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1. BOGOTÁ, DC – TRANSPORT; PROMOTION OF ACTIVE LIFESTYLE

A. Basic demographic and social data







Bogotá Distrito Capital 'D.C.' has a population of around 7 million people (Bogota
Official City Site, n/d)
The capital city and the urban nuclei of the 19 towns that make up the region
occupied an area of 39,000 hectares in 1998, of which 31,000 corresponded to
Bogotá and 8,000 to the other towns (UN‐Habitat, 2003, p.4)
In 1999, Bogotá’s population gross density was around 204 inhabitants per hectare.
(DAPD 2000: 89‐90) (UN‐Habitat, 2003, p.4)
Life expectancy at birth is 74.46 years (Colombia WoW, 2010) not sure if reliable
Bogota has a 97.8% literacy rate (Colombia WoW, 2010) not sure if reliable

B. Extent of social inequality and diversity







Despite its economic output and growing character as a global city, Bogotá suffers
from social and economic inequalities, lack of affordable housing, and overcrowding.
Notwithstanding major improvements in governance, infrastructure, public space,
and quality of life, many of them of international renown, Bogotá is still challenged
by environmental sustainability, economic inequality, security and administrative
matters. (Pacific Disaster Center, 2006)
El Tiempo newspaper recently published wealth studies that establish that the
income of 80% of the homes does not even represent half of the remaining 20% of
homes. This means that economic inequality characterizes the city: 40% of the city’s
income stays in only 7% of the population. (Pacific Disaster Center, 2006)
Unemployment rate in Bogota is 13% (Colombia WoW, 2010) not sure if reliable
Rate of poor population in Bogota was 35% in 1985 (UN‐Habitat, 2003, p.20)

C. Major health priorities


The most common sicknesses that affect the infant population situations of poverty
in the localidades chosen are the IRAs (acute respiratory infections) and the EDAs
(acute diarrhea sickness), related to malnutrition, environmental contamination, and
poor management of water and food in the home. In general, the majority of the
population in these zones, especially in Bosa, suffers from respiratory infections,
allergies and inflammations of the respiratory tracts because of the high levels of
environmental contamination. (UN‐Habitat, 2003, p.20)

D. Potential climate change impacts


According to the Global Changemakers “10 million Bogotanos and 80% of their
water needs depend on the Paramo ecosystem. Climate change is having a great
impact on this ecosystem and can potentially increase the problem” (Global
Changemakers, 2009) not sure if reliable

E. Nature of local governance structures







Bogotá is divided in twenty localities that cover the totality of the city sectors. Each
locality has a local mayor and a local administrative board (Bogota Official City Site,
n/d)
Given Bogotá’s condition as Capital District, it has a very unique political‐
administrative organization: a Grand Mayor (Alcalde Mayor) and a Council
integrated by 42 members, both popularly elected for 4 year tenures. They
represent, respectively, the political and administrative authorities of the city.
(Pacific Disaster Center, 2006)
Each one of the localities has its own Local Administrative Body or Junta
Administrativa Local (JAL), which is elected also by popular vote. The Local Mayors
are designated by the Grand Mayor from a list of three members appointed by the
JALs. (Pacific Disaster Center, 2006)
This organization aims to improve local participation and strengthen the
decentralization process started in 1991. For example, the Land Use and
Management Plans, POTs in Spanish, are the result of a long and well‐planned
process of consultations among different groups of the society and there is a Local
Development Plan for each of the twenty localities in the city that determine the
investment of the Local Development Funds under a highly participative
communitarian consultation scheme. (Pacific Disaster Center, 2006)

F. Transport / Promotion of active lifestyle


According to Parra, D. et all (2007):















Bogota is recognized as a Latin American leader in its creation of a more activity
friendly environment. The city has undergone a number of urban and social changes
which have resulted in a positive effect on the recovery of public spaces, access to
recreational facilities, and promotion of non‐motorized and public transportation
options (p.344). These changes have included the creation and improvement of
physical infrastructure and the implementation of educational strategies (p.345)
Key political issues over the last decade:
 First, the city began a decentralization process to achieve more autonomy in its
political, financial, and administrative functions;
 Second, strategies and programs were implemented to focus on the betterment
of social and urban environments. (p.345)
The Program Ciclovía: Ciclovıa is an initiative in which certain streets and main
avenues of the city are closed to cars on Sundays and holidays, allowing recreational
activities, such as walking and bicycling. By 1997, Ciclovıa was the principal
recreational activity for citizens, covering 70% of the city localities. (p.345)
The Cicloruta Transportation System: The Ciclorutas project is a network of 300km
of bicycle paths that was conceived by the government in1998–2001. It was
primarily created to reduce vehicular congestion; as well as to benefit the natural
environment, increase the health of citizens, improve the city’s aesthetics, and
conserve both time and money. The network provides access to occupational,
educational, and recreational destinations in the city. In addition, paths connect the
network with other public transportation systems, such as the TransMilenio, thus
reducing dependence on private vehicles, while promoting alternative modes of
transportation. (p.345)
Transmilenio System: The Transmilenio system was started in December, 2000 to
solve problems, such as traffic congestion, high pollution levels, and long duration of
trips due to traffic jams (…) Transmilenio was designed to give certain buses the
exclusive right to operate in specially constructed lanes, allowing these buses
freedom from traffic congestion (p.345). The relationship between Transmilenio and
physical activity levels is linked to utilitarian patterns. With the exception of this
system, there are no clearly defined bus stops in Bogota and the regular public bus
system spans nearly 100% of the city. Transmilenio stations are around 500m apart
causing users to walk more in order to access the system (p.345‐346)
Other Strategies: Over the past 10 years, the city administration has used a variety
of methods to educate residents and alter social norms. Three educational strategies
may facilitate participation in physical activity: Recovery of public space, Car‐free
Day, and Restriction of use of private and public vehicles (Pico y Placa)
Most of these changes may have had a substantial influence on physical activity
levels, even though the changes originated from sectors outside public health (urban
planning, transportation, and recreation) in order to address goals, such as reducing
traffic congestion, improving aesthetics, reducing pollution, increasing productivity
through more efficient mass transportation systems, and improving quality of life.
Health benefits that could result from these changes would be an inadvertent



benefit. Further positive health outcomes might be maximized if the public health
sector can work with urban, transportation, and recreation planners to develop and
implement strategies and research hypotheses that would advance efforts to
promote physical activity and quality of life (p.346)
Data on relationships between changes in physical environments, physical activity,
and quality of life in Bogota remain limited at this time. Although crosssectional
studies indicate that the use of Ciclovıa, Ciclorutas, and parks are positively
associated with patterns of utilitarian and leisure time physical activity, the data are
not yet sufficient to clearly define this relationship (p.347)
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2. ACCRA – SANITATION AND AREA UPGRADING

A. Basic demographic and social data











The Greater Accra Region is one of the ten administrative regions of Ghana. It is the
smallest of the 10 administrative regions in terms of area (total land surface of 3,245
square kilometers equivalent to 1.4 per cent of the total land area of Ghana). (GHS,
n/d)
In terms of population, it is the second most populated region, with a population of
2,905,726 in 2000, accounting for 15.4 per cent of Ghana’s total population. (GHS,
n/d)
Accra Metropolitan Area is one of the five districts of GAMA and has a population of
1,695,136 million people (2000 national Population census). (GHS, n/d)
The gross density of population for Accra Metropolitan Area was 10.03 person per
hectare in 2000 compared to 6.23 per ha. in 1970 (AMA, n/d)
56.% of Accra’s Metropolitan Area population is under the age of 24. (AMA, n/d)
The growth rate of Greater Accra, of 4.4%, is the highest in the country. (GHS, n/d)
The total fertility rate in the region of 2.9 (GSS, 2004) survey is the lowest in the
country. The high population growth rate in the region is thus a mixture of natural
increase and high migration from all over the country.
Total fertility rate (number of children per woman) ‐ 2.5; Infant mortality (between
birth and first birthday) ‐ 36; Under‐five mortality (between birth and fifth birthday)
‐ 50 (GSS, 2009)
B. Extent of social inequality and diversity





In AMA, Ga and Tema, Akan, Ga‐Dangme and Ewe are the three predominant major
ethnic groups. The predominant ethnic group is the Akan, accounting for over 40 per
cent of the population in the AMA, Ga and Tema. Ga‐Dangmes make up 85.9 per
cent in Dangme East and 77.9 per cent in Dangme West (Ghana Districts, n/d)
Songsore points out that “there are widespread intra‐urban differentials in accessing
environmental services or amenities. Some of the most relevant intra‐urban





inequalities in this regard include potable water and sanitation and, to a lesser
extent, sullage and solid‐waste disposal facilities. (Songsore, J., 2008)
Conditions are much worse in the low‐income areas with very high pressures on
facilities – about 30 person per toilet, 48 persons per kitchen and 22 persons per
bathroom. It is estimated that about 66.4% of households do not have storage
facilities because stores have been converted into rooms, while 18% of the
population do not have access to toilets. About 72% of all pan latrines in AMA are
found in low‐income areas
Gender Differences in Employment and Income (Taylor et al, 2002): Intense
economic pressure in urban areas affects girls and women differently than it does
boys and men. He points out that “although equal proportions of men and women in
urban localities across Ghana work (77.5% male and 75.5% female), men are three
times more likely than women to be employed for wages, and women are twice as
likely as men to be self‐employed or employed in the informal private sector”.
C. Major health priorities





For Songsore, “GAMA, like the rest of the country’s urban areas, is in the first stage
of an urban environmental transition where most of the environmental problems
occur close to home. These include inadequate access to potable water, sanitation
facilities, and solid‐waste disposal facilities, as well as smoky kitchens from the use
of biomass fuels and insect infestation among others. These hazards directly
threaten the health of citizens arising from the life and death immediacy of malaria,
respiratory illness, diarrhea, and other infectious and parasitic diseases” (Songsore,
J., 2008).
The major health problems of AMA are essentially communicable diseases due to
poor environmental sanitation, ignorance, and poverty. Malaria has been the
number one disease in AMA, claiming about 53 per cent of all the OPD cases in 2001.
The major communicable diseases (Top 5 communicable diseases in 2001) are
Malaria, Sexually Transmitted Infection, Diarrhoea, Chicken Pox and Enteric Fever.
(UN‐HABITAT, 2009)



Besides Malaria, the next two most frequent diagnoses were for upper respiratory
infections and diarrhoea disease at 11% and 6% respectively. (UN‐HABITAT, 2009)
D. Potential climate change impacts





Not sure if reliable information, from Haltermann, I, 2009:
Temperature rise of 2˚C means for the flood situation in Accra more extreme rainfall
events, less drainage and more people in flood prone areas.
First of all the amount of water coming down in single rainfall events is going to
increase (and already did in the past years), although there will be a general decline
in the mean rainfall amounts. That means rarer but even heavier rainfalls.





Second, the population density here is going to increase due to climate change:
Agriculture employs close to 70% of Ghanaians, mostly in small holder farms that are
rain‐fed. But there is and will be a decrease in rainfall and a growth in precipitation
variability in these parts of Ghana too.
Third, the level of Accras recipient will rise. All water in Accra drains into the Gulf of
Guinea. When the sea level is going to rise due to expanding water volume and
melting ice caps this means (in addition to the threads of inundation, coastal erosion
and salinization of drinking water resources) that the capacity of Accras drainage
system will turn down.
E. Nature of local governance structures





From AMA, n/d:
The Accra Metropolitan Assembly is a corporate body and the highest political and
administrative arm of the Government at the local level. The full membership of the
Assembly is 104; of this, 70% are elected and 30% are government appointees
The Assembly through the Local Government Act 1993 462 (Section 10 Subsections
1,2,3,4 and 5) carries out the legislative, deliberative and executive functions of
Government. The functions of the Accra Metropolitan Assembly are outlined in the
Legislative Instrument (L.I. 1500) which established the AMA. These functions are
summarized as follows:
 Provision of a sound sanitary and healthy environment;
 Provision of educational infrastructure for first and second cycle schools;
 Provision of markets and lorry parks within the Metropolis;
 The planning and development control of all infrastructure within Accra;
 Activities bordering on the maintenance of peace and security within the
Metropolis;
 Provision of public safety and comfort;
 To assist the Assembly in performing its functions effectively and efficiently, the
Assembly is supported by a number of functional Departments.
F. Sanitation and Area Upgrading




From Taylor et all, 2002:
Programs that are focusing or have focused on urban water, sanitation and hygiene
in the past include the following:
‐ Urban Environmental Sanitation Project (UESP) funded by the World Bank
‐ Accra Metro Environmental Health Initiative (AMEHI) supported by DFID
‐ The Private‐Public Hand‐Washing Promotion Initiative supported by the World
Bank and involving Unilever Corporation and other commercial soap producers
‐ NGO programs such as those of CENCOSAD, Ghana Red Cross, and others that
have encouraged community self‐help to clean up neighborhoods and improve
waste disposal



‐ Land reclamation/flood control and waste disposal infrastructure programs
funded by DANIDA, DFID, the World Bank, and others.
I did not find the information for the specific initiatives – needs to be completed
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3. MUMBAI – COMMUNITY‐LED SANITATION

Map of Mumbai Metropolitan Region (http://myhometurf.blogspot.com/)
A. Basic demographic and social data






Estimated population of Greater Mumbai 13.07 million at mid 2006 (MCGM, n/d)
Population of Mumbai Metropolitan Region (MMR) 16.67 million in 2001, average
growth rate 2.68% per year between 1991 and 2001, concentrated in the suburbs
(MMRDA, 2003).
Gender ration: 811 females to every 1000 males in 2001 (MMRDA, 2003)
Average household size is 5.1 in urban MMR (MRDA, 1999, p.35)
Literacy rate: 82.29 for males and 71.51 for females in 2001 (MMRDA, 2003).



Birth rate 13.76 per 1000 population, death rate 6.89 per 1000 population, infant
mortality 34.57 per 1000 births, neo‐natal deaths 21.8 per 1000 births, maternal
mortality 0.63 per 1000 births in 2006 (MCGM, n/d)
B. Extent of social inequality and diversity






37.7% of MMR residents live in slums, within which 48.88% live in slums in Greater
Mumbai, 33.31 in Thane and 19.69% in Navi Mumbai (MMRDA, 2003).
46% of urban MMR households are migrants (MMRDA, 1999, p.35) [note – think
these figures are out‐of‐date]
only 5% of the total urban workforce is ‘unemployed’ (MMRDA, 1999, p.35) [note –
think these figures are out‐of‐date]
In 1989, 23% of urban households had an income below a poverty line of 1000 Rs,
while 7% had incomes about 5000Rs. [note – think these figures are out‐of‐date]
C. Major health priorities

Note – this information relates to India as a whole.






‘Communicable diseases account for about 38% of the disease burden with large
variations across states’ (WHO, 2006).
Maternal and child health issues are significant, including high rates of malnutrition.
Mixed progress has been made among the states in reproductive, maternal,
newborn and child health’ (WHO, 2006).
‘NCDs [non‐communicable diseases] have evolved as major public health problems
and accounted for 53 percent of all deaths in the age group 30‐59 years in 2005 …
Tobacco is widely consumed and remains as the single most important preventable
risk factor …. Road traffic injuries result in the death of more than 100 000 people
every year’ (WHO, 2006).
‘While NCDs are usually expected to occur in old age, their peak occurrence in India
is a decade earlier than western countries. Hence, the issue is not only the burden,
but also its prematurity and the resulting socioeconomic consequences’ (WHO,
2006).
D. Potential climate change impacts




Mumbai is highly exposed to climate change impacts, sitting on low‐lying, reclaimed
land, having a large poor population and poor drainage. (Kumar et al, 2008).
Key impacts include increased intensity and frequency of rains and floods (leading to
deaths and dislocations), sea level rise, salt‐water intrusion, increased vector‐borne
diseases (malaria, diarrhoea and leptospirosis in particular), loss of tourism and
heat stress (Kumar et al, 2008).



‘Low‐income groups and poor residents living in vulnerable locations (accounting for
nearly 50% of Mumbai’s population) will be affected more’ (Kumar et al, 2008,
p.39).
E. Nature of local governance structures







Municipal Corporation of Greater Munbai (MCGM) – includes a political wing (227
directly elected ward councilors with a budget of US$4,300 to spend on
development work in their constituencies, and who in turn elect a Mayor) and an
executive wing (including the state‐government appointed commissioners and
MCGM employees). Responsible for services such as solid waste management,
water supply, drainage, sewerage and public roads; runs hospitals, health centres,
schools and a local bus service and implements development plans and sanctions
building proposals (Baud and Nainan, 2008)
Planning is jointly undertaken by the Mumbai Metropolitan Regional Development
Authority (responsible for the agglomerated area) and the Maharashtra State
Government Department of Housing (who are responsible for any city‐wide
infrastructure project which attracts foreign funding) (Baud and Nainan, 2008).
The State Government of Maharashtra has shown limited appetite to devolve
responsibility to MCGM (Baud and Nainan, 2008).
F. Community‐led sanitation

Note – with more time there is more information which could have been incorporated
here.







Mumbai’s Slum Sanitation Programme is the largest in India’s history, aims to ensure
all people living in informal settlements in 1995 have access to adequate sanitation
(one toilet for every 50 people) by 2025. The scheme is premised on participation,
partnership and cost recovery, the first of which was a pre‐requisite for the World
Bank’s funding (matched by the State government). (McFarlane, 2008)
The state pays for water, sewer and electricity connections and provides the land,
issues contracts to engineering firms and NGOS to build the toilet blocks, following
which they are managed by a contractor maintains for one year and then passed on
to the community. Maintenance funds are used to pay for a caretaker, who lives on
the second floor of the toilet block and is usually from a deprived caste. (McFarlane,
2008)
The scheme is demand led – only communities that approach the MCGM get any
provision at all (McFarlane, 2008).
Previously toilets were provided on an ad‐hoc basis, through political actors e.g. city
corporators and MPs – thus tended to reflect voter patterns and ethnic / religious
ties. These suffered many problems, such as a lack of maintenance, no sewer or





electricity connections and one third became dysfunctional within 6 months
(McFarlane, 2008).
It is too early to say whether the new scheme is more or less effective than the
previous system. However, McFarlane identifies a few limitations already – the
extent of partnership has been limited to the largest NGO, participation locally can
be limited in practice as plans are put through with little consultation or
involvement and some technical shortcomings, as well as questioning the rationale
for asking the very poorest to pay for use (2008).
US$40 million project to support communities in building, planning and maintaining
their own community toilets, covering ¼ of all Mumbai’s slums. An NGO won a
US$9 million contract to build 320 facilities, slum communities have raised
US$200,000 to support their maintenance through a one‐off payment of US$2 per
adult and are also funding routine operating costs. MCGM intend to use the model
to build all toilet constructions in the city’s slums, and the project has also been
extended nationwide (Chinai, 2002).
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4. HAVANA – FOOD GROWING
Note – In the time available I was unable to find city‐level information in relation to
health priorities and climate change impacts; thus the data provided is at a country
level.

Map of Havana (http://www.hot‐map.com/havana‐greater)
A. Basic demographic and social data









City of Havana population 2.148 million in 2009, with 1073 females for every 1000
males, currently declining at a rate of 2.9% per annum (Ministerio de Salud, 2010)
Birth rate 9.4 per 1000 in City of Havana in 2009 (Ministerio de Salud, 2010)
Death rate 9.6 per 1000 in City of Havana in 2009 (Ministerio de Salud, 2010)
Maternal mortality 34.6 per 1000 live births in 2009 (Ministerio de Salud, 2010)
Child mortality (<5 years) 6.0 per 1000 live births in 2009 (Ministerio de Salud, 2010)
Life expectancy at birth 76.81 years (Ministerio de Salud, 2010, based on 2005 –
2007 data)
Low birth rate and long life expectancy gives Cuba and Havana an age structure
similar to developed countries (Coyula and Hamberg, 2003)
Adult literacy rate is 96.7% (CIEM, 2000, cited in Coyula and Hamberg, 2003)
B. Extent of social inequality and diversity












The Cuban socialist government is based around principles of access to basic food
for all, universal and free access to health services and education for all, adequate
income for all retired people and those who need social support, sources of
employmwnt, and a comfortable home, at low or no cost (see, for example,
Gobierno de la Republica de Cuba, n/d).
Thus, ‘Cuban researchers argue that “poverty” in most commonly accepted
meanings does not really exist in Cuba, but rather that there is a sector of the
population that can be described as “at risk” or “vulnerable” ‘ (Ferriol Muruaga et
al., 1998, cited in Coyula and Hamberg, 2003, p.6).
Havana is on average the most developed and prosperous area in the country, but is
also the site of greatest inequality, due to foreign influences, such as foreign
currency, investment, tourism and remittances from abroad (Coyula and Hamberg,
2003)
Virtually all Havana residents have access to electricity, water and sanitation,
although water and sanitation are sometimes not available within dwellings, and
extensive leaks contribute to a lack of water supply and deteriorating quality (CIEM,
2000, cited in Coyula and Hamberg 2003)
‘Other than crumbling housing, in Havana there is a virtual absence of visual signs of
poverty often found in other developing nations such as street orphans, shoeless
children, and people sleeping in the streets’ (Coyula and Hamberg, 2003, p.16)
‘In 1981, over three‐fifths of Havana’s population identified as white, one‐fifth as
black, one‐sixth as mestizo (more popularly referred to as mulatto), and 0.2 per cent
as Asian, reflecting immigration from China in the late 19th and early 20th centuries’
(CEE‐ONC, 1984, in Coyula and Hamberg, 2003, p.4)
C. Major health priorities





Describing Cuba’s public health system, Cooper et al write that ‘[r]ather than
viewing health as a product of economic development, the well‐being of the
population has provided the target against which to gauge achievements in
economic and cultural developments’ (2006, p.818).
‘Cuba’s health indicators are similar to those of developed countries: most deaths
are from chronic non‐ communicable diseases, such as heart disease and cancer,
rather than infectious and parasitic disease as is more common in developing
nations (PAHO, 1999). Cuba also has among the lowest incidence of HIV/AIDS in the
world due to aggressive treatment and prevention strategies (PAHO, 1999).
Nevertheless, the 1990s economic crisis did lead to a short‐lived increase in rates of
some communicable diseases, such as tuberculosis and hepatitis. …There was a
rapid response to the major health problems related to the sharp drop in real
income and food supplies. … Despite the relatively even coverage of the Cuban
health system, death rates for both communicable and chronic non‐communicable
diseases are slightly higher in such slum areas as Centro Habana’ (Yassi et al.,1999)’
(Coyula and Hamberg, 2003, p.20‐21).



The WHO identify several key challenges in relation to health in Cuba: ‘[t]he rapid
and profound aging of the population, low fertility levels, and predominance of
chronic noncommunicable diseases, together with the burden of disabilities and the
demand for complex services that these conditions [and] environmental risks and
risks attributable to human behavior, together with serious global threats and fluid
international mobility’ (WHO, 2009).
D. Potential climate change impacts



Bulto et al (2006) model the potential health impacts of climate change in Cuba, and
suggest that acute respiratory infection and viral hepititus, amongst other vector‐
borne diseases, are likely to increase as a result of warmer weather and greater
likelihood of water contamination. Havana, as a dense urban area, is found to be
likely to experience amongst the largest increases.
E. Nature of local governance structures








City of Havana is separated from the wider province of Havana, and is divided into
15 municipalities. Citizens are able to elect delegates to the Municipal Assembly,
who in turn elect the Provincial Assembly, whose president, in the case of Havana, is
the city’s Mayor (Coyula and Hamberg, 2003).
The city government ‘has little autonomy and depends on the central government
for its budget, which is rarely adequate to address the city’s most pressing problems’
(Coyula and Hamberg, 2003, p.6).
Popular Councils were set up in 1986 to ensure local government played a greater
role in addressing health and infrastructural needs, which in central Havana, were of
particular concern following the anti‐urban policies of the 1960s and 70s (Yassi et al,
2003)
Following the economic crisis of the 1990s, the Cuban Ministry of Public Health set
in train a series of major initiatives in an attempt to safeguard the public health
achievements achieved, including decentralization of decision‐making to new
‘Popular Councils’, community participation in health and intersectoral collaboration
(Yassi et al, 2003).
F. Food growing in Havana





Urban agriculture emerged as a response to the food crisis which resulted from the
disintegration of the Soviet Bloc and the loss of cheap imports this entailed. Food
shortages were most severe in Havana; it is estimated that food availability declined
by as much as 60% between 1991 and 1995 (Novo and Murphy, 2000).
Urban agricultural production in Havana grew from 44, 243 tonnes in 1995 to
113,525 tonnes in 1998, with 30% of land coming under cultivation (Grupo
Provencial Agropecuario, 1998, in Novo and Murphy, 2000). This success was highly




dependent on the supportive actions of the Government, including securing access
to all unused land for gardeners, provision of support services and new distribution
networks (Novo and Murphy, 2000).
Key challenges include securing alternative sources of water, limited land and
unsuitable soil, and a lack of diversity in seeds and crops (Novo and Murphy, 2000).
Despite expectations to the contrary, urban agriculture has continued to increase
even after economic conditions improved, and show signs of becoming a permanent
part of Cuba’s urban society (Altieri et al, 1999).
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5. SHENZHEN – AIR POLLUTION
Note – As much information relating to Shenzhen was not available in English, I was not
able to provide full details in the time available on demographic and social data, and on
the nature of local government. On climate change and health priorities, I was only able
to source material relating to China as a whole in the time available.

Map of Shenzhen within China (http://www.cbbc.org/cbbc_offices/shenzhen.html)
A. Basic demographic and social data



Shenzhen contained 8.7683 million permanent residents in 2008, of which 2.2807
million had a hukou (household registration) (Shenzhen Government Online, n/d).
The city has grown rapidly from 23,000 prior to its establishment as China’s first
Special Economic Zone (SEZ) in 1979, mainly due to migration (Sen, 2001 and NSB,
1989 – 2003, cited in Liu et al, 2007.
B. Extent of social inequality and diversity



Shenzhen has had the highest per capita income in China since 1990 (NSB, 1989 –
2003, cited in Liu et al, 2007).





Like the rest of China, inequality in Shenzhen has increased significantly in recent
years, and is greater than that of Bejing and of urban China as a whole, although it
still remains fairly low. When estimates are made to account for non‐hukou
residents, inequality increases substantially on official figures: according to Dai
(2007), from 0.36 to 0.45 in 2005.
Non‐hukuo migrants tend to work in the informal sector or as informal workers, on
low wages and short contracts, in the formal sector, and tend to be discriminated
against on grounds of their residency status. Neither do they have access to social
security, health, housing etc (UNDP, 2005). According to Ngai (2004), the hukuo
system enables an exploitative labour regime (which often breaks the country’s own
employment law), deforms citizenship and allows the government to shirk its
responsibilities to migrant workers.
C. Major health priorities







Communicable disease and malnutrition still have a major impact on health,
especially in less developed regions (WHO, 2006).
Infant and under five mortality rates remain high where access to health services is
low (WHO, 2006).
However, non‐communicable diseases and injuries now account for 80% of deaths,
especially cardiovascular disease, heart disease, cancer, road traffic accidents,
depression and suicide. Smoking is also widespread, with 3% of the world’s smokers
being located in China (WHO, 2006).
WHO suggest that main challeneges for China are now:
 ‘Addressing the health impact of policies’;
 ‘Lack of cohesive central responsibility for health issues [and] [i]nadequate
health financing system’;
 Unequal distribution of health services and human resources;
 ‘Need to align health priorities with changes in burden of disease;
 ‘Implementing measures to detect and control new and emerging infectious
diseases (e.g. SARS, avian influenza)’ (WHO, 2006).
D. Potential climate change impacts



Amongst the climate change impacts China is expected to face are (Allianz
Knowledge, 2007):
 Increased likelihood of flooding in vulnerable cities;
 Increased vector‐borne diseases, such as malaria and dengue fever;
 Expansion of deserts and increased sandstorms;
 Decreasing rainfall will increase pressure on rivers, already under stress from
dams, irrigation and pollution;
 Decrease in agricultural productivity, by an estimated 37% over the next 50
years;



 Large cities on the East coast vulnerable to sea level rises
China’s heavy reliance on polluting coal will also be an issue which needs to be
addressed.
E. Nature of local governance structures



Shenzhen is a sub‐provincial city governed by the People’s Government of Shenzhen
Municipality, and made up of six districts (four of which make up the Shenzhen
Special Economic Zone) and two additional new zones (Shenzhen Government
Online, n/d).
F. Air pollution

Note – I also briefly cover water pollution, as this was also of interest to a number of
Commission members. Control of infectious disease was another possibility, but I have
not been able to research this within the time available unfortunately.









In 2002 Shenzhen received the United Nations Environmental Protection Global 500
Roll of Honor award for its efforts to achieve economic development without
damaging the environment (UNEP, 2002).
Ng reviews the integration of environmental protection within urban planning in the
case of Shenzhen and suggests that despite the problems the city faces (e.g. only
54% of urban sewage being treated and half of its sea area being polluted,
demographic pressure and lack of housing) and the further progress which needs to
be made, suggests that it provides a potential model for other cities (2002).
Guneralp and Seto’s analysis suggests that as Shenzhen continues to grow, ‘there
will be improvements in local environmental quality as a result of increasing
affluence and economic growth. However the environmental impacts outside of
Shenzhen may increase as demands for natural resources increase and Shenzhen
pushes its manufacturing industries out of the municipality’ (2008, p.720).
Chan and Yao (2008) review the evidence on levels of air pollution in China’s
megacities, including Shenzhen and the wider Pearl River Delta, and find mixed
results in relation to the government’s attempts to control air pollution. For
example, NO2 and CO concentrations have not increased despite an increase in
vehicle use, but SO2 emissions have not been successfully controlled and O3 episodes
are frequent and increasing (ibid).
Liu et al examine levels of different river pollutants in Shenzhen and argue that
production‐related pollutants have decreased as incomes have risen, while
consumption‐related pollutants (e.g. sewage) have not yet done so (2007). The
decrease in production‐related pollutants is thought to be the result of increased
environmental protection, causing firms to re‐locate outside of the SEZ, and clean‐
up activities, while the increase in consumption‐related pollutants is thought to be



due to insufficient sewage treatment and sanitation infrastructure, along with
increasing consumption due to rising incomes.
Ho and Hiu highlight that the problem of organic and inorganic pollution in the
Dongjiang river in the Pearl River Delta is not only a problem for Shenzhen, but also
a problem for neighbouring Hong Kong, which relies on the river for some 80% of its
potable water supply (2001).
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6. TOKYO – AIR POLLUTION INDOOR AND OUTDOOR

A. Basic demographic and social data









The population of Tokyo is estimated to be 12.989 million (as of October 1, 2009), or
about 10% of Japan’s total population, and it has the largest population among all
the 47 prefectures. (TMG, n/d)
With 2,188 square kilometers, the area of Tokyo is 0.6% of the total area of Japan.
The population density is 5,937 persons per square kilometer. (TMG, n/d)
Age categories: child population (ages 0 – 14) at 1.517 million; the working‐age
population (ages 15 – 64) at 8.723 million; and the aged population (65 years old
and over) at 2.599 million. These figures are 11.8%, 67.9%, and 20.2%, respectively,
of the overall population. (TMG, n/d)
The ratio of aged persons to the total population has exceeded the United Nations
standard of 14% for an “aged society” in 1998, and is now approaching the standard
of 21% for a “super‐aged society.” (TMG, n/d)
Crude birth rate (per1,000persons) 7.68, Total fertility rate 1.00, Crude death rate
(per1,000persons) 7.44 (TMG, 2010) data for 2007.
Life expectancy [0 years old, male] 79.36, Life expectancy [0 years old, female] 85.70
and Infant death rate (per 1,000 live births) 2.7 (TMG, 2010) data for 2005
B. Extent of social inequality and diversity



The Gini coefficient, a typical measure of income disparities, kept rising from 1995 to
2004 but slightly fell in 2005, in terms of both the total income not adjusted for
household size and the equivalent total income adjusted for household size
(Ministry of Health, Labour and Welfare, n/d)






The main factors contributing to the rise in the Gini coefficient of total household
income during the 1995–2004 period are the aging of the household head and other
age demographic effects (Ministry of Health, Labour and Welfare, n/d)
The number of registered foreign residents reached 417,000 as of October 1, 2009,
some 1.5 times more than the total figure 10 years earlier. (TMG, n/d)
Prefectural income per person 104.0 thousand yen (TMG, 2010) data for 2005
Labour force participation rate [male] 67.8, Labour force participation rate
[female] 46.5 and Unemployment rate [both sexes] 5.6 (TMG, 2010) data for 2005
C. Major health priorities





One of the main priorities seems to be the ageing of the population
Japan’s aging rate (the ratio of the population aged 65 and older to the total
population) has exceeded 20%, ahead of any other country in the world. (Ministry of
Health, Labour and Welfare, n/d)
It is predicted that by 2030, Japan’s aging rate will rise to 31.8%, indicating that one
out of three Japanese will be a senior citizen aged 65 or older, and that the figure
will top the 40% mark to reach 40.5% in 2055 (Chart 2‐1‐1). (Ministry of Health,
Labour and Welfare, n/d)
D. Potential climate change impacts





According to the Tokyo Climate Change Strategy, “Tokyo’s urban activities are
dependent on enormous amounts of resources being provided by suppliers,
domestic and foreign. As such, a global climate crisis inevitably poses a direct threat
to Tokyo’s very existence. As it has large seaside and coastal areas, the Metropolis
may be more vulnerable to the effects of global warming such as a rise in sea levels”
(TMG, 2007)
Target of Tokyo Climate Change Strategy ‐ A Basic Policy for the 10‐Year Project for a
Carbon‐Minus Tokyo: Reduce Tokyo’s greenhouse gas emissions by 25% from the
2000 level by 2020 (TMG, 2007)
E. Nature of local governance structures





The Tokyo Megalopolis Region, or Greater Tokyo Area, is made up of Tokyo and the
three neighboring prefectures of Saitama, Kanagawa, and Chiba. The National
Capital Region is made up of Tokyo and the seven surrounding prefectures of
Saitama, Kanagawa, Chiba, Gunma, Tochigi, Ibaraki, and Yamanashi. (TMG, n/d)
The local government system in Japan consists of two tiers: prefectures and the
municipalities that make up the prefectures. Tokyo Metropolis is a metropolitan
prefecture comprising administrative entities of special wards and municipalities.
The “central” area is divided into 23 special wards (ku in Japanese), and the Tama
area is made up of 26 cities (shi), 3 towns (machi), and 1 village (mura). (TMG, n/d)

F. Air pollution indoor and outdoor













For list of Environmental policies implemented see Tokyo Metropolitan
Environmental Master Plan, 2008
For the ten years following 1965, Tokyo’s air was polluted mainly by the smoke from
factories. This air pollution was remarkably improved by introducing various
countermeasures, such as control of air pollutant sources, including boilers, and
promoting use of higher quality fuel. (TMG, 2006)
In October 2003, Tokyo Metropolitan Government (TMG) started to restrict diesel‐
powered vehicles in collaboration with the eight local governments in the Kanto
district. Since then, concentrations of suspended particulate matter have been
significantly improved and related Environmental Quality Standards have almost
been met. (TMG, 2006)
Measures against Vehicle Pollution: countermeasures for diesel vehicles,
acceleration of the use of low emission vehicles, and promotion of Transportation
Demand Management (TDM). (TMG, 2006)
Countermeasures against Air Pollution: For example, they have introduced
countermeasures to restrain volatile organic compounds (VOCs), the causative
substances of photochemical oxidants. (TMG, 2006)
Countermeasures against Asbestos: Since June 2005, worsening of the asbestos
crises, including asbestos‐related occupational hazard and health damage to
workers and their families and to those living in an environment that are subject to
the danger of asbestos, has become obvious and has been pointed out as a serious
social problem. (TMG, 2006)
TMG established basic countermeasures against asbestos in 1987 and organized
Tokyo Metropolitan Asbestos Control Conference in 1989. The Government has
investigated the metropolitan‐owned facilities and taken practical measures to
improve conditions. In 1990, TMG developed an outline concerning the prevention
of scattering of asbestos in the process of demolition of all buildings—including
privately owned ones. (Tokyo Metropolitan Environmental Security Ordinance).
(TMG, 2006)
Since July 2005, the TMG has made efforts to address the residents’ concerns about
asbestos by resystematizing its countermeasures against asbestos and taking the
government‐wide approach. (TMG, 2006)
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7. LONDON – SOCIAL HOUSING

Map of the London boroughs (London Councils, n/d)
A. Basic demographic and social data




London had a population of 7.56m residents in mid 2007, of which 50.5% were
females (GLA, 2009a).
Crude birth and death rates were 16.4 and 6.7 per 1000 residents respectively in
2007 (GLA, 2009a).
London has a high proportion of young adults – 44% of the population was aged
between 20 and 44 in 2007 (GLA, 2009a).
B. Extent of social inequality and diversity






Average gross household disposable income is London is the highest in the UK, at
£17,931 in 2007 (GLA, 2009a).
Productivity and high incomes are strongly driven by the high‐value economic
activities of Inner London West (White, 2009).
Rates of income poverty are higher in London than the rest of the UK, especially
when housing costs are taken into account (GLA, 2009b).
A child in London is a third more likely to live below the poverty line than elsewhere
in the UK, and 25% of children aged 0 ‐ 18 live in families claiming at least one
benefit (GLA, 2009a).




Poverty and deprivation are highly concentrated in North and Inner East London, in
part a legacy of the past collapse in manufacturing in that area (Hamnett, 2003).
London is the most ethnically diverse region of the UK, being home to 39% of the
country’s Black, Asian and Minority Ethnic populations and 38% of all foreign‐born
nationals (GLA, 2009a).
C. Major health priorities








Lord Darzi’s strategic review of London’s healthcare identified the increasing health
demands of a growing and ageing population as London’s biggest challenge
(Healthcare for London, 2007).
It also highlights healthcare challenges specific to London, such as HIV/AIDS,
substance abuse and mental health: ‘London has 57% of England’s cases of HIV…
One in four adult drug users live in London. One million Londoners have had mental
health problems. Suicide is the most common cause of death for men under 35’
(ibid, pp.16 – 17). London also has high rates of smoking and obesity.
Health inequality is another major challenge for London: e.g. the infant mortality
rate in Haringey (8.1 per 1,000 births) is three times that of Richmond (2.7 per 1,000
births), Hammersmith and Fulham has twice the proportion of smokers of Harrow
(34.5 per cent compared with 17.5 per cent), the teenage conception rate for
Lambeth at 98 per 1,000 females aged fifteen to seventeen is almost four times that
of Richmond (24 per 1,000 (Healthcare for London, 2007).
NHS London’s strategic health plan for London, identifies six areas in which
improvements need to be made in London’s health services (NHS London, 2010):

Growing poor health amongst the over 60s;

Poor public satisfaction with the NHS in London;

Substantial health inequalities (e.g. male life expectancy of 71 years in
Tottenham Green, Haringey, compared to 88 years in Queen’s Gate,
Kensington and Chelsea);

Over‐reliance on hospitals as opposed to primary or community care;

A need for more specialized care; and

The importance of London keeping up with and benefiting from health care
innovations made in other countries.
D. Potential climate change impacts



London’s Warming (London Climate Change Partnership, 2002) identifies the likely
impacts of climate change on London, including:

Extra sensitivity to temperature increases due to its urban heat island effect;

Vulnerability to significant damage from flooding unless current protection
levels are increased given the value of London’s assets and its location on a
floodplain;




Reduced water availability in what is already one of the driest capital cities in
the world; and
Exposure to impacts occurring elsewhere, due to the internationally linked
nature of London’s economy, as well as the potential for new opportunities.

E. Nature of local governance structures








The Mayor of London is directly elected and is responsible for the strategic
development of London, and holds the executive power of the Greater London
Authority (GLA). The London Assembly, made up of 25 directly elected members, is
responsible for scrutinizing the work of the Mayor and is supported by the GLA.
32 London Boroughs and the City Corporation of London lie within Greater London,
and are responsible for delivering a range of local services (GLA, n/d).
The City Charter between the London Mayor and the London Boroughs clarifies the
principles for the responsibilities and requirements of each party in different areas,
for example where boroughs must conform to the Mayor’s plans and where the role
of the Mayor is to complement the work of boroughs (Mayor of London and London
Councils , 2009, p.4).
According to Syrett, the Mayor’s role is fundamentally limited by ‘restricted Mayoral
competencies … complex governance arrangements … lack of finance and limited tax
raising powers’ (2006, p.306).
NHS London is the Strategic Health Authority (SHA) for London, providing ‘strategic
leadership for all of the NHS health services in the capital’ (NHS London, n/d).
F. Social housing








Housing affordability has worsened dramatically in London over the past 15 years.
The ratio of lower quartile house prices to lower quartile earnings has increased
from 4.0 in 1997 to over 9.0 in 2007 and 2008 (GLA, 2009b). The average household
income of first time buyers in London was £59,100 in early 2009. ‘Home ownership
in London is currently not a realistic option for those on low quartile earnings and
has become increasingly difficult for those on median incomes’ (GLA, 2009b, p.100).
The gap between social and private rents in also much greater in London than the
rest of the UK; an average of £100 compared to £50 elsewhere (GLA, 2009b).
While house prices and private rents have risen, the number of social housing
lettings made has decreased from 70,000 a year in 1998 to 40,000 in 2008, and
waiting lists have approximately doubled over the same period (GLA, 2009b).
Although London’s house prices fell 15% from their peak as a result of the economic
downturn, this did not change London’s affordability problem substantially (GLA,
2010).
Funding for affordable housing is provided by national government, through the
national housing and regeneration body, the Homes and Communities Agency, but



the Mayor of London has a role in relation to London, by setting strategies and
targets for the city which boroughs are required to either comply with or to
consider, depending on the nature of the strategies and targets set.
The current Mayor of London, Boris Johnson, has proposed a target for 33,380 new
market and affordable homes each year, and has negotiated individual targets with
each borough. Within this, the Mayor wishes to see expansion and innovation in the
provision of intermediate housing options (i.e. low cost home ownership products
such as shared equity and shared ownership), increased provision of family‐sized
social housing and mixed tenure communities (GLA, 2010).
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8. TORONTO – GREEN SPACES

A. Basic demographic and social data












From Statistics Canada, 2008:
The population of the City of Toronto is 2,503,281, an increase of 1% since 2001.
The two fastest growing five year age groups were 80‐84 and 55‐59 year olds. They
grew by 30% and 25%, respectively
Toronto’s population is 48% male and 52% female (1,205,370 men and 1,297,900
women). There are 93 men for every 100 women.
Women continue to outlive men. Women account for 58% of all persons ages 65 and
over and 61% of those aged 75+. At the same, there are more males under 20 than
females.
Seniors as a percentage of the total city population increased from 13.6% in 2001 to
14.1% in 2006. According to projections by City Planning, between now and 2031,
the number of seniors is expected to grow by 38%.
As a percent of the total population, pre‐school children (0‐4) decreased from 5.8%
in 2001 to 5.4% in 2006.
The life expectancy at birth for Toronto males was 78.1 years and for females was
83.0 years.
Toronto’s General Fertility Rate (GFR) declined by about 9% from 1990 to 1999.
(Toronto Health Status at a Glance, 2003)
Although Toronto’s low birthweight (LBW) rates have been improving since 1993,
they were consistently higher than Ontario during the 1990’s. In 1999, 1,602 or 5.3%
of singleton newborns to Toronto residents were LBW births. (Toronto Public Health,
2003)
B. Extent of social inequality and diversity



From Statistics Canada, 2008:













In 2005, median household income was $52,833, a drop of 4.7% compared to its
2000 level. Over the past 15 years, the median household income after adjusting
inflation declined by 10%
Median personal income for men was $28,800 and for women $21,153. From 2000‐
2005, inflation adjusted income for women and men declined by 4.4% and 9.4%,
respectively
Affordability continues to be a growing concern. In 2005, there were 208,300 renter
households paying more than 30% of their income for rent. This represents 46.6% of
Toronto renter households and 21.3% of total households in the city. The number of
renter households experiencing affordability issues increased by 5% since 2000.
Low‐income remains a problem. In 2005, there were 134,247 economic families and
165,156 persons in non‐family households with before‐tax income below Statistics
Canada’s Low Income Cut‐off (LICO). This reflects a low‐income rate of 20.6% for
families and 41% for non‐family persons.
In 2006, there were 31,910 Aboriginal persons living in the Greater Toronto Area.
From 2001 to 2006, the increase was 33.2%. This population has a lower median age
(31.7 years) than the non‐aboriginal (37.3 years), with a higher proportion of
children (16% vs 13.4%) and a lower proportion of seniors (4.6% vs 11.4%)
(release of Census)
The city of Toronto had 45% of the GTA’s population in 2006, but was home to 52%
of all GTA immigrants. At the same time, the city had 36% of all immigrants living in
Ontario. These numbers are down from previous years.
Despite the decline in the city’s share of new immigrants living in the GTA in recent
years, the city still received an average of 55,000 new immigrants annually between
2001 and 2006.
C. Major health priorities









From Toronto Public Health, 2003:
Seniors 65 years and older increased by 16% since 1991 and are projected to
increase by 21% by 2011. People who are eligible to retire have also increased
relative to the rest of the population. This is projected to increase dramatically in the
next 10 years.
Ageing population has major implications for the labour force, economy, social
services and heath care systems.
Results from the 2001 Canadian Community Health Survey indicate that the
proportion of Toronto residents with an acceptable weight was 52% among males
and 57% among females. For both sexes, the proportion of older adults (age 45 – 64)
with an acceptable weight was higher in 2001 than 1990. Among younger adults
(age 20 – 44), the proportion with acceptable weight was lower in 2001 than 1990.
Men die at a higher rate than women after accounting for differences in age.
Mortality rates for both sexes however, appear to be steadily declining. During the





last decade, mortality rates decreased by 19% for men and by 9% for women,
thereby narrowing the gap between male and female mortality.
Between 1990 and 1999, acute and chronic heart disease remained the leading
cause of death for both males and females. The other leading causes of death were
stroke, lung cancer, breast cancer (females only), prostate cancer (males only), and
pneumonia.
Cardiovascular disease (CVD) is the leading cause of death in Toronto. Many of its
risk factors are preventable or modifiable. In Toronto, the age standardized CVD
premature death rate (deaths occurring before the age of 75 years) for CVD was 76
per 100,000 per year among males and 35 per 100,000 per year among females.
D. Potential climate change impacts



Toronto will experience more frequent and severe weather as a result of climate
changes and that these changes will include higher temperatures, extreme heat,
heavy rainfalls, drought and the introduction of new and invasive species. (City of
Toronto online, n/d)
E. Nature of local governance structures





Toronto is a single‐tier municipality governed by a mayor‐council system. The Mayor
of Toronto is elected by direct popular vote to serve as the chief executive of the
city.
oronto's municipal government has 44 elected councillors (representing approx.
55,000 people each) who along with the mayor make up Toronto City Council.
Toronto elects a new local government every four years. (City of Toronto, n/d)
The 1998 restructuring of Toronto's municipal government has been one of the most
ambitious undertakings in North America. Seven large municipalities were
combined, municipal and provincial responsibilities revamped, and property tax
reformed. Only the governments of Canada, British Columbia, Alberta, Ontario and
Quebec govern larger populations than the City of Toronto. (City of Toronto, n/d)
F. Green Spaces






According to De Sousa, C., 2003:
With regard to green space, the City of Toronto has been described as a “city within
a park.” With more than 1500 parks (over 8000 ha), Toronto’s green space inventory
is extensive (City of Toronto, 1999).
Over 12% of Toronto’s urban area is comprised of green space managed by the City
of Toronto and the Toronto Region Conservation Authority, with 71% classified as
natural heritage land (valley lands, ravines, woodlots, trails along the waterfront)
Historically, Toronto’s green space planning and development activities gained
momentum back in 1954, when the city was ravaged by Hurricane Hazel. As a







consequence, the city started acquiring “flood lands” in an effort to protect its
residents from future natural disasters, in addition to enhancing recreational
opportunities and protecting the natural environment generally.
Project characteristics: Overall, the greening projects generated new 614 ha (1520
acres) of green space in Toronto. These ranged in size from just under 0.5 ha (1 acre)
to 471 ha (1164 acre). The median size of the projects was 2.7 ha (6.7 acres). Most of
the redevelopment projects involved former industrial lands; a few involved former
railway corridors and properties contaminated by previous landfilling and waste
disposal activities. Most of the larger greening projects involved the redevelopment
of sites that were near or within existing parklands (e.g. the waterfront, existing
parks, greenway corridors, etc.); the smaller ones, instead, involved the more
densely‐populated areas of the inner city.
The Toronto “greening experience” makes it obvious that the redevelopment of
brownfield sites constitutes a valuable opportunity for increasing green spaces in
urban areas and, thus, bringing about benefits such as soil quality improvement,
habitat creation, recreational opportunity enhancement, economic revitalization of
neighborhoods, and so on.
Such redevelopment, however, requires extensive public‐sector involvement and is
not inexpensive or easy to carry out. As the Toronto experience demonstrates, it
requires a concerted effort among people from various domains in the social
landscape of the city (from planners to community representatives). The obvious
implications that the Toronto experience holds for similar jurisdictions in North
America can be listed as follows:
• The involvement of communities in the whole redevelopment process is crucial, in
both the short and long term.
• Green space and brownfield inventories need to be established and used in
tandem to identify where greening opportunities exist.
• Potential funding sources must be identified and/or created through the
involvement of public and private interest groups.
• Municipal departments involved in the administration of parklands should be
consulted and involved directly in all greening projects.
• Greening projects should be encouraged because they tend to revitalize “blighted”
neighborhoods, with an eye toward enhancing their economic and social appeal.
• An appropriate risk assessment method that integrates elements of landscape
design with available site remediation technology should be used, since this will
enhance the feasibility of greening projects.
• Greening projects present greater challenges than other forms of redevelopment
in justifying end‐use and project funding, but are more easily accepted by affected
communities.
• Funding for all stages of the conversion process, as well as for long‐term
maintenance of the green spaces, must be actively sought from both the private and
public sectors.

References

De Sousa, Christopher A., 2003, “Turning brownfields into green space in the City of Toronto”,
Landscape and Urban Planning, 62, pp 181–198

Statistics Canada, 2008, “Census 2006”, first accessed online on 8 May 2010 at
http://www.toronto.ca/demographics/reports.htm (several documents)
Toronto Public Health, 2003, “Toronto Health Status at a Glance 2003”, first accessed
online on 8 May 2010 at http://www.toronto.ca/health/hsi/pdf/hsi_aag.pdf
City of Toronto, n/d, “Climate change adaptation expert meeting”, first accessed online
on 22 May 2010 at http://www.toronto.ca/teo/adaptation_experts.htm

9. POLAND ‐ Land contamination and the associated pollution risks.
















Poland has a population of around
38.1 million people ‐ Polish 97.6%,
German 1.3%, Ukrainian 0.6%,
Byelorussian 0.5% (Concise Statistical
Yearbook of Poland – 2009)
In 2009, Poland’s population gross
density was around 122 inhabitants
per km2 (Concise Statistical Yearbook
of Poland – 2009)
Area: 312,685 sq. km (120,728 sq. mi)
Religion(s): Roman Catholic (95%),
Eastern Orthodox, Protestant, and
Other (1.5%)(Concise Statistical
Yearbook of Poland – 2009)
The capital Warsaw (population
1,706,624) is the financial and
commercial centre.
Other major cities in Poland are
Krakow (756,336), Lodz (753,192),
Wroclaw (635,280), Poznan (567,882)
Gdansk, Bialystok, Poznan and
Katowice (World Urban Area, 2010)
Urban population represents 61.1 %
of total population.
Life expectancy at birth:75 years on average: 79 years if female and 70 years if male
In 2003, the infant mortality rate was 7.0 per 1000 live births (higher than the
average rate for EU countries that is 4.9 per 1000live births in 2003).
Total fertility rates fell from 2.33 in 1980–1985 to 1.26 per 1000 live births.(Health
Systems and Policies European, 2005)
The number of births has fallen below that of deaths, resulting in negative natural
population growth, as in many other EU countries The proportion of people over
the age of 65 (12.9% of the population in 2003) is projected to increase to 37.9% of
the population by 2025(Health Systems and Policies European, 2005)

B. Extent of social inequality and diversity


The latest available estimate Gini index for Poland is for 2002, at 34.1 (World Bank,
2005)(A Gini index of 0 represents perfect equality, while an index of 100 implies
perfect inequality)









In 2002, 17% of the population in Poland lived in relative poverty – that is, below the
risk‐ofpoverty threshold set at 60% of the national median equivalent disposable
income (after social redistribution). That same year, across the nine Eur‐B+C
countries with data, 16% of the population, on average, lived in relative poverty;
across the 17 Eur‐A countries with comparable data, an average of
14% of the people lived in relative poverty in 2001 (Eurostat, 2005) 2% of the
population reported they were living on US$ 2.15 or less per day (World Bank, 2005)
GDP: €373.9bn and GDP per head: €9,790
Major Industries: Machine building, iron and steel, coal mining, chemicals,
shipbuilding, food processing, glass, beverages, textiles
Unemployment: 9.3% (August 2008) Unemployment has fallen significantly, but the
labour market remains one of the key challenges for the Government
Annual Growth: 6.6% (2007) Poland became the first of the central European
countries to overthrow communist rule in 1989. In 1989 it was on the verge of
economic collapse, weighed down by massive foreign debt. Today, it is one of the
fastest growing economies in Europe

C. Major health priorities










The burden of disease: Cardiovascular diseases and neuropsychiatric conditions
account for the highest burden of disease among both males and females. (WHO,
2006)
Tobacco and alcohol place the greatest burden of disease on Poland’s male
population, and high blood pressure and tobacco place the greatest burden of
disease on females (WHO, 2006)
Ischaemic heart disease is the single biggest killer in Poland, and it caused 14% of all
deaths in 2002 (WHO, 2006)
Poland has a mixed system for public and private health care financing. Social
health insurance contributions represent the major public source of health care
financing. Health insurance contributions are mandatory at a rate, in 2005, of 8.5%
of its base, which corresponds for most people to taxable income. (WHO, 2006)
The National Health Fund with its regional branches administers the social health
insurance scheme, following the demise in 2003 of a decentralized system of 17
sickness funds, after just four years of existence. (WHO, 2006)
Private health expenditure accounted for 27.5% of total health care expenditure in
2002. Around 60% of all out‐of‐pocket spending was on drugs and medical devices.
(WHO, 2006)
The health care system in Poland is in deep crisis for many reasons. The system is
also rife with corruption. (Electronic Journal, Lib‐com, June 24, 2007)
The amount of the GNP spent on health care is on the bottom of the list of OECD
countries and is kept low as a policy of forcing the system into the ground as a way
to introduce privatization. (Electronic Journal, Lib‐com, June 24, 2007)




Salaries for doctors and nurses are notoriously low. There are no standard salaries,
and they earn about half of the national average wage, often around 250‐300 euros
a month. (Electronic Journal, Lib‐com, June 24, 2007)
The health care system is the victim of a brain drain with many of Poland’s
professionals having gone abroad in search of a better living. (Electronic Journal, Lib‐
com, June 24, 2007)

D. Potential climate change impacts










Poland's environmental situation has improved since the ouster of its communist
regime, which has been accompanied by decreased emphasis on heavy industry and
increased government awareness of environmental issues. (Environment ‐ Poland ‐
problem, average, issues, area, farming)
Pollution of the air, water, and land were the most significant environmental
problem facing Poland in the 1990s. Air pollution results from hazardous
concentrations of airborne dust and chemicals including carbon dioxide, nitrogen
compounds, fluorine, formaldehyde, ammonia, lead, and cadmium. (Environment ‐
Poland ‐ problem, average, issues, area, farming)
As of the mid‐1990s, 75% of Poland's forests have been damaged by airborne
contaminants and acid rain. (Environment ‐ Poland ‐ problem, average, issues, area,
farming)
In 1992 Poland had the world's 12th highest level of industrial carbon dioxide
emissions, which totaled 341.8 million metric tons, a per capita level of 8.9 metric
tons. In 1996, the total rose to 356 million metric tons. Industry‐related pollution
affects particularly the Katowice region, where dust and sulfur dioxide emissions
exceed acceptable levels. (Environment ‐ Poland ‐ problem, average, issues, area,
farming)
Water pollution in the Baltic Sea is 10 times higher than ocean water. Poland has 55
cu km of renewable water. Two percent is used to support farming and 64% is for
industrial purposes. (Environment ‐ Poland ‐ problem, average, issues, area, farming)
Poland's cities generate on average 5.7 million tons of solid waste per year.

Nature of local governance structures




Government: Bicameral parliamentary democracy
The parliament has a lower house (Sejm) and an upper house (Senat).
The President of the Republic of Poland is elected in a general election for a 5‐year
term. This can be extended for another 5 years. The President appoints the Prime
Minister with consent of the Sejm. The cabinet consists of the Council of Ministers,
who are proposed by the Prime Minister, appointed by the President, and approved
by the Sejm. The President has a veto over any legislative proposal or action which







can be re‐passed by a three‐fifths majority vote in the presence of at least half of the
statutory number of members of parliament.
Administrative: Poland is divided in 16 provinces or Voivodeships (wojewodztwa).
There are now 2489 gminas which cover, on average, a population of 2400, but their
size varies considerably, an intermediate fourth level, the powiat (county). Each of
the 308 powiats covers several gminas. (OECD, 2003)
The territorial self‐government administration is exercised by gmina offices, urban,
rural and urban‐rural, and self‐government regional councils elected every four
years. The activities of territorial self‐governments are financed partly from local
budgets and partly from the central budget. (OECD, 2003)
Poland is a member of the United Nations, the Council of Europe and the
Organisation for Economic Co‐operation and Development, the Central In March
1999, Poland became a full member of the North Atlantic Treaty Organisation
(NATO). On 16 April 2003, Poland signed the Accession Treaty in Athens, which
forms the legal basis for Poland’s European Union membership. Since 1 May 2004,
Poland has been a full member of the EU.

F. Land Pollution


Poland is part of The "Black Triangle," where Germany and the Czech Republic
come together. This is one of Europe's most heavily industrialized regions it is also
one of the most heavily polluted areas on the continent. The pollution source is
primarily lignite, a soft brown coal mined locally. (Manczyk, 2010)

Location of Main Sources of Pollution in Black
Triangle. Most of the major polluters are electric
power plants found within 150 km radius from
the center of the region.
Black Triangle electric power plants, like this
one in Turow, Poland, burn lignite coal — the
primary cause of the region's air pollution.

















Although there are no official statistics on land contamination in Poland, it is
estimated that there are 8600 km2, of contaminated closed industrial sites, of
which 20% are highly contaminated. In addition, over 700 km2 of agricultural forest
land has been identified as contaminated through application of waste as fertilizer.,
waste dumping, former Soviet military installations or nearby industrial
activity.(OECD – Environmental performance reviews: Poland, 2003, Vol. 9, p.84)
The most polluted region in Poland ‐ we call it "the area of the ecological disaster" ‐
is the Upper Silesia and Kraków region. It covers only 3% of the whole surface of
Poland but it deals with 50% of all gas emissions and 40% of all dust emission. This
area is inhabited by 4.5 mln people ‐ 12.5% of the whole population. It is a very
industrial area, and the numbers make it evident; (The State of Environment)
The most serious situation can be found in the areas of ecological disaster: Gdańsk,
Police, Płock, Głogów ‐ Legnica, Upper Silesia and Kraków ‐ Nowa Huta. Besides
Silesia and Kraków there are 25 areas under ecological threat. All of them cover 10%
of the whole surface and are inhabited by 12 mln people (1/3 of the whole
population). In these 27 special areas exist 77% of dust emissions and 80% of gas
emissions. (The State of Environment)
In 1992 Poland had the world's 12th highest level of industrial carbon dioxide
emissions, which totaled 341.8 million metric tons, a per capita level of 8.9 metric
tons. In 1996, the total rose to 356 million metric tons.(Environment ‐ Poland ‐
problem, average, issues, area, farming)
Contamination of land with heavy metals has been identified in some areas of the
due primarily to past and present industrial activity. There are three main sources of
heavy metals in the soils: smelting operations, airborne dispersion of material from
uncovered waste tips versus flue gas particulate dispersion, and mine waste
surrounding small‐scale historical mine (Verner, 1999)
The Katowice Voivodeship has been regarded as one of the most ecologically
damaged areas in Europe. The average human life expectancy is one year shorter
than in other parts of Poland with a particularly high death rate in the 30 to 59 age
group. Infant mortality is also higher than the national average and birth defects
occur in 60% more cases than in Poland as a whole. (Rawluk, 1991)
Most of Poland's industry is concentrated in the Katowice District, including 14
steelworks and smelters, 2 non‐ferrous metal works, 2 non‐ferrous metal ore mines,
55 coal mines and 23 power plants, About 50% of the national steel production, 98%
of coal and 100% of zinc‐lead ore output are localized within this district. About
4000 of the plants operating in the district have been classified. (Rawluk, 1991)
The major factors affecting the quality of soils in the Katowice District are change of
soil pH and accumulation of trace elements, particularly metals. So far, about 70% of
the arable soils in the district have been investigated, with determination of pH
value and content of cadmium, lead, zinc, chromium, nickel and copper in average
samples taken from each 10‐15 ha. (Rawluk, 1991)
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In areas with a long tradition of industrial activity, localized soil pollution may
appear, resulting, for example, from former waste dumping or municipal landfills.
Liability for contaminated land in Poland is regulated by the Environmental
Protection Act (2001). Holders of land, which before that date has been
contaminated by third parties, were obliged to report this to relevant authorities by
June 30, 2004. As a rule, the obligation to clean up contaminated land is vested in
"the holder of the land," which is a person or an entity specified in the survey map
(similar to a land ownership register). The holder of the contaminated land is obliged
to carry out reclamation. Strict liability of the holder of the land will apply to “past
contamination” existing on the land prior to acquisition by the holder.
For“new contamination” the obligation to clean up will be conferred on that entity
as the actual polluter. (OECD, 2003)
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10. CAIRO ‐ Built environment intervention is on waste collection and management
and the associated pollution risks.
A. Basic demographic and social data













The Greater Cairo Region (GCR) with a population approaching 20 million is a
vast agglomeration that comprises the urbanized area of the Governorates of
Cairo, Giza, Qalyobiya, Helwan, Sixth October and the eight new urban
communities that surround.
Cairo is one of the world's most densely populated cities, around 30 000
persons/per km2, with one of the lowest provisions of road space per capita and
dramatic growth in the number of private vehicles. (World Urban Area, March
2010)
The number of people living in slums decreased by almost 2.5 million from 1990
to 2001 and slum households as a percentage of urban households declined
from 57.5 percent to 39.9 percent. Progress on slum upgrading is even more
marked in the main cities of Cairo, as the percent of the population living in
slums decreased from 37.9 in 1992 to 13.7 in 2005. (World Urban Area, March
2010)
Cairo has the largest youth generation in world history ‐ some 1.5 billion young
people who are now of reproductive age The population pyramid has a wide
base with children aged under 15 representing 37% of the population, reflecting
relatively high fertility in recent years. (WHO, 2006)
Cairo has high literacy rates of approximately 91% among the 15‐24 age group
(UNDP, 2008)
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The average age of the population has risen, with a life expectancy from birth of
65.5 years for males in 1996 to 69.2 years in 2006. It is higher for women than
for men (69.2 and 73.6 years, respectively).(WHO, 2006)

B. Extent of social inequality and diversity






Inequities are evident across many dimensions, in terms of income levels,
gender, geographical distribution (rural and urban, and by governorate levels),
and health outcomes. (UNDP, 2008)
The economy has witnessed a turnaround in growth performance following a
period of economic slow‐down that started in 1986. (UNDP, 2008)
Real GDP grew annually at an average of 3.8% during 1993–1996 and at an
average of 6% during 1996–1998. (UNDP, 2008)
Inflation has been brought down from a peak of 21% in 1992 to 7% in 1996 and
3.6% by 2000 (UNDP, 2000).
The budget deficit rose to an estimated 8% of GDP in 2004 compared to 6.1% of
GDP the previous year, in part as a result of these reforms. Egypt is a lower‐
middle‐income country with a per capita gross national product that doubled
between the years 1993 and 1999, from US $600 to $1200 (DHS, 2000).

C. Major health priorities








The health financing system in Egypt today manifests significant systemic
inefficiencies and inequities that severely limit the effectiveness of the health
system as a whole. Any attempts to expand the scope of services or increase the
revenues and expenditures on health care without first addressing these
systemic bottlenecks in the health financing system will result in further
exacerbating the inefficiencies and inequities in the system. (WHO, 2006)
The coverage of the population with the National Health Insurance scheme is
increasing through the addition of new population groups under the umbrella of
social health insurance, for example school children and newborn children. In
the year 1980, the coverage was 4% of the total population, and it doubled in
1990. In the year 1995, it reached 36% and increased over the last ten years to
45%. (UNDP, 2008)
In the health private sector, there is also a number of Private Voluntary
Organizations (PVOs) providing care through polyclinics and small hospitals,
which usually are affiliated with charitable or religious organizations. (WHO,
2006)
PVO health services are increasingly localized in the larger provincial cities,
particularly those governorate capitals with medical universities and teaching
hospitals. Those in metropolitan Cairo are known for their quality medical care,
thriving on low‐cost services that are readily accessible to low‐income
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households, These are mostly manned by senior to middle level university
medical staff. Village PVO clinicsare scarce and are least likely to be sustainable.
(WHO, 2006)
Out of the various PVOs, the mosque clinics operated by Muslim social agencies
have become the stereotype of non‐profit organizations that are perceived to be
popular and successful providers of ambulatory health care in Egypt. (WHO,
2006)
While public expenditure on health in terms of budget share appears to be low
in Egypt, overall spending at 3.7% of GDP is also low, when compared to other
comparable income countries. The Ministry of Health and Population (MOHP)
budget, as part of the entire Government budget, increased from 2.2% in
1995/1996 to 3.3% in 2000/2001 and the MOHP expenditure per capita
increased from LE26.8 in 1996 to LE56.7 in 2001. (WHO, 2006)

D. Potential climate change impacts











Cairo is a rapidly expanding city, which has led to many environmental
problems.
The air pollution in Cairo is a matter of serious concern. Greater Cairo's volatile
aromatic hydrocarbon levels are higher than many other similar cities. Air quality
measurements in Cairo have also been recording dangerous levels of lead,
carbon dioxide, sulphur dioxide, and suspended particulate matter
concentrations due to decades of unregulated vehicle emissions, urban industrial
operations, and chaff and trash burning. (Khoder, 2007)
The city suffers from water pollution as the sewer system tends to fail and
overflow. On occasion, sewage has escaped onto the streets to create a health
hazard. The city also suffers from a high level of land pollution. (State of African
Cities)
The dangerously high levels of mercury in the city’s water system have global
health officials concerned over related health risks. (State of African Cities)
Cairo has become famous for its traffic congestion, noise and pollution.
Between 1971 and 1998 car ownership per household increased by 220 percent,
the number of trips taken jumped 213 percent, and the mode share for cars and
taxis doubled from 13 percent to 26 percent. It is estimated that 10,000 to
25,000 people a year in Cairo die due to air pollution‐related diseases. Lead has
been shown to cause harm to the central nervous system and neurotoxicity
particularly in children.(Global report on Human Settlement, 2009)
In Cairo, in 2005, 19 percent of slum households respectively disposed of their
trash in empty lots or in the street compared to less than three percent of non‐
slum households. (State of African Cities)
In Cairo access to safe water is practically universal in urban areas and more
than 98 percent of households had piped water in 2005. (State of African Cities)
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There are over 2,000,000 cars on the streets of Cairo, 60% of which are over 10
years old, and therefore lack modern emission cutting features like catalytic
converters. (Khoder, 2007)
Cairo has a very poor dispersion factor because of lack of rain and its layout of
tall buildings and narrow streets, which create a bowl effect. (Khoder, 2007)
A mysterious black cloud appears over Cairo every fall and causes serious
respiratory diseases and eye irritations for the city's citizens. Tourists who are
not familiar with such high levels of pollution must take extra care.(Local
newspaper)

E. Nature of local governance structures





The city's municipal government consists of a governor, who is appointed by the
president of Egypt, and a council called the Popular Assembly, which includes
both appointed and elected members. Only the elected members can vote.
In Cairo civil society organizations are also considered non‐political bodies. This
has given rise to friction with the state authorities when organizations or non‐
registered movements appear to be crossing the red line between promoting
civil reform and supporting interests that are deemed political. Additionally, the
authorities retain varying degrees of direct or indirect control over certain
groups, notably syndicates, or community development associations. (UNDP,
2008)
In Cairo, civil society organizations are concentrated among the educated and
more prosperous elite (UNDP, 2008)

F. Built environment intervention is on waste collection and management and the
associated pollution risks.




In Cairo, annual municipal solid waste generated per capita is higher than the
national average at 237 kilograms compared to 201. The majority of this waste is
organic. (Global report on Human Settlement, 2009)
Cairo produces 10,000 tons of waste material each day, 4,000 tons of which is
not collected or managed. This once again is a huge health hazard and the
Egyptian Government is looking for ways to combat this.
According to the official development strategy, the privatization of solid waste
services is fundamental to overall government plans for the rehabilitation of
areas of historical Cairo. But the objectives of the rehabilitation plans tend to
favour business interests while threatening the interests of the local population.
settlement at Muqattam, established in 1970.
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There are two organizations involved in the management of waste: The
Association for the Protection of the Environment (A.P.E) and Zabaleen
Environmental Development Programme (ZEDP)
o The Association for the Protection of the Environment, , is a private
voluntary organization whose aim is to combine effective waste
management and recycling technology with improvements in the
standard of living of garbage collectors and their communities. Its
headquarters is in the Torah area of Cairo, Egypt. It has branches and
committees in other areas and regions such as Mokkattam where it first
started its activities in 1984 and Khatamiya where the center for
developed recycling is currently operating.
o In 1981, the Muqattam settlement became the focus of a World‐Bank
funded upgrading programme, the Zabaleen Environmental
Development Programme (ZEDP). ZEDP, which was coordinated by the
local NGO, Environmental Quality International (EQI), It was estimated
that, in 1997, the Zabaleen informally handled one‐third of the garbage
of Cairo’s 14 million people, mainly that from poorer districts. The
Zabaleen collected up to 3,000 tonnes of garbage every day,with 85 per
cent being recycled directly through micro‐enterprises that generated
jobs and incomes for the local community. (Hopkins, Nicholas and
Mehanna, 1997)



Zabaleen’s Story








“They have created what is probably one of the world’s best, most
efficient resource recovery and waste recycling systems.” (Wael
Salah, 2005)

ABOUT 100 YEARS ago, a group of migrants from the Dakhla oasis in the western
Egyptian desert settled in downtown Cairo. This group, known as the Wahiya,
assumed responsibility for the collection and disposal of Cairo’s household
waste.
Working under contract, the Wahiya paid owners an initial sum, then collected
monthly fees from the tenants whose waste they collected. In the 1930s and
1940s, the Wahiya began to collaborate with another group of migrants, the
Zabaleen, who had come to Cairo in search of work. Prompted by economic
hardship, these landless farm workers from El Badary district in Assiut (a rural
region in southern Egypt) purchased waste for use as pig fodder.(Neamatalla,
1998)
A 1989 agreement between the Wahiya and the Zabaleen resulted in the
establishment of a new mechanized waste collection company, the EPC, or
Environmental Protection Company. (Volpi, 1996),
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In Cairo, there are sixty to seventy thousand Zabbaleen. Most live in and around
the garbage City area. And most of the community is Coptic Christian.The
Zabbaleen moved to Cairo in the 1950s. Before living in Cairo many of them
farmed and raised animals in country areas. When they moved to Cairo there
was not much need for their farming skills. However, these immigrants did find
work in garbage. And since that time, the Zabbaleen have used the same method
to manage waste. (Wael Salah, 2005)
In the 1970s, Sister Emmanuelle, a French nun, visited the Zabbaleen
communities . She recognized a need to improve the living conditions of the
Zabbaleen. She also recognized the importance of what the Zabbaleen did for
the people of Cairo and the environment. For twenty years, Sister Emmanuelle
lived among the Zabbaleen. During that time, she started an organization called
the Association for the Protection of the Environment or APE. (Wael Salah, 2005)
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