occurred
mainly in the South.  In the North, epidemi-
ology has focused upon the individual: on
behavioural risk factors or upon biological
risk factors open to behavioural modification.
However, as Benzeval, Judge and Whitehead
(1995) observe, such explanations fail to con-

sider why poor people behave as they do.
They ignore the structural aspects of poverty
- shortage of local shops and public trans-
port, inadequate leisure and child care fa-
cilities, for example.  Epidemiology also fre-
quently fails to consider non-material aspects
of poverty such as lack of social support or
feelings of alienation.  Friedmann (1992)
equates poverty with disempowerment.
Rather than measuring poverty in terms of
basic needs such as water supply and sani-
tation, he measures it in terms of bases of
social power including knowledge, skills and
social organization.

These criticisms of specific epidemiologi-
cal explanations lead back to more general
explanations for urban health inequalities.
All aspects of ill-health - infectious and de-
generative diseases, psycho-social and men-
tal health problems - can be linked to all fac-
ets of poverty - inadequate environment, low
socio-economic status, disempowerment and
social exclusion.  Health inequalities reflect
a total environment of poverty - physical and
social - as described by Satterthwaite (1993).
According to this perspective, reduction of
urban health inequalities requires broad-
based, rather than selective, interventions.
The 1995 publication Urban Health in Devel-
oping Countries: Progress and Prospects, ed-
ited by Harpham and Tanner, describes re-
cent health initiatives undertaken by agen-
cies including the World Bank and UNICEF,
and non-governmental organizations in poor
urban areas.  The book advocates a
multisectoral, decentralized approach to-
wards planning and implementing interven-
tions and participation in the process by the
communities involved.  In general terms, ini-
tiatives aim to provide the urban poor with
their basic needs and to empower them to
take control over their lives.  Poverty reduc-
tion, in both its material and non-material
aspects will, it is hoped, lead to health im-
provements and hence to a reduction in
health inequalities between the urban poor
and the urban rich.

However, directing interventions solely at
the poor ignores inequality in that it ignores
the relationships between the poor and their
wealthier counterparts.  Importantly, stud-
ies of health inequalities have the potential
to reveal what the rich have as well as what
the poor have not.  So far in the South, the
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outcome of such studies has rarely extended
beyond the provision of basic needs to the
have-nots by interventions which leave the
haves untouched.  Such interventions have
the potential to reduce urban health inequali-
ties but not to eliminate them altogether be-
cause health inequalities are a product of
social inequalities as well as of absolute pov-
erty.

The subject of social inequalities alone
could easily fill several guides to the litera-
ture and it can only be touched upon here.
Successive United Nations Development Pro-
gramme’s (UNDP) Human Development Re-
ports assess contemporary inequalities be-
tween the North and the South.  For exam-
ple, the fourth chapter of the 1994 Human
Development Report describes how labour
flows, trade and debt payments move capital
from the South to the North and how politi-
cal and economic considerations of donors
frequently divert aid from the poorest coun-
tries and the poorest groups within them.
The urban poor were, according to the
UNICEF publication Adjustment With A Hu-
man Face, hardest hit by the impact of struc-
tural adjustment programmes (SAPs) im-
posed on countries of the South by the World
Bank and the International Monetary Fund.
The deleterious consequences of SAPs for
health have been most evident in sub-Saha-
ran Africa.  Sanders and Sambo (1991) im-
plicate SAPs in the spread of  the Human
Immunodeficiency Virus (HIV) in Africa
among the poor.  They also link HIV to the
effects of economic recession, patterns of
urban development and the colonial legacy.
Ogoh Alubo (1991) echoes their views: in his
opinion SAPs are but one manifestation of
unequal power relations between sub-Saha-
ran Africa and the governments, banks, in-
ternational institutions and multinational
corporations of the North which have ex-
tended unbroken from the colonial era to the
present day.

The focus on social inequality rather than
upon absolute poverty draws attention to the
potential for redistributive measures to re-
duce health inequalities via reductions in
social inequalities.  For example, a restruc-
turing of the United Kingdom tax and benefit
systems as a means of redistributing re-
sources from richer to poorer sections of the
population is advocated in Tackling Health

Inequalities (Benzeval, Whitehead and Judge
1995), whilst the 1994 UNDP report outlines
strategies for redressing international imbal-
ances in the flows of trade and aid between
the North and the South.  Interventions aimed
at reducing social inequalities by
redistributive means may offer the best hope
for reducing health inequalities, however dif-
ficult they may be to implement or even to
consider.
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