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. · FOREWORD . ,:• ~ 

T he tremendous expansion of cities, especially in developing countries, is 

transforming social dynamics throughout the world . But while it brings daunting 

challenges, it also brings unprecedented opportunities. This year's edition of The State of 

World Population report from the United Nations Population Fund examines the causes of 

urban growth and the implications of expanding urbanization. 

Within 10 years hall the world's people will live in urban areas. Fuelled both by natural 

population increase and by migration from rural areas, rapid urban growth will continue 

well into the next century. Much of it will occur in the world's poorest countries. 

This transformation will create new possibilities for economic and social progress, but will 

also vastly increase the difficulties cities already lace in providing adequate infrastructure, 

housing, employment and social services. To be sustainable, development should be better 

balanced between rural and urban areas, and among small, medium-sized and large cities. 

In line with a human-centred approach to development, this report focuses on the 

conditions of life in the cities, particularly the dimensions of urban poverty. It notes that 

the viability of cities will depend on their capacity to address people's needs by providing 

more effective investments in health and education. It calls for community participation in 

urban development, and emphasizes that women must be lull partners. It stresses that one 

key aspect of empowering women is ensuring their rights to reproductive health and 

choice in family size. 

This approach reflects a consensus about development priorities and human rights that has 

emerged from the recent cycle of global conferences. I expect the HABITAT II conference on 

the urban future to advance still further the understanding that social development and 

gender equality must be at the centre of overall development efforts . It is my hope that this 

report will contribute to that process. 

Boutros Boutros-Ghali 

Secretary-General of the United Nations 

29 May 1996 
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INTRODUCTION: THE URBAN POTENTIAL 

ENHANCED iNVESTMENTS IN SOCIAL 

DEVELOPMENT WILL BE THE KEY TO THE 

SUCCESS OF THE URBAN FUTURE AND 

THUS THE FUTURE OF DEVELOPMENT 

ITSELF IN THE 21 ST CENTURY. 

!fl POPULATION GROWTH 

ft REMAINS HIGH 

. TT World population in_ mld-1996 

is 5.8 billion. Although rates of growth have 

fallen and w il l continue to fall, our numbers 

are increasing by more than 86 million persons 

annually. According to United. Nations projec

tions, annual increments are likely to remain 

above 86 millicn until the year 2015. While \t 

took 123 years for world population to 

increase from 1 billion to 2 billion, succeeding 

bil lions took 33 years, 14 years and 13 years. 

The next bill ion is expected to take only 11 

years and t o be completed by 1998. World 

population will pass 6 billion in 1998. 

During the remaining years of this critical 

decade, the world's nations by their actions or 

inactions will choose their demographic 

future. Looking ahead 20 years, United 

Nations population projections range from a 

low of 7.10 bil lion people in 2015 to a high of 

7.83 billion. The difference of 720 million 

people in the short span of 20 years is nearly 

equivalent to the current population of Africa. 

Further into the f uture, the projections 

diverge even further. By the year 2050, the 

United Nations low projection shows a world 

population of 7.9 billion people, and the high 

projection a population of 11.9 billion people. 

I nan already largely urban world the 

growth of cities will be the single 

largest influence on development in 

the first half of the 21st century. Urban 

population is 2.6 billion, 1. 7 billion in 

developing countries. Urban popula-

dynamos. Rural populations will be 

more involved in meeting urban needs, 

responding to urban priorities and capi

talizing on the opportunities the cities 

present. To a great extent in their daily 

lives, in their expectations of life, in 

tion is growing faster than world popu- their social organization and in their 

lation as a whole. Some cities are expe- value systems they will become urban-

riencing the fastest rates of population ized themselves. 

growth ever seen. Within ten years, One of the features of this process 

more than half the people in the world will be increasing mobility. Migration 

will be living in cities, 3.3 billion of the accounts for some 40 per cent of urban 

6.59 billion total. ' increase. Migrants learn quickly and 

Nearly all the urban population transfer the habits and values of their 

increase will be in today's developing hosts to their own societies. Although 

countries. They will account for 92.9 the volume of international migration is 

per cent of a 2.06 billion increase in the insignificant by comparison with inter-

global urban population between 1970 nal movement, its effects are profound. 

and 2020. Two out of three urban dwell- International migrants have an impact 

ers live in developing regions; by 2015 it on their adopted society out of propor-

will be more than three out of four; by tion to their actual numbers. 

2025, nearly four out of five. Much of The urban future carries many risks 

this growth will come in the world's for the physical environment and natu-

poorest countries, and many of the new ral resources, for social cohesion and 

urban dwellers, particularly women for Individual rights but it also offers 

and their children , will be among the vast opportunities. The experience of 

poorest people in the world. large cities as concentrations of human 

A higher proportion of the world's creativity and the highest forms of 

people live in the biggest cities. There social organization suggests that the 

were 83 cities or city systems with popu- future will open new avenues for 

lations of more than 1 million in 1950, human development. Cities provide 

34 of them in developing countries. capital, labour and markets for entre-

Today there are over 280 and this num

ber is expected to almost double by 

2015. All the new million-cities and 11 of 

the world's 15 biggest cities are in 

developing countries. In 1950, only the 

biggest city in the world (New York) 

had more than 10 million people; today 

14 of the biggest have more than 10 mil

lion and Tokyo, the largest, has 26.5 

million. 

People Jiving in rural areas will be 

increasingly affected by the urban 

preneurs and innovators at all levels of 

economic activity. Cities already 

account for 60 to 80 per cent of the 

gross national product of many devel

oping countries. 

Cities also speed social transfonna

tion. Indicators of health, literacy and 

social mobility are all hlgher in urban 

areas. Among these the key indicators 

of movement towards the equality and 

autonomy of women, such as closing 

the gender gap in education, access to 
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reproductive health services including 

family planning and sexual health, and 

fairly-paid waged employment are also 

higher. 

The challenge of the urban future will 

be to sustain progress in social devel

opment in the face of unprecedented 

pressure. The assumption that urban 

growth will power development has 

held in many countries in Asia and 

some in Latin America. But even as 

urban-based economies grow, they are 

in danger of being overwhelmed by the 

sheer numbers of the poor and the dis• 

possessed. 

Poverty has not risen in step with 

population growth: in a number of 

countries in Asia the numbers of the 

poor have actually declined since the 

mid-1980s. But overall, the absolute 

number of the urban poor is still 

increasing. There are now an estimated 

600 million people in urban areas in 

developing regions who cannot meet 

their basic needs for shelter, water and 

health from their own resources. Half 

the populations of cities in some of the 

world's poorest countries are living 

below official poverty levels. Poverty 

will present itself increasingly as an 

urban problem. 

The new urban masses' success in 

finding livelihoods will determine the 

viability of cities and nations. It is not 

only a matter of creating employment 

opportunities: in the long term it will 

require larger and more effective social 

investments: in health, especially for 

reducing infant and maternal mortality; 

improving reproductive health, promot

ing family planning and sexual health, 

and controlling the spread of infectious 

diseases; in education, especially for 

girls and women; and in promoting 

autonomy and equality for women by 

these and other means. Releasing the 

potential of the female half of the urban 

population will be one of the keys to 

both social cohesion and economic 

progress. 

The demands of the urban future will 

test the pledges made by the world's 

governments at the series of global con• 

ferences on social development which 

started in 1992 and conclude in June 

1996 with the International Conference 

on Human Settlements (HABITAT II) in 

Istanbul. Meeting their universally 

agreed goals is vital for the future of cit

ies and for all prospects for human 

development. 

Among the most specific goals are 

those of the International Conference 

on Population and Development (ICPD) 

held in Cairo in 1994. The !CPD goals of 

providing universal primary health care 

including reproductive health care, 

family planning and sexual health by 

2015, closing the gender gap in educa• 

lion and providing education for all by 

2015, and ensuring equality and auton

omy for women are essential for dy

namic urban growth. 

Reproductive health care includes 

both younger and older women as well 

as those of child-bearing age, and men 

as well as women. The services offered 

must include prenatal and postnatal 

care, consultations and referrals for 

complications, and trained attendants 

in childbirth, in addition to family plan• 

ning and sexual health care. Reproduc

tive health care also provides protec

tion and screening against sexually 

transmitted diseases including HN/ 

AIDS, teaches responsible sexual 

behaviour and the elimination of harm· 

ful practices such as female genital 

mutilation. These services more 

likely to be available in urba; ::ian in 

rural settings; they are likely i . • be of 

higher quality, and urban dwr '1 , rs are 

more likely to take advantage ,.: them. 

The challenge is to improve the;- range 

as well as their quality and hi intain 

these in the face of mounting , ,,.,mand 

and pressure on resources. 

Education, particularly the eel! cation 

of girls and women, is one of tlc keys 

to social and economic develc; ,ment. 

Research has shown that the education 

of girls and women is a powerfui ally in 

the eradication of poverty. Educated 

women are better able to care for their 

own health and that of their families. 

Educated women marry later, have 

their first child later, and have fewer 

and healthier children. They are in a 

better position to secure employment 

and command higher rewards for their 

work. Women with families are very 

likely to use additional income on bet· 

ter food, health and education for their 

families, thus generating further invest· 

ment in economic and social develop

ment. 

Cities historically present fewer 

obstacles to women's education and 

tend to be less bound by traditions that 

work against women's interests. Com

pared with rural areas they have higher 

enrolment ratios and more schools 

offering all grades. The challenge will 

be to open urban schools to the 

children of shanty towns and informal 

settlements on the outskirts of every 

city in the developing world, while 

maintaining the advantages of educa• 

tion for girls. 

Equally important for the urban 

future is the !CPD goal of empower• 

ment: equality and autonomy for 
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women. Women need to have decision

making power in their own lives and to 

participate in community and govern

mental institutions. They need to be 

able to make their own decisions con

cerning marriage and child-bearing, 

employment outside the home and the 

disposition of their income. Women 

heads of household are becoming an 

important factor in the urban commu

nity. Today, their families are much 

more likely to be poor. A viable future 

requires that they have the means to 

QUANTITATIVE GOALS 

OFTHEICPD 

The ICPD Programme of 

Action sets out 20-year goals in three related are

as: expanding the availability of education,. par

ticularly for girls; reducing mortality . rates; and 

increasing access to quality reproductive health 

services, including family planning . 

Education 

All countries should strive to ensure complete 

access to and achievement of primary education 

by both girls and boys as soon as possible and 

before 2015. The goal of universal access by the 

year 2000 was agreed at the 1990 World Confer

ence· on Education for All, held at Jomtien in 

Thailand. 

In view of education's importance in improving 

women's status, countries are urged to ensure the 

widest and earliest possible access by_ girls and 

women to secondary and higher education, voca

tional education and technical training; and to 

improve the quality and relevance of that educa

tion. [para. 4.18) 

With a view to closing the gender gap in primary 

and secondary education by 2005, countries 

should take affirmative steps to keep girls and 

adolescents in school by building more commu

nity schools, training teachers to be more gender 

sensitive, providing scholarships and other incen

tives and by sensitizing parents to the value of 

educating girls. Also, pregnant adolescents 

escape from poverty. It is no accident 

that women in industrialized countries 

and the more successful developing 

countries enjoy relatively higher levels 

of autonomy and equality, including 

access to health care and education. 

Finally, reducing the pressure of num

bers and progress towards the !CPD 

goal of stabilizing world population 

growth will be essential for a successful 

transition to an urban world. 

A key element for success in this aim 

will be to meet rapidly growing demand 

should be enabled to continue their schooling. 

[para. 11.8] 

Mortality Reduction 

Specific infant and child mortality-reduction goals 

aim to reduce the gap between developed and 

developing countries as soon as possible: 

- Countries should strive to reduce infant and 

under-5 mortality rates by one third, or to 50 and 

70 per 1,000 live births, respectively, whichever is 

less, by the year 2000. [para 8.13] 

- By 2005, countries with intermediate mortality 

levels should aim to achieve an infant mortality 

rate below SO deaths per 1,000 and an under-5 

mortality rate below 60 deaths per 1,000 births. 

- By 2015 all countries should aim to achieve an 

infant mortality rate below 35 per 1,000 live 

births and an under-5 mortality rate below 45 per 

1,000. 

- Countries achieving these levels earlier should 

strive to lower them further. [para. 8.16] 

- Maternal mortality should be reduced by one 

half of the 1990 levels by the year 2000, and a 

further one half by 2015: 

- Countries with intermediate mortality levels 

should aim to achieve a maternal mortality rate 

below 100 per 100,000 live births by 2005 and 

below 60 per 100,000 live births by 2015. 

- Countries with the highest levels of mortality 

should aim to achieve a maternal mortality rate 

below 125 per 100,000 live births by 2005 and 

below 75 per 100,000 live births by 2015. 

for social investment. Though the mar

ket will meet some of this demand, 

ensuring that all needs are met must 

remain a responsibility of government 

as part of its monitoring of planning 

and policy. 

Increasing urbanization has the 

potential for improving human life or 

increasing human misery. The cities 

can provide opportunities or frustrate 

their attainment; promote health or 

cause disease; empower people to 

realize their needs and desires or 

- All countries should reduce maternal mor

bidity and mortality to levels where they no 

longer constitute a public health problem. 

[para. 8.21 I 

Reproductive Health and Family Planning 

Recognizing the importance of reproductive 

health care for human health and well-being, 

the ICPD urged countries to make such care 

accessible through the primary health care 

system to all individuals of appropriate ages as 

soon as possible and no later than 2015. 

[para. 7.6) In addition, it urged countries to act 

to meet their populations' family planning 

needs as soon as possible and to seek to provide 

universal access to a full range of safe and 

reliable family planning methods within repro

ductive health services in accord with their laws 

and practices by 2015. 

The aim should be to assist couples and individu

als to achieve their reproductive goals and enable 

them to exercise the right to have children by 

choice. [para. 7.16) Public. private and non

governmental family-planning organizations 

should seek to remove all programme-related 

barriers to family-planning use by 2005 through 

the re-design or expansion of information and 

services, to increase the ability of couples and 

individuals to make free and informed decisions 

about the number, spacing and timing of births 

and protect themselves from sexually transmitted 

diseases. !para. 7.19] 
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A DIFFERENT VIEW OF 

DEVELOPMENT 

The opportunities and obstacles 

on the path to sustainable development are 

i both greater than ever before. Though access is 

uneven. new technologies and global markets 

offer the prospect of broader and more rapid 

economic growth and social progress; though 

, environmental stress is deepening, so is under

standing and agreement on the issues; though 

population numbers are ever greater. there are 

good prospects for stabilization within the next 

two generations; though chasms divide North 

and South, rich and poor, the Cold War no long

er stands in the way of solutions. 

The fate of nations. enterprises. families and 

individuals for good or ill is increasingly affected 

by external decisions. But development, if it is to 

be worthy of the name, increases rather than 

reduces autonomy. 

In the 1990s a series of international conferences 

has articulated a common vision for social devel

opment through meeting human needs and 

enabling the contribution of each individual, 

family and community. 

First, everyone needs to play an active role in the 

development process. The capacities, perspec

tives and contributions of women in particular 

have long been undervalued or ignored. Women 

have too often been valued primarily for their 

reproductive role, but even in that role their 

views and perspectives have not been respected. 

This has limited women's opportunities for edu

cation, employment, and recognition of basic 

rights and responsibilities such as autonomy in 

person and property. rights to land ownership 

and inheritance, access to credit, participation in 

political life and decision-making authority with

in the family and their communities. 

The role of women should not be narrowly 

defined by the burdens, joys and risks of child

bearing and child-raising. It follows that a funda

mental condition for social transformation is the 

basic human right of individuals and couples 

freely and voluntarily to determine 

the number and timing of their children and to 

have the information and means to do so. This 

exercise of reproductive rights must be free of 

coercion and violence, encourage recognition of 

male and female responsibilities and foster fu ll 

partnerships in the making of decisions. 

Second, lives should not be truncated by avoida

ble morbidity and premature mortality. Improve

ments in basic health (of which reproductive 

health is one important component) will 

improve the quality of life, increase productivity 

and extend the duration and the security of the 

support which family members can give each 

other throughout their lives. It will allow deci

sions about family formation and fami ly life to 

be more responsive to the desires of parents. 

their capacities for support and hopes for their 

children's futures than to their worries about 

their own. Access to healthy and safe shelter, to 

water, sanitation and to productive livelihoods 

are as important as health services in realizing 

these possibilities. 

Third, the full exercise of personal capacities 

requires quality basic education and the oppor

tunity for further advancement. Access to and 

promotion of education for all, and especially 

girls and women. are vital components of any 

sustainable development strategy. Education 

creates and strengthens capacities for informed 

decision-making. These basic conditions of 

empowerment, health {including reproductive 

rights and health) and education work together 

to create a positive dynamic for development. 

impose on them a simple ,: uggle 

for basic survival. Which these 

represents the urban futu is a 

matter for us to decide. 

A successful urban future de, nds as 

much as anything else on eng•,;ing all 

members of the community, c.-,:-~cially 

women and the poor, in a con,-' cuctive 

political process. Government:• in this 

view, are important partners :,1 civil 

society, helping create and suprc; rt the 

conditions under which all actc-; s par

ticipate. 

The process has an interi,,;t ional 

dimension. Using the forum prt:vided 

by the United Nations system, th;:: large 

series of conferences of the I 990s have 

produced an agenda for social develop

ment in the 21st century and a frame

work for realizing its goals. Interna

tional organizations such as UNFPA can 

offer leadership and coordination. 

Especially in those countries where 

poverty is greatest, discrimination 

against women most severe and popu

lation pressures felt most keenly, 

national efforts cannot succeed un

aided. The causes and effects of global 

urbanization cross national boundaries: 

so too must cooperation and com

passion. 
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CONDITIONS OF LIFE IN URBAN AREAS 

CONDITIONS OF LIFE IN THE CITIES, ESPE

CIALLY FOR THE MOST VULNERABLE 

GROUPS, ARE EITHER POORLY DOCU

MENTED OR THE DATA ARE DIFFICULT TO 

ACCESS, AND ARE UNDERANALYSED 

AND UNDERUSED. THERE IS AN URGENT 

NEED FOR IMPROVED INDICATORS FOR 

MEASURING THE QUALITY OF INDIVID

UAL LIVES. 

THE MOST SERIOUS PROBLEMS IN ALL 

SECTORS ARE EXPERIENCED BY THE 

URBAN POOR. IT IS STILL DIFFICULT TO 

ASSESS THE NATURE AND SERIOUSNESS 

OF URBAN POVERTY AND SUGGEST SPE

CIFIC POLICY SOLUTIONS. BUT IT IS NOT 

HARD TO CONCLUDE THAT MORE 

ATTENTION TO TH E PROBLEM IS NEEDED. 

BETTER BASIC SERVICES, EDUCATION 

AND HEALTH, WITH EMPHASIS ON 

EQUAL OPPORTUNITIES FOR GIRLS AND 

WOMEN, WILL IMPROVE THE COMPETI

TIVE ADVANTAGE OF THE URBAN POOR. 

PoVl' rty casts a deep shadow over the urban future. Urban areas cannot meet the basic needs of a vast number of people, 

who are relegated to inadequate and unhealthy living conditions. These Egyptian familie, live dose to a major cement 

fa ctory. Jergen Schytte, Still Pictures 

URBAN POVERTY 

For all the relative advantages of 

city life, widespread poverty casts 

a shadow over the urban future. Diffi

cult questions remain concerning the 

definition of poverty, but it cannot be 

denied that a vast number of people in 

urban areas cannot adequately provide 

for their basic needs in shelter, employ

ment, water, sanitation, health (includ

ing reproductive health) and educa

tion. Such poverty may affect a third of 

all urban dwellers directly, but its indi

rect ellects are felt by the whole soci

ety. The ability to meet the challenge of 

eradicating extreme poverty and pro

viding basic needs will define and to 

some extent determine the viability of 

urban centres and the economies 

which they increasingly dominate. A 

large proportion of the poorest are 

women . Collectively, women form a 

resource of great size and crucial 

importance. Their individual ability to 

provide for themselves and their fami-

lies will determine whether the poten

tial of that resource is realized. 

Various estimates of the proportion 

of urban populations living in poverty 

are available; dillerent definitions are 

used. One global estimate suggests that 

27.7 per cent of the developing world 's 

urban population lives below ollicial 

poverty lines . Regional variation is con

siderable: sub-Saharan Africa, 41.6 per 

cent; Asia, 23 per cent; Latin America, 

26.5 per cent; and the Middle East and 

North Africa, 34.2 per cent. Urban pov

erty has been increasing faster than 

rural poverty. 

According to national studies up to 

half the population of several cities in 

some of the world's poorest countries 

are living below official poverty lines.' 

Even this may be an underestimate: 

official poverty lines are oflen set unre

alistically low, below the levels required 

to meet basic needs, and standard 

income-based definitions do not usually 

take into account the higher cost of !iv-
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IB'\ DEFINITIONS OF POVERTY 

TT/ h A variety of ways to define 

H urban poverty are available, 

each with their own strengths and deficiencies: 

• income-based th!finitions: This approach 

seeks to specify a level of income per capita in a 

household below which the basic needs of the 

family cannot be satisfied. It shares the difficul· 

ties of the next class of definitions of imposing 

an official's or observer's view of necessities. It 

d= not acknowledge variation in costs of simi

lar goods for different consumers. The vital 

importance of non-market household produc

tion and non-monetarized exchanges in poor 

families is not taken into consideration. 

· ~sic needs appt'Nches: A set of minimal 

conditions of life, usually involving the quality of 

the dwelling place, degree of crowding, nutri

tional adequacy and water supply are specified 

and the proportion of the population lacking 

these conditions is used to estimate the degree 

of poverty. The advantage of this approach is 

that different conditions can be specified appro

priate to different settings. However, this reduc

es the comparability of estimates undertaken in 

different sites. Similarly, it does not take into 

account the willingness of people to 

ing in the cities. In 1990 "at least 600 

million urban dwellers in Africa, Asia 

and Latin America live in 'life and 

health-threatening' homes and neigh

bourhoods because of the very poor 

housing and living conditions and the 

inadequate provision for safe and 

sufficient water supplies and for 

sanitation, drainage, the removal of 

garbage, and health care".' 

Some individuals and families move 

out of poverty and others fall into it. 

Social status, including poverty and 

near poverty, is not static but dynamic. 

The relatively poor, however, do share 

a particular vulnerability to life's 

shocks: even minor illnesses and lost 

accept various tradeoffs deliberately (e.g., a low

er quality dwelling in return for reduced trans

portation time and expense in getting to work) . 

• participatory definitions: In this approach, 

respondents from communities are themselves 

invited to identify their perceptions of their 

needs, priorities and requirements for minimal 

secure livelihood. Some sacrifice of comparability 

of estimates in different communities or at dif

ferent times is traded for better information on 

the identified demands of the individuals them

selves. At times such analyses supplement and 

reinforce the more quantitative measures; at 

other times they reveal a very different experi

enced reality. A study in Rajasthan, India, identi

fied 32 conditions which individuals felt neces

sary for a satisfactory minimal lifestyle. Compari

son of interview results over a decade revealed 

that despite reductions in income of the resi

dents, and little change in living conditions of 

the kind generally surveyed in basic needs esti

mates, significant improvements had occurred in 

experienced quality of life. 

The International Conference on Population and 

Development emphasized the importance of 

incorporating beneficiaries' perspectives into the 

design of programmes of social intervention. 

opportunities can lead to deeper pover

ty and misery. Many millions of people 

never get access to the skills, resources 

or opportunities required to escape 

from poverty's grasp. The frequency of 

mobility out of poverty in rural and 

urban areas is poorly understood. 

Though urban poverty has its special 

characteristics, the same structural fac

tors underlie poverty in both urban and 

rural areas. 

Shelter 

Bad housing with poor or non-existent 

services is a characteristic of poverty, 

with homelessness as its most extreme 

expression. Social disruption, environ-

mental disaster and the efi ·, of bad 

urban planning can quickly ;1ose the 

vulnerability of the poor. Fn: .. 3pace in 

urban areas tends to be 011 marginal 

lands such as steep hillside: , ravines 

and watercourses. Home-ma-:.:· shelter 

is little protection against wi 0.d, flood 

or landslide, as on two occasi<1s a few 

weeks apart in 1995, when a '.• micane 

in the Caribbean and typhoo:,,, in the 

Philippines destroyed thous:.:1ds of 

poorer homes. Better-built hou:,ing on 

more secure land was relativd y un

damaged . 

The evidence of inadequate provi

sion of infrastructure to the poor is 

overwhelming. In a study of eight mega

cities, the ILO estimated slum popula

tions at between 12 per cent (Seoul) 

and 84 per cent (Cairo) of the popula

tions .' (Other cities were: Shanghai, 20 

URBAN COMPARED WITH 

RURAL POVERTY 

, Urban workers' livelihoods depend on access 

(both social and physical) to jobs. 

• The ability of the informal urban sector to 

absorb the unemployed is limited. 

, The urban poor are more vulnerable to 

changes in market conditions. 

, Female-headed households, the most vulner· 

able of the poor, are more common in cities. 

, The urban poor tend to pay more for services. 

• City dwellers tend to favour higher quality or 

more convenient foods, which are generally 

more expensive. 

. The urban poor share fewer communal assets 

that could shield them from individual cir

cumstances (such as health conditions, 

employer decisions, etc.). 

. Urban exchange is more monetized, making 

assets and credit availability more important. 

. Exposure to environmental risks (pathogens 

and toxins) is greater in cities. 
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per cent; Mexico City, 25; Rio de Janei

ro, 34; Bombay, 57; and Lagos, 58.) 

National studies in Asia show large per

centages of the urban population in 

slum or squatter settlements: Bangla

desh, 47 per cent; India, 36; Sri Lanka, 

21 ; Malaysia, 15; Thailand, 15; and 

Indonesia, 54.' 

In Rio de Janeiro, residents on the 

periphery were three times more likely 

than those in the wealthier city centre 

to lack access to electricity. Eight times 

as many peripheral buildings (41.8 per 

cent) lacked running water than build

ings in the centre (5.2 per cent); 64 per 

cent of poor households (those with 

income less than three times the mini

mum wage) in the periphery lacked 

adequate running water compared to 

30 per cent of poor households in the 

central district. Sewerage was lacking in 

35 per cent of the periphery and only 

14 per cent of the central area. The 

number of health professionals per cap

ita in the periphery was one third that 

of the centre.5 

While many aspects of Rio's infra

structure improved during the 1980s, 

comparisons consistently showed large 

disadvantages for poorer populations. 

By the end of the decade, more than a 

third of the poor lived in dwellings lack

ing piped water while only one eighth 

of the non-poor did so. Nearly a third of 

the poor lacked sewerage service com

pared to less than a tenth of the non

poor. Half of the poor lived without gar

bage collection, compared to a quarter 

of the non-poor.' 

Poor housing affects the whole com

munity. Overcrowded, ill-ventilated and 

poorly drained settlements are breed

ing grounds for infectious diseases of 

all kinds. Inadequate housing is a major 

contributor to social breakdown, with 

domestic violence, unintended preg-

Poor housing has a drastic effect on the whole community and the whole fami ly, but women often bear the brunt of the 

burden. This rubbish recycle r and his family live amid the raw material of their trade near the dump 1n Bogota, Colombia. 

Paul Harrison, Still Pictures 

nancy and high rates of single-parent 

families only some of the many conse

quences. A high level of violent crime 

and illegal drug use is associated with 

poor housing. 

Estimates of actual homelessness in 

northern industrial states vary consid

erably. In the United States, estimates 

range from about 250,000 to over 3 mil

lion people.' Despite social safety nets, 

European homelessness is estimated 

conservatively at 2.5-5 million.' Outside 

the industrialized countries, figures are 

hard to come by and confused by the 

informal nature of much housing: 

homelessness by the same measure as 

industrialized countries would give a 

figure of 200 million for the less devel

oped world. 

Employment and 

sustainable livelihoods 

A variety of studies in diverse settings 

have shown that unemployment is two 

to three times greater among the poor 

than among the middle- or higher

income groups and correspondingly 

higher among the very poor compared 

to the relatively poor.' It is not merely 

that employment prevents poverty, but 

that poverty restricts access to skills, 

attitudes and opportunities for further 

advancement. 

In all regions of the world, women in 

the larger cities are most likely to be 

found in the lower ranks of clerical, 

sales and service occupations rather 

than in production and manufacturing. 

The proportion of women in such occu

pations far exceeds that of men . In Asia, 

the proportion of city women in pro

duction jobs reaches a high of 33 per 

cent, compared to 50 per cent for men. 

While the proportion of women in 
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A PLAGUE OF URBAN 

VIOLENCE 

Guatemala City (WFS) - Like 

many children in this sprawling urban centre, 12· 

year-old Marcos Fidel Quisquinay worked several 

jobs to help support his family. In the mornings, 

he washed laundry. In the afternoons, he helped 

on a garbage truck. At night, he washed and 

guarded cars. 

But Quisquinay's short working life recently 

came to a sudden, violent end. A5 the ragged 

boy was guarding cars near a restaurant, two 

' men approached him and handed him a bag, as 

1 if offering food. Moments later, a bomb inside 

the bag exploded in his hands, blowing the child 

to bits. 

Although Guatemala's 33-year civil war has offi

cially ended, violence still besets the capital of 

this Central American nation. A spate of vicious 

armed robberies, muggings and kidnappings -

which have frequently ended in the victims' 

death - have earned Guatemala City a reputa

tion as the most violent urban centre in the 

region. 

"Night of Urban Terrorism: Boy Dies," a newspa

per headline screamed the morning after the 

child's death. But within a few days, media 

attention had turned to frightening new inci

dents. "Ten Gun Deaths This Weekend," "Kid

nappers Free Six Students" and "Youth Gangs 

Terrorize City." 

An average of 10 to 15 people are killed every 

day in Guatemala, according to Police Chief 

Salvador Figueroa. Between May and October of 

1994, 573 people were killed in violent crimes. 

An increasing number of victims are women 

whose bodies, dumped on the outskirts of the 

capital, show clear signs of rape and torture. 

Much of the crime has been attributed to 

administrative, technical and manage

rial positions has been increasing, edu

cational and social barriers still trap 

many . women in low-skilled and low

paying work.10 

Many developing countries have 

sought to generate employment and 

youth gangs from the vast ring of shanty towns 

surrounding Guatemala City, population 1 mil

lion. The endless rows of wooden shacks without 

potable water or electricity are the base for 

more than 60 separate armed gangs. 

Violence has long permeated Guatemalan soci

ety, often sponsored by the state itself. During 

the civil war, Guatemala's military government 

was responsible for the death of at least 100,000 

of its own citizens. Many of those killed were 

peasants and workers in rural areas whom the 

government suspected of supporting the insur

gency. 

Now, although a civilian government is in power, 

the culture of violence lingers. Analysts say that 

years of political killings underlie the barbarity 

of today's urban crime. "These practices cultivate 

the violence that plagues our citizens," says 

Human Rights Ombudsman Jorge Garcia 

Laguardia. 

However, the motive now is usually gang 

members' enrichment. Assaults occur on the 

streets, on buses, in shopping centres and even 

in restaurants. For frightened city residents, 

nowhere seems safe anymore. But police officers 

say they do not have enough agents or other 

resources to combat the problem. 

"We have only 4,000 agents to provide security 

for 10 million people throughout the country," 

says Interior Minister Danilo Parinello. "There's 

nothing more we can do." 

Citizens have responded by stockpiling weapons 

to defend themselves. The Department for the 

Control of Arms and Munitions has issued gun 

licenses to 300,000 Guatemalans for self-defence 

purposes. The department's director, Col. 

Alfonso de Leon Tarzo, estimates that another 1 

million citizens own guns illegaUy. 

Copyright 1995, Women's Feature Service 

attract industry by creating export pro

motion zones in which duties and taxes 

are significantly reduced or waived as 

an incentive for foreign investment. 

Also waived are labour regulations 

which protect wages, hours, and condi

tions of work. Women in particular are 

recruited for low-skilled an d :ow-paid 

employment in such activi1k-~ as tex

tile, garment assembly and ot'Y:r small

scale manufacturing activity. Journal

ists' reports and systematic :, tudies11 

indicate that such employment oppor

tunities frequently also involve oppor

tunities for exploitation rather t ban for 

empowerment. While providi n:i some 

income, they have little effect <';i pov

erty and may even contribute to it in 

the long run. 

Women migrants have fewer oppor

tunities than men. Though many 

migrants of both sexes often find their 

first employment in occupations lower 

than their aspirations, alter a period of 

time upward mobility is stronger for 

men.12 Men are more likely to enter for

mal-sector jobs, jobs with clear career 

progressions such as apprenticeships, 

and to advance in their positions or 

switch to jobs closer to their initial 

preferences. 

Income distribution 

Cities draw migrants with the promise 

of higher living standards, but the 

wealth produced in cities does not nec

essarily translate into prosperity for all. 

The best opportunities are open to 

those with entrepreneurial skills, influ

ence and access to services and sup

port. Two issues are important: the rel

ative degree of income inequality, and 

the changes in these conditions over 

time. 

Studies of selected megacities show 

that in the late 1980s the proportion of 

the urban population under the pov

erty level was roughly comparable to 

national poverty levels in Korea, Brazil 

and Egypt; in Nigeria, a higher propor

tion were poor in Lagos than in the 
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country as a whole." Data from China 

suggest that income differentials in 

urban areas have become lower than in 

rural areas, in contrast to the usual sit

uation. It is clear that income distribu

tions became more skewed (i.e., the 

proportions of both poor and wealthy 

increased) in Brazilian metropolitan 

areas during the 1980s." In Asia, urban 

poverty has been decreasing propor

tionally since the mid-1980s in a num

ber of countries." 

However, even with this success, 

income inequality is increasing. Oppor

tunities for the more advantaged are 

increasing at a faster rate than those 

available to the disadvantaged. Access 

to services, particularly health and edu

cation, for all, including the poor and 

disadvantaged, will be essential to 

reduce these biases and prevent their 

perpetuation in the next generation. 

Water and sanitation 

Providing adequate water supplies for 

burgeoning urban populations is both 

difficult and expensive. Many cities in 

developing countries have already 

tapped all existing water supplies and 

must now bring water from great dis

tances or reprocess used water. Better 

management and reduction of losses 

from leaks and diversions could effect 

large savings . However, expanding the 

distribution system is out of the ques

tion for cities which cannot afford to 

maintain the present one. Newly-settled 

sections are far from the centre and on 

difficult terrain. 

Private water vendors fill the gaps, 

supplying an estimated 20 per cent or 

more of the urban population of devel

oping regions. 16 But this service pro

vides water of uncertain quality at a 

premium price. A review of water costs 

in a variety of cities indicates that pri

vate vendors charge from four to 100 

times the cost charged by public util

ities. The result is to place an additional 

burden on the poor, who pay high pric

es for bad service and at the same time 

subsidize cheap water for the better-off 

through their payment of taxes. 

Expensive and poor-quality water is 

an additional tax on poor urban wom

en, who are still performing their tradi

tional role of finding water and fuel. 

They may spend hours waiting in line 

for a stand-pipe which is turned on for 

a few hours a day. 

It seems nevertheless that urban 

water supplies are still better overall 

than rural1', and that both have 

improved, though there are some ques

tions about the quality of information 

and the usefulness of definitions asso

ciated with these findings. 1
' 

Power 
Power for lighting, cooking and other 

household amenities has become more 

widely available in both urban and rural 

areas over the past decade. About three 

quarters of the urban population had 

access to the power infrastructure at 

the start of the 1990s. However, the 

poor in both urban and rural areas are 

seriously underserved. The richest 20 

per cent of populations have access to 

the best available sources; only a small 

fraction of the poorest 20 per cent have 

similar access. For example, electricity 

is accessible to 99 per cent of the rich

est quintile in Mexico, but to only 66 per 

cent of the poorest. In Cote d Ivoire, the 

corresponding access levels are 75 and 

13 per cent. The poor generally have 

less access in urban centres as well." 

Where power supplies are not avail

able, as is usually the case in informal 

settlements, it is the women who 

:::· , .. ,,.,,,;.'~-;: "' ~·' . ~-- -; ·, , · 

~ -_,- .r "· i . I •• • • ~:..: f; - . . - : : 1\;~ 
- '? !:. j _ [__ ;~ - ~ - - !~...-~ :1 .. ...... 

In many countries, urban poverty has been fall ing since the mid-1980s. However, income inequality 1s increasing and 

opportunities for the "haves" are increasing faster than those for the "have-nots" . The d,fferences are ,is,ble here ,n 

Nairobi. Mark Edwards, Still Pictures 
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w1 CLEANER STREETS AND -fr I n HEALTH AWARENESS 

· n A UNFPA-supported project 

in Bamako, Mali, has helped to improve living 

conditions in the city's old central quarters by 

building awareness of hygiene and health 

issues. Poor drainage, an accumulation of 

uncollected garbage, and a lack of potable 

water and sanitation facilities were among the 

consequences of runaway population growth 

in these neighborhoods. These conditions 

resulted in a proliferation of flies and mosqui

toes and rampant malaria, diarrhoeal diseases 

and other illnesses, especially in the rainy 

season. 

To ameliorate these conditions in the Medina 

Coura district, a Women's Cooperative for Educa

tion, Family Health and Sanitation was created 

with support from UNFPA and UNIFEM. It 

involved secondary school graduates in organiz• 

ing efforts to collect household garbage 

search for fuelwood or other local 

materials (e.g., animal waste) for heat

ing and cooking, though men may buy 

and carry kerosene. Household pollu

tion from low quality fuel sources is a 

common contributor to respiratory dis

ease, particularly for women. 

In urban squatter settlements, 

electricity is often diverted from power 

grids. This practice makes it difficult for 

utilities to finance the expansion of ser

vices to underserved areas. Where 

power prices are subsidized, most ben

efit goes to middle- and upper-income 

families who can best afford pumps 

and consumer appliances; such poli

cies further constrain prospects for 

extending systems and reforming pric

ing policies. 

HEALTH 

Individuals' sense of well-being and 

security as well as productivity is 

and clean up sewage ditches, combined 

with public education campaigns on health, fami

ly life and hygiene. Informal discussion groups 

and film showings aimed at women and adoles

cents focused on topics like the importance of 

sanitation, proper waste disposal, and protection 

and treatment of drinking water. They also point• 

ed out the risks of too-early and too-closely 

spaced pregnancies, and provided information 

about family planning. 

The outcome was an increased environmental 

awareness and changes in household behaviour, 

leading to improved living conditions. Residents 

proved willing to pay for garbage collection and 

cleanup efforts; these modest fees helped to sus• 

tain the project. More favourable attitudes 

regarding contraceptive use also resulted. The 

success of th is project generated interest in creat• 

ing similar services in other neighbourhoods. 

UNFPA is now supporting a similar project in the 

Sabalibougou quarter. 

directly affected by their state of health 

and their expectat ions of a healthy life 

for their families and communities. It is 

so vital a component of national capac

ity and so clear an indicator of develop

ment status that it has been used by 

the International Conference on Popula

tion and Development, the Fourth 

World Conference on Women and other 

international conferences for the for

mulation of short- and medium-term 

goals of national progress. 

Over the past 30 years life expectan

cies have increased in all regions of the 

developing world, with those in East 

Asia and the Caribbean nearing the lev

els of the developed regions. In many 

countries infant and child mortality 

rates have declined and maternal mor

tality rates have improved. These indi

cators reflect the variety, frequency and 

intensity of the disease burden. Nation

al indicators alone, however, do not illu-

minate the role of urban growth in 

shaping health risks and opportunities. 

Understanding the dynamics of dis

ease helps to illuminate tl ·,e relative 

risks of urban populations. Health 

depends directly on the res istance of 

the population to disease, 011 the viru

lence of the disease-causing pathogens 

or disease agents, on lifestyles and 

social interactions , and on the nature of 

the responses of the health delivery 

system. Each of these is different in cit

ies than in more rural areas, and is dif

ferent for the poor than for the better

off. 

Better nutrition, reflecting higher 

incomes, is usually assumed to have 

enhanced resistance to disease in the 

developed regions as they underwent 

urbanization." However, any close 

inspection reveals a vastly more com

plex situation. 

Cities - the healthy alternative? 

Urban-rural health differences have not 

always favoured urban populations. 

Infant and child mortality in Holland in 

the late nineteenth century was lower 

in a sample of rural communities than 

the corrresponding figures in some cit

ies. Only the urban rich had lower 

infant and child mortality rates than 

the rural poor. Even the rural poor had 

lower rates than the urban middle 

class. Data from England as recently as 

1910-1912 indicate that mortality from 

several of the commonest diseases was 

lower among farm labourers than 

among better-paid urban professional 

and salaried workers.22 

Today, in both developed and devel

oping countries the urban poor have 

the highest health risks. Lower income 

and poor living conditions are usually 
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associated with poorer health status 

and increased mortality. At higher 

income levels the rural-urban balance 

of populations and the distribution of 

health services become more impor

tant than income alone. 

Recent developments point to 

increased risks in urban areas: from 

pollution and other factors in environ

mental health; lower public expendi

tures in the health sector; the emer

gence of new diseases; the reappear

ance of more virulent or drug-resistant 

strains of older scourges; the quicker 

spread of infectious disease; and the 

interactions of viral and bacterial infec

tions (including sexually transmitted 

diseases and HIV/AIDS). 

Demographic, social and 

environmental health risks 

Demographic, social and environmental 

conditions in cities have an affect on 

the incidence of both infectious and 

chronic diseases. 

Demographic: Fertility rates continue 

to fall due to the impact of effective 

reproductive health and family plan

ning programmes, the decline in mor

tality and improvements in economic 

conditions, while the age structure of 

populations continues to change, with 

proportionally more of the population 

in the older age groups. People over the 

age of 65 are the most rapidly increas

ing group in many countries. 

Countries which have had the most 

rapidly changing age structures, partic

ularly in East Asia, are finding a growing 

demand for services for chronic diseas

es, which affect older people more than 

young ones. 

Social: Population densities in urban 

settlements generally exceed those in 

rural areas. Crowding is an important 

element in disease transmission, partic

ularly of airborne infectious agents. The 

incidence of tuberculosis cases fell in 

the more developed countries of the 

world in part because of reductions in 

the density of populations in urban are

as, though its re-emergence has more 

to do with drug-resistant bacteria and 

infections which weaken the immune 

system such as HIV than with popula

tion density. 

In most parts of the world, women 

are bearing fewer children, but that 

does not necessarily mean less crowd

ing in societies where the nuclear fam

ily is the exception rather than the rule. 

Providing shelter and support for elder

ly parents and poorer relatives is not 

only customary but an essential part of 

the social security system in many 

countries. This may be changing, in 

East Asia for example, where incomes 

are rising and there is a trend towards 

the nuclear family. A trend towards 

nuclear families can worsen environ

mental stress since the household is a 

,._,., . 

basic unit of consumption. The contin

ued spread of shanty towns and other 

informal settlements around major cit

ies clearly indicates that local popula

tion densities continue to rise even as 

household sizes decline. 

Environmental: Cities harbour 

threats to health unknown in rural set

tings. Most important is the pollution of 

air and water as a result of industrial 

activity, transportation and cooking 

exhausts. In the larger megacities, par

ticulate concentrations are direct haz

ards to health. Mexico City and Sao 

Paulo, for example, are afflicted with 

excessive levels of carbon monoxide, 

ozone and particulates that lead to 

increases in respiratory and cardiovas

cular diseases." In Mexico City, lead 

poisoning caused by emissions from 

cars and trucks is thought to be the 

cause of 140,000 children requiring 

remedial education, and of hyper

tension in 46,000 adults of whom 330 

die yearly from heart attacks. In Cairo, 

lead concentration in the air is five to 

six times greater than global norms and 

A.. 

Urban areas involve threats to health unknown in the rural areas from which many migrants come. These threats are alway; 

most serious in the shanty towns and marginal slum dwellings, such as these in Bombay most often inhabited by migrants. 

This makes health care doubly crucial in the alleviation of urban problems. Mark Edwards. Still Pictures 
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DIRTY CITIES, DEADLY CITIES 

Manila (WFS) The tons of gar

bage spewed out by Filipino cit

ies is taking its toll on children's lives. Recently, 

one-year-old lrison Solis died of pneumonia and 

four-year-old Lovelyn Najera died of meningitis. 

The children they played with survived but with 

big stomachs, dry hair and symptoms of malnu

trition. 

These children and their parents live on a 24-hec

tare garbage dump site at Katmon, Malabon, a 

marginalized town in the Metro Manila area 

where several thousand migrants from the rural 

areas come in search of food, jobs and security. 

But with not enough jobs, garbage becomes the 

means of livelihood for many. At the five open 

dump sites in Metro Manila, scavengers and 

nearby residents battle scores of filth-borne dis

eases that prove fatal with alarming regularity. 

"The pollution and the offensive odor of the 

dump could have contributed to the high inci

dence of respiratory diseases in the area," says 

Dr. Raymundo Vicente, physician at the Depart

ment of Health (DOH) Centre in Katmon. Centre 

records indicate from June 1992 to January 1993, 

respiratory diseases constituted 37 per cent of all 

diagnosed il lnesses. 

The other problem is constant exposure to excre

ment. "Many houses here don't have private toi

lets. There's no space for them," says Wilmer Naj

era, 21, who lives near the Katmon site. A study 

by the Environmental Management Bureau of 

the Department of Environment and Natural 

Resources says that by the end of 1986, only 63 

per cent of households at the Katmon site had 

sanitary toilets; 15 per cent had unsanitary toi

lets; and 16 per cent had no toilets at all. 

"We just wrap it (excreta) and throw it,• says 

Leonila Parel, 45, who lives near the Katmon 

dump. Like in many other developing countries, 

this waste often finds its way into canals 

the blood of children has lead content 

levels three to five times higher than 

children in rural Egypt." 

In settings where infectious diseases 

remain serious health threats , often 

and rivers and contaminates food and water. 

Besides human waste, garbage remains a mas

sive problem. Despite decentralization of the 

collection system in 1992, garbage continues to 

spill over the streets of Metro Manila, causing 

scores of filth-borne diseases including diar

rhoea. "Many of my neighbors suffer from diar

rhoea. Ever since they were small, all my three 

children have repeatedly had colds and some

times fever during the nights," says Najera of the 

Malabon dump site. 

According to the DOH, diarrhoea plagues an 

average of 770,000 Filipinos annually. In 1991 , 

5,403 people died of related complications. It 

was the second leading cause of morbidity from 

1986-1991 and seventh in terms of mortality. 

It is, however, just one of the more than 35 filth

borne diseases identified by Dr. Metodio Palay

pay, a public health professor at the University of 

the Philippines. The others include typhoid fever, 

cholera, dysentery, tuberculosis, anthrax, oph

thalmia, intestinal worms and poliomyelitis. DOH 

identifies other filth-borne diseases like skin dis

orders, pneumonia, parasitism, tuberculosis and 

malaria as five out of the top 10 leading causes 

of morbidity from 1986to 1991 . 

DOH also reported a 69 per cent increase in the 

number of typhoid cases in Metro Manila in 

1992 over the previous year. During 1990-91, 

DOH hospitals in Metro Manila admitted the 

highest number of people suffering from chole

ra, dengue fever, hepatitis A, poliomyelitis and 

typhoid . DOH hospitals in other areas had fewer 

such cases . 

Dr. Baquilod, a doctor at the Environmental 

Health Service of DOH, says that mosquitoes, 

cockroaches and rats in the area are also respon

sible for contaminating water, food and soil. This 

results in diarrhoea, amoebiasis, dysentery, viral 

hepatitis, cholera, typhoid fever and parasitism. 

Copyright 1994, Women's Feature Service 

compounded by malnutrition, faulty 

sanitation, unsafe water and pollution, 

and where chronic disease and disa

bility are also rising, different segments 

of the population find themselves pit-

ted against each other in co: :,petition 

for public resources and for i1 :titution

al priorities. Governments , ;1d local 

authorities have to choose an. -,ng con

flicting demands-the needs oi the old 

versus the young, the poor vu sus the 

better-off, the acute and pres:;mg ver

sus the long-term and systemic. These 

are hard choices and made no c,,sier by 

shortages of resources for what :,re and 

must largely remain public s,, rvices, 

paid for from truces and revenues on the 

productive sectors of the urbar, econ

omy. 

The case for meeting the needs of the 

poor is frequently drowned out by the 

clamour of the better-off, who claim 

that they are the productive members 

of society and should have first call on 

resources. But failure to meet the needs 

of the poor will both prevent them from 

becoming productive and drive the 

already productive to locate in more 

congenial surroundings. This is the 

public policy dilemma faced in one 

form or another by all cities in the mod

ern world. 

Public health and the cities 
Better health overall since World War II 

has been attributed to better drugs and 

medical technology, to better public 

health, including infectious disease pre

vention and control, to better nutrition 

and to improvements in the availability 

of clean water and sanitation. The 

extent of the improvement in water and 

sanitation is frequently overestimated 

in official statistics, however, particu

larly for the urban poor. Improved 

nutrition has helped some populations 

to live more healthy lives. 

Nevertheless, for the poorest mem

bers of the population, both rural and 
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urban, these amenities and services 

remain the exception. In both industri

alized and developing countries pover

ty and ill-health are connected. Where 

improvements have been noted, they 

are largely the result of public health 

intervention measures, especially infec

tious disease prevention and control, 

and maternal and child health including 

family planning. On both fronts there is 

room for both optimism and concern as 

the urban future unfolds. 

Increasing urbanization will affect the 

future course of many infectious dis

eases: 

Tuberculosis and respiratory diseas

es: Acute respiratory infections, tuber

culosis and other airborne infections 

are a major source of death and ill

health in rural and urban areas in the 

developing world. Tuberculosis afflicts 

about 20 million people and is respon

sible for around 2.7 million deaths per 

year. Acute respiratory infections take 

the lives of 4 to 5 million infants and 

children. These diseases tend to be 

more prevalent in urban areas. The 

highest incidence tends to be in the 

poorest, most-crowded areas." Over

crowding and poor ventilation can lead 

to multiple members of families being 

infected." The emergence of diseases of 

the immune system, particularly 

HIV/AIDS, has increased the prevalence 

of tuberculosis, which is a common 

opportunistic infection of affected pop

ulations. 

Malaria: In general, malaria is less 

common in urban areas, because urban 

development reduces densities of the 

carrier anopheles mosquito. This is still 

true in sub-Saharan Africa, but in South 

Asia the mosquitoes have adapted to 

urban life. 

Malaria is the fihh most common cause of ,II-health in the world, causing an estimated 2 million deaths a year. This makes 

it imperative to spray mosquito sites, as seen here in Maroua City, Cameroon. Some mosquitoes, however, have adapted 

to urban habitats and drug-resistant strains of malaria have emerged and spread rapidly. Mark Edwards, Seil/ Pictures 

Fewer mosquitoes and better avail

ability of anti-malarial drugs have low

ered mortality. This improvement may 

not continue because of the emergence 

and rapid spread of drug-resistant 

strains, helped by increased contact 

between urban and rural populations 

and between countries. 

About 400 million people are current

ly infected with malaria. It is the fifth 

most common cause of ill-health in the 

world, and causes an estimated 2 mil-

lion deaths per year. Nearly half of 

these deaths are among children under 

5, some of whom succumb to malaria in 

combination with nutritional deficien

cies and respiratory disease." 

Vaccine development has been slow

er than hoped; further progress 

depends as much on the complexity of 

disease dynamics and the adaptabi lity 

of disease organisms as on the ingenu

ity of researchers. Insecticide-treated 

bednets and other low-tech approaches 
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can be effective among an aware popu

lation with resources to spend on such 

items. Public health information and 

prevention campaigns were highly suc

cessful in the 1950s and 1960s and 

could again yield benefits, but depend 

on a commitment to spending which 

many poorer communities are unable 

to make. 

Cholera: Spread by contaminated 

water, cholera is endemic in many 

countries in Africa, Asia and Latin 

America. It also affects many other 

countries (including 27 in Europe). On a 

global basis, 377,000 new cases were 

reported in 1993. Cholera has reap

peared recently in a wide variety of set

tings from which it had previously been 

eliminated: overcrowded settlements 

where there is a lack of basic sanitation 

and sale water create the opportunity 

for epidemics. Refugee camps and the 

poorer areas of cities have been the 

sites of some of the more dramatic 

recent outbreaks. In 1992, a new strain 

appeared in Asia and spread rapidly 

through Bangladesh, China, India, 

Malaysia, Nepal and Pakistan.28 

Cholera can be successfully treated 

in most cases, and incidence has 

declined from its peak in 1991, but the 

future is uncertain. It depends in the 

first place on the ability of the public 

health services to handle a continuing 

high case-load, but ultimately on safe 

and dependable water supplies for 

urban populations. 

Emerging viruses: Haemorrhagic 

fever viruses have been implicated in 

infections and deaths in a variety of 

locations around the world. In haemor

rhagic fevers, patients develop high 

fevers followed by an agonizing general 

deterioration in health during which 

bleeding often occurs. In the most seri

ous cases, patients die from massive 

superficial and internal bleeding or 

from multiple organ failure. 

Different families of these viruses 

have been identified: filoviruses (which 

include Ebola and Marburg), arena

viruses (which include Lassa, Junfn, 

Machupo, Guanarito and Sabia), flavi

viruses (which cause dengue fever), 

and bunyaviruses (one of which causes 

Rift Valley Fever). Most of these viruses 

have been around for long periods of 

time, perhaps millions of years, in ani

mal populations. Changing environmen

tal conditions, both artificial and natu

ral , have allowed them to multiply and 

spread. Dengue fever, and its more seri

ous haemorrhagic form, has been 

spreading through Latin America in 

recent years and is carried by insects 

readily found in cities. As a virologist at 

the Pasteur Institute has written, "The 

expansion of world population per

turbs ecosystems that were stable a 

few decades ago and facilitates con

tacts with animals carrying viruses 

pathogenic to humans." 29 

The 1995 outbreak of Ebola virus in 

the Zairean town of Kitwit galvanized 

international attention. The World 

Health Organization helped coordinate 

a local response and an international 

assistance effort which succeeded in 

ending the epidemic within six months 

and in limiting the number of individu

als infected to only 316 of whom 245 

died.'° This highly fatal disease had pre

viously appeared only in relatively 

small and isolated communities in Zaire 

and the Sudan. The spread of these out

breaks has so far been limited in part 

because the virus kills too quickly to be 

spread without human assistance such 

as poor medical hygiene or rnr: id trans

port and because trar. ,mission 

involves contact with bodily fluids 

which can be prevented by isolating 

patients and by the rapid burial of the 

unwashed bodies of the dead. 

The appearance of the disease in a 

large settlement with easy transport 

access to the capital of Kinshasa and 

the wider world raised the spectre of 

such an infection establishing itself in a 

large urban settlement and spreading. 

This could occur due to increased con

tact between isolated areas of disease 

and urban centres. If a mutation or 

genetic combination with other viruses 

were to make a virus like Ebola capable 

of airborne transmission, it could cause 

a global catastrophe, a scenario which 

is already the subject of novels, movies 

and epidemiologists' nightmares. 

Antibiotic-resistant infections: The 

widespread use of antibiotics has con

tributed significantly to better health in 

the past 40 years. However, medical 

practitioners worldwide have become 

very reliant on antibiotic drugs, even 

for treating relatively benign infections. 

They are also used heavily in industrial

ized countries as prophylaxis against 

possible infection after injury or in hos

pitals after operations, and on animals 

and crops used for food . In combina

tion with other factors, such as 

patients' natural tendency to discontin

ue taking medications when they feel 

their health improving ( especially when 

drugs are expensive and incomes low) 

but before the infection is eliminated, 

this reliance has created the conditions 

for the rapid evolution of drug-resistant 

strains of infections. 

Common and harmless bacteria such 

as £. coli can become dangerous when 



15 

· '•! /i./iiH'f~'\: 2 CONDITIONS OF LIFE IN URBAN AREAS 

antibiotic-resistant strains develop and 

spread by exposure to waste and by 

the unsanitary preparation and storage 

of food. Staphylococci and streptococci 

infections, long routinely controlled by 

antibiotics, can seriously complicate 

recovery from wounds, surgery and 

respiratory infections, especially in 

already weakened patients. The devel

opment of strains resistant to common 

antibiotics has forced doctors to switch 

to less common drugs, which are 

becoming less effective in their turn. 

The biology of bacterial resistance to 

antibiotics poses additional problems: 

direct exchange of genetic material, 

including antibiotic resistance, between 

diverse strains of bacteria has been 

observed by researchers. 

The effectiveness and low cost of 

routine antibiotics encouraged the 

belief that bacterial disease could be 

defeated altogether and discouraged 

research on new antibiotic compounds; 

but common infections are regaining 

strength. Urban life, with its depen

dence on modern medicine and its con

stant interaction with a wide variety of 

people, creates ideal conditions for 

easy transmission. Urban areas, espe

cially crowded poor urban areas, pro

vide the opportunity for people with 

multiple infections to serve as incuba

tors for new resistant strains. 

Whether future medical ingenuity 

can outpace the evolutionary adapta

tion of bacteria remains to be seen. 

Making new countermeasures available 

in poor urban areas will be a challenge 

but will be necessary if bacterial resis

tance is not to deepen and spread still 

further afield. Still more necessary are 

public health intervention measures in 

all countries to limit the use of antibio-

tics and encourage their effective use, 

as well as limiting the transmission of 

infection. This must include better 

health facilities, better and less

crowded housing, cleaner food and 

water, and more efficient waste dispo

sal. Otherwise the health crisis of the 

urban poor could rapidly become a 

global crisis. 

STDs/HIV/AIDS: Sexually transmitted 

diseases (STDs), including HIV/AIDS, 

account for more than 10 per cent of 

the disease burden for both men and 

women on a worldwide basis." The 

World Health Organization recognizes 

that sexually transmitted diseases are 

most frequent in sexually active young 

people aged 15-24 and that these high 

incidences are continuing. The highest 

rates for notifiable STDs are generally 

seen in the 20-24 age group, followed 

by those aged 15-19, then those aged 

25-29. However, in most of the world 

the age peak of infection is lower in 

girls than in boys. 

Two STDs , gonorrhoea and chan

croid, are now reported to be resistant 

to inexpensive antibiotics." The relative 

prevalence of STDs in urban and rural 

areas is not well documented. Anecdo

tally, however, STD risks to teenagers 

are higher in cities than in rural areas. 

Traditional barriers to early sexual 

activity are more likely to have broken 

down in urban settings. 

According to WHO, an estimated 20 

million people globally have been 

infected by the HIV/AIDS virus; 18.5 mil

lion adults and 1.5 million infants. The 

annual number of deaths has been 

increasing as those infected in earlier 

years progress to AIDS. It is estimated 

that the death toll will exceed 8 million 

per year by 2000. While other diseases 

have higher annual death rates, the 

tragedy of AIDS is compounded by the 

fact that it causes many of its deaths in 

the prime years of family formation and 

productive work life. Its impact on fami

lies and society is therefore not in pro

portion to its relative incidence. 

STDs are a frequent co-factor for the 

accelerated transmission of the 

HIV/AIDS virus. This is reflected in the 

historical epidemiology of the disease. 

In both developed and developing coun

tries, urban areas initially demonstrate 

the highest levels of HIV incidence. 

Over time the epidemic diffuses to rural 

areas, generally spreading over heavily 

used road networks and then to the 

general population. Even small groups 

of people who engage in high-risk sexual 

behaviours in urban centres - such as 

intravenous drug users, prostitutes, 

transport workers and migrants separa

ted from their spouses - may suffice to 

fuel successive waves of the infection 

into the population at large.33 

Those at highest risk for STD/HIV/ 

AIDS infection include individuals with 

large numbers of sex partners (in

cluding prostitutes) and drug users, 

and their sexual contacts. The AIDS 

epidemic in a single country has been 

described as an intersection of dif

ferent epidemic episodes in different 

risk groups followed by the diffusion 

of the disease into transmission via 

heterosexual intercourse through the 

larger population." 

The groups at highest risk, particu

larly in the earliest stages of the epi

demic, are present in disproportionate-

numbers in urban populations. Young 

women are often either already at risk 

or are taken to be desirable sexual 

partners by older male members of 
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high risk groups, including those 

infected . It is estimated that hall of HIV 

infections have been contracted by 

people under 25 years of age. Up to 65 

per cent of infections in females are 

believed to occur by age 20." STDs in 

general are more treatable in urban 

areas with their higher concentration 

of health facilities and better public 

health services, but the challenge is 

also greater here. 

The HIV/AIDS epidemic spreads from 

urban centres during the early stages of 

the epidemic. A noteworthy portion of 

poor women migrants turn to prostitu

tion to support their families in the vil

lage. In suo-Saharan African samples, 

estimates range as high as one half of 

migrants, in Indonesia around one third. 

Higher proportions may be observed 

elsewhere in East Asia. In Thailand, a 

large proportion of the migrants to 

cities are young women, and prostitu

tion, voluntary and coerced, has been 

tolerated. It is a common source of 

income and remittances, but also 

ensures a steady flow of HIV-infected 

women back to their villages. The high 

return of prostitution compared with 

other employment is a strong incentive 

for some poor young women seeking to 

support themselves and their family 

members, but ii is also highly danger

ous for these women and coerced 

women, for their clients and their 

clients' other partners.36 

Migration will have serious implica

tions for the course of the AIDS pan

demic. Returnees to rural areas tend to 

have more sexual partners than those 

who stayed at home, and they may also 

have picked up other high-risk habits 

such as drug use. Better roads and 

easier transport point to increased 

transfer of disease risks, including 

HIV/AIDS, between rural and urban 

populations. 

As AIDS is most predominantly a 

disease of young adulthood, it exacts 

a heavy toll in cities on highly skilled 

and educated early and mid-career 

workers - precisely those most need

ed for development, and those in 

shortest supply. The immediate eco

nomic effect of the loss of such work

ers, the cost of replacing them and the 

long-term effects of losing so many 

men and women in their most produc

tive years has yet to be fully experi

enced; but it may have serious effects 

in some rapidly developing count ries. 

Social costs include the damage to 

young families of the loss of one or 

both parents , and the creation of a 

generation of orphans. Some of the 

rural families hardest hit by AIDS are 

already making their way to join the 

ranks of the urban poor. 

Diseases migrate too 
The emerging viruses are only the most 

dramatic example of rural diseases 

establishing themselves in urban areas. 

Chagas fever, for example, is transmit

ted to humans by beetles which have 

now adapted to life in the scrap wood 

used for building in shanty towns. This 

disease is controllable but difficult to 

diagnose and has seriously debilitated 

many sufferers, particularly in Brazil. 

Urban environments, particularly in 

poorer sections of cities without proper 

water, sanitation and solid waste ser

vices, are hosts to rats , mice and insect 

carriers of disease. Dengue fever has 

reached epidemic proportions in 

Central and South America with over 

135,000 reported cases in 1995. Dengue 

is carried by an urban mosquito. It 

thrives where there is no running water 

and the larvae of the mosquito can 

grow in places where water collects, 

such as barrels and tyres." 

The health effects of tobacco use, 

junk food, drug and alcohol abuse and 

sexual experimentation are increasingly 

coming to the attention of health pro

fessionals in urban areas of developing 

countries, partly as a side-effect of 

exposure to the media and mores of 

more affluent countries. A WHO con

ference on the health situations in the 

United States, Britain , China, Bahrain, 

India and Kenya took note of this new 

burden on health systems. lndu 

Capoor, a health activist from India, 

noted, "In urban areas we are getting 

the problems of the West - drugs, 

sexual experimentation and fast food 

like chocolate and soda." Dr. David 

Nyamwaya of the African Medical and 

Research Foundation in Kenya 

observed, "We are seeing that kids are 

copying what they see on television in 

terms of violence, drug abuse and 

sexual experimentation.""' 

The international mass media and 

the spread of a world-wide youth cul

ture may present a threat, but they also 

present an opportunity to send effec

tive messages about positive and 

responsible behaviour if the will and 

the resources exist to do so. 

Infant and child health issues 
Poverty is a pointer to infant and child 

as well as adult health problems. In 

Porto Allegre, Brazil, the infant mortal

ity rate (!MR) in squatter settlements is 

three times that of non-squatter areas, 

over 75 deaths per thousand live 

births.39 In Quito, Ecuador, in the early 
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1980s the !MR in upper-class districts 

was 5 per 1,000 live births, comparable 

with more developed countries today. 

At the same time, manual workers in 

Quito's squatter settlements saw their 

children die at a rate of 129 per 1,000 

live births, a rate slightly below the cur

rent global average for less developed 

regions. Similarly large differentials 

have been observed in the Philippines, 

Sri Lanka, England and Wales and else

where. 

Childhood exposure to many dis

eases and the incidence of, for example, 

leprosy, hookworm, diarrhoea, cholera, 

other parasitic infestations and polio 

are clearly related to income differen

tials within urban areas. The higher lev

els of disease incidence are also tied to 

malnutrition and lower levels of avail

able or affordable medical care. 

Death among newborn children is 

higher in rural areas, except for a few 

countries such as Malawi, Panama, 

Colombia, Tanzania, Turkey and Viet

nam. Infant mortality is lower in urban 

areas except in Namibia, Vietnam and 

Panama where the differences are very 

small or non-existent, and Tanzania, 

a highly urbanized country strongly 

affected by a weak economy and the 

effects of structural adjustment policies. 

A young mother and her baby receiving treatment for malaria at the Laquintinie hospital at Ooula. Cameroon. Death 

among newborn children is higher in rural areas, but at the same time d1ildhood exposure to disease in urban areas varies 

greatly according to income differentials and access to medical care. Mark Edwards, Still Pictures 

Infant survival chances are generally 

much better in urban areas, except 

among the poorest groups who have lit

tle or no access to regular health care. 

Squatter and shanty settlements usually 

have no services of any kind, and resi

dents may be barred or discouraged 

from using those in nearby neighbour

hoods. Even emergency services, which 

are generally in town centres, may not 

be readily available to the many who 

live in settlements on the outskirts. 

REPRODUCTIVE HEALTH 

Perinatal care 
Higher proportions of women receive 

care during their pregnancies in urban 

than in rural settings." While over two 

thirds of women receive prenatal care 

in rural areas, the corresponding figure 

for pregnant urban women is nearly 90 

per cent. Together with better maternal 

nutrition, this greatly increases the sur

vival chances of newborn infants. Pub

lic medical services are located over

whelmingly in urban settings (particu

larly district hospitals, teaching hospi

tals and other tertiary care facilities). 

Because of better access to medical 

services, urban women are likely to 

receive higher levels and better quality 

maternity care than their rural counter

parts. The urban poor, however, often 

lack access to these services. They are 

likely to have fewer contacts with the 

health system during the course of 

their pregnancies than those more 

advantaged. 

Institutional deliveries are much 

more common in urban areas of devel

oping countries than in rural. The 

median proportion of births which take 

place in an institutional setting in urban 

areas is over 77 per cent. In rural areas, 
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the median percentage of births in 

medical settings is only 35 per cent." 

The place in which women choose to 

give birth is the result of a wide variety 

of considerations. Social, cultural and 

economic factors all enter into family 

preferences and into their ability to act 

on them. Even where non-medical set

tings are preferred as the place of birth, 

however, trained birth attendants sig

nificantly reduce the health risks of 

childbirth to both mother and baby. 

Such help is much more likely to be on 

hand in an urban setting. 

Trained attendants are more often 

present at births in urban areas than in 

rural areas. Doctors are more likely to 

be the attendants in urban settings 

than in rural settings. Higher atten

dance by registered nurses and mid

wives also contribute to the overall 

advantage of urban settings. Traditional 

birth attendants generally constitute a 

higher proportion of the overall per

centage of trained personnel in rural 

areas even in countries where their ser

vices are used in both rural and urban 

settings." 

Maternal mortality 
Maternal mortality is devastating and 

almost completely avoidable, although 

around 585,000 women still die each 

year in developing countries from com

plications associated with pregnancy or 

delivery, or from perinatal infection. 

Reliable separate estimates of urban 

and rural maternal mortality ratios are 

rarely available; where they are, urban 

maternal mortality is consistently low

er than rural." This is probably the 

result of better medical treatment dur

ing pregnancy and, particularly, of 

greater access to emergency obstetric 

w1 WHAT IS REPRODUCTIVE 

ft I h HEALTH CARE? 
h A comprehensive reproduc-

tive health programme might include the fol

lowing elements as part of primary health care 

(with appropriate referrals): 

· family planning information and services, 

including counselling and follow-up, aimed 

at all couples and individuals; 

· prenatal, delivery (including assisted delivery) 

and post-natal care, with referral for the 

management of obstetric complications; 

· prevention of abortion, management of the 

consequences of abortion and post-abortion 

counselling and family planning; 

· prevention of reproductive tract infections 

including sexually transmitted diseases, and 

treatment of systemic infections; 

· prevention of HIV/AIDS; 

• prevention of infertility and sub-fecundity; 

· routine screening for urinary tract infections, 

cervical infections, cervical and breast cancer 

and other women's reproductive health con

ditions; 

· active discouragement of harmful practices 

such as female genital mutilation. 

care in the case of pregnancy and deliv

ery complications. This pattern may 

not hold for the many poor urban wom

en living in informal settlements on the 

outskirts of cities, however, since emer

gency services are usually located in 

the centre and they have little if any 

better access to routine pre- and peri

natal care than their rural counterparts. 

Reduction of maternal mortality in 

rural areas to urban levels means over

coming problems of transport and dis

tribution of services. Both urban and 

rural areas will require trained medical 

personnel, available safe blood and 

necessary equipment and supplies. The 

Mother-Baby Package", supported by 

WHO, the World Bank and UNFPA, 

describes the necessary inpu!i, :md pri

orities for effective intervc, ion to 

reduce both maternal mort,, ·ty and 

early infant mortality. The IU D Pro

gramme of Action calls for the el imina

tion of programme-based differentials 

in service access by the year 2,105 and 

universal access to reproductive health 

care services by the year 2015. 

Towards better 

reproductive health 
While reproductive health services are 

more readily available in urban than 

rural settings, the capacity of existing 

institutions to expand their outreach 

and improve their quality in the face of 

expanding demand and contracting 

financial resources is uncertain . Public 

budgets for health services have been 

shrinking in many countries, particular 

ly those which have adopted structural 

adjustment programmes. The energies 

of non-public sources of reproductive 

health services must be effectively 

mobilized. Non-governmental organiza

tions, community-based approaches 

and private-sector activity will need to 

supplement public efforts to strengthen 

the entire health delivery system. 

Extending the reach of reproductive 

health care services has been a histori

cal priority: improving quality is now 

recognized as equally necessary for 

effective service. This applies to urban 

as well as rural settings, though quality 

is generally better in urban areas. 

A Situation Analysis (see box) under

taken by the Population Council in Peru 

dramatizes the difference. An index was 

constructed to describe eight impor

tant elements of the quality of care: 

health provider competence, range and 

freedom of choice, adequacy of coun-
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m SITUATION ANALYSIS 

·'fr I h l Situation Analysis is a proce-

h dure devised by The Popula

tion Council to assess the quality of reproduc

tive health and family planning programmes. 

An assessment of programme performance is 

made through: 

· an inventory of equipment and services at 

service delivery points (SDPs); 

· observation of client visits; 

· exit interviews with observed clients; 

· interviews with staff. 

All SDPs in the country under study are either 

directly visited or sampled so the findings are 

representative of the national programme. 

Key issues include the quality of services 

including: interpersonal relations, information 

exchange, choice of method~ technical com

petence, mechanisms to ensure continuity and 

the appropriateness of the constellation of 

services. The technique has been expanded to 

include not only family planning services but 

also STD/HIV services and other elements of 

reproductive health care. 

The technique gives programme managers and 

staff direct and immediate feedback which can 

be used directly to improve service quality. 

seling and follow-up, privacy and clean

liness, supply availability, attention to a 

variety of reproductive health needs. 

Highest quality service delivery points 

(SDPs) would score eight points. Clinics 

in urban areas averaged 5.31 compared 

to 1.64 in rural areas. Differences 

favouring urban settings were observed 

for all of the dimensions denoting qual

ity of care. 

Even in urban settings, greater atten

tion to the quality of services is need

ed. Shortcomings were noted in both 

information and services; for example, 

information important for proper or 

informed use of different methods was 

not regularly provided. Providers 

imposed restrictions on the services 

offered based on the marital status, age 

or parity of the client or the presence 

or absence of explicit partner consent. 

Services in rural areas were of low qual

ity on all dimensions. The clinics per

formed worst in providing information 

and maintaining cleanliness. 

Rural clients also had the fewest con

tact points offering reproductive health 

services including family planning 

methods. Many rural service points did 

not offer immunization, pap smears or 

pregnancy tests: many urban service 

points offered at least two of these." 

These differences are clear in Peru 

which has a moderately well-developed 

maternal and child health system. In 

Peru nearly 60 per cent of the women 

use some method of contraception, 

nearly 90 per cent of women know a 

source for family planning services, 60 

per cent of births are attended by a 

trained physician and more than three 

quarters of one-year-olds have been 

immunized against TB, diphtheria, per

tussis, tetanus and polio. Peru is, how

ever, heavily urbanized (72 per cent of 

the population) and other social indica

tors reveal large urban-rural differenc

es. For example, sanitation is estimated 

as being available to 58 per cent of the 

urban population but only to 25 per 

cent of the rural. 

Situation analyses in sub-Saharan 

African countries with health systems 

at different stages of development46 and 

in selected single cities further high

light differences between rural and 

urban areas. Urban service delivery 

points in Ghana, Senegal, Kenya and on 

Zanzibar were more likely to have run

ning water. Only 29 per cent of rural 

service delivery points in Ghana had 

running water compared with 52 per 

cent of urban centres and, in Senegal, 

54 per cent as against 96 per cent of 

urban SDPs. Electricity was widely 

available in urban SDPs but even less 

likely to be found in rural settings than 

running water. Both are essential for 

hygiene and thus for good quality of 

care. 

The use made of individual SDPs 

depends on the size of the surrounding 

population, how much choice they 

have and local demand for services. It 

also depends on the effectivness of the 

SDP's outreach and the quality of ser

vices it offers. In Ghana, urban SDPs 

averaged over 1,000 client visits per 

year, two to three times more than 

SDPs in rural or semi-urban settings. In 

Kenya, urban and semi-urban SDPs 

averaged over I, 700 family planning vis

its per year, twice as many as rural 

SDPs. In Senegal, urban SDPs, with over 

2,000 visits per year on average, were 

more than twice as active as semi

urban SDPs which in turn serviced 

more than three times as many client 

visits as rural SDPs. On Zanzibar, urban 

SDPs account on average for more than 

11 times the number of visits of the 

rural clinics but the total geographical 

area is relatively small and the urban 

area is also accessible to many ru ral 

residents." 

Both urban and rural SDPs with bet

ter facilities draw more visits. The dif

ference is greater for rural SDPs: the 29 

per cent of Ghana's rural SDPs which 

had running water accounted for 47 per 

cent of the annual visits . It is not clear 

whether better-equipped SDPs gener

ate and sustain more client contacts, or 

whether client demand encourages 

investment in better facilities: the 
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THE ICPD ON QUALITY 

OF CARE 

At the 1994 International 

Conference on Population and Development all 

! members of the international community agreed 

on standards for quality of care in reproductive 

health and family-planning programmes. The 

!CPD Programme of Action says (para 7.23): 

Among other measures, programmes should: 

Recognize that appropriate family planning 

methods for couples and individuals vary accord

ing to their age, parity, family size preference 

and other factors, and ensure that women and 

men have information and access to the widest 

possible range of safe and effective methods in 

order to enable them to exercise free and 

informed choice; 

Provide accessible, complete and accurate infor

mation about various family-planning methods, 

including their health risks and benefits, possible 

side effects and their effectiveness in the preven

tion of the spread of HIV/AIDS and other sexu

ally transmitted diseases; 

Make services safer, affordable, more conven

ient and accessible for clients and ensure, 

i through strengthened logistical systems, a suffi-

answer is probably some combination 

of the two. In any case improvement in 

all settings, and particularly in poorly

equipped rural SDPs should be an 

important priority. 

In other respects, the study found 

that differences between rural and 

urban services are neither clear nor 

consistent. There is no evidence of 

urban bias in programme capacity or in 

the services offered." IUD insertion, 

which requires trained personnel, is 

generally more available at urban SDPs, 

which also usually have somewhat bet

ter equipment and stocks . Supervision 

of staff, a key to service quality, varies 

little between urban and rural settings 

within countries but differs consider-

cient and continuous supply of essential high

quality contraceptives. Privacy and confidential

ity should be ensured; 

Expand and upgrade formal and informal train

ing in sexual and reproductive health care and 

family planning for all health-care providers, 

health educators and managers, including train

ing in interpersonal communications and coun

selling; 

Ensure appropriate follow-up care, including 

treatment for side effects of contraceptive use; 

Ensure availability of reproductive health servic

es on site or through a strong referral mecha

nism; 

In addition to quantitative measures of perfor

mance, give more emphasis to qualitative ones 

that take into account the perspectives of cur

rent and potentia l users of services, through 

means including effective management informa

tion systems and survey techniques for the time

ly evaluation of services; 

Emphasize breast-feeding education and sup

port services, which can simultaneously contrib

ute to birth spacing, better maternal and child 

health and higher child survival. 

ably between countries. Better supervi

sion is often seen in clinics in urban 

areas with larger numbers of annual vis

its, but again it is hard to say whether 

better supervision encouraged more 

visits or vice versa. 

Overall, programme effort and capa

city was distributed relatively evenly 

between rural and urban SDPs", with 

broadly similar training levels, logistics 

management, completeness of examina

tions, quality of the interaction 

between provider and patient, and 

attention to broader reproductive 

health concerns (especially STD/HN 

information and services). 

Continued improvement in the qual

ity and coverage of services is a nation-

al challenge: infrastructure i:nprove

ment needs more attention in rural are

as, but better management , logistics, 

supervision, and counselling is a uni

versal requirement. 

Reproductive health in the cities 

Examples from Africa 
Situation analyses in individual African 

cities50 revealed needs more clearly. In 

Mombasa, Kenya, for example, demand 

for family planning services may 

increase by 200 to 700 per cent over the 

next 20 years, but even the current 

demand cannot be met. Most SDPs lack 

the equipment and commodities to pro

vide a full range of contraceptive meth

ods, and some lack laboratory facilities 

and running water. Existing services are 

not well advertised and information 

about family planning methods is selec

tively given. Staff training in STD/HIV 

information and in communicating with 

clients need improvement. On the posi

tive side, clients were given adequate 

information to facilitate follow-up and 

were well instructed about their future 

needs. Most clients were satisfied with 

the services they received. Reproduc

tive health services other than family 

planning were available at many SDPs 

but were not well integrated with family 

planning activities. 

A particular problem in Bulawayo, 

Zimbabwe, is that most public SDPs are 

located in outlying residential districts 

and are closed during the evening. 

Most private SDPs and pharmacies are 

in the city center. The working popula

tion that leaves the residential areas 

during the day but relies on public facil

ities (which supply nearly two thirds of 

the city's needs) is therefore poorly 

served in the evening hours. An adjust-



ment in either the hours of availability 

of public services or the location of pri

vate services could increase the ability 

of the system to meet current and 

future unmet demand. 

In Blantyre, Malawi, unmet need for 

long-term family planning methods is 

high, but there are alternatives to the 

government-provided SDPs - for exam

ple pharmacists, some of whom are 

known to be interested, or medical clin

ics in industrial plants, which currently 

do not offer family planning or other 

reproductive health services. Better 

education of staff and clients could 

allow these facilities to address the 

demand. 

Financing reproductive health and 

family planning in the cities 

As national economies and personal 

incomes grow, the market can play a 

larger part in reproductive health ser

vices including family planning. In 

Thailand, for example, pills account 

for nearly 30 per cent of contraceptive 

use: in the cities over 70 per cent of 

users get such pills from private 

sources rather than government clin

ics, but in the poorer rural areas the 

proportions are reversed. Except for 

condoms, private sector family plan

ning is more expensive - for clinic 

methods between two and five times 

more expensive.51 

The ability to pay is only one factor. 

In some places relatively poor people 

would rather spend money on contra

ceptives than be seen in a government 

clinic; elsewhere relatively affluent peo

ple queue up with the rest. Some users 

will pay for services if they are sure 

that their money will go towards better 

reproductive health services. Others 
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will pay to assure a regular supply or 

better quality, In Bolivia, a private vol

untary organization has been gaining 

clients from the Ministry of Health 

though their rates are the same. The 

difference involves the clients' percep

tion of quality, even though experts 

found no difference.52 

Cost recovery and insurance 

schemes can be successful in urban 

areas, but the poor may lose their 

access to services unless careful atten

tion is paid to subsidies and means

testing, with guaranteed supplies for 

the poorest. In Cebu, the Philippines, 

for example, nearly two thirds of subsi

dies were found to benefit the better

off" and the poorest quarter of the pop

ulation realized only 17 per cent of the 

benefits. Most subsidies for permanent 

methods were directed to the poorest 

quarter. 

However, it is fair to note that the 

proportion of subsidies going to 

upper-income groups for public ser

vices such as hospitals and higher 

education in developing countries is 

typically far greater than for family 

planning. Some spillover of benefits to 

the better-off may be the necessary 

cost of programmes to benefit the 

poorest. On the other hand, the col

lection of some contribution, however 

small, may actually enhance the per

ceived value of services among the 

poor. Both can help mobilize support 

across income groups. 

EDUCATION 
Education, and especially education for 

girls, is widely recognized as essential 

for sustainable development. This fun

damental fact has been recognized by 

all the recent international conferences: 

at the International Conference on Pop

ulation and Development in 1994, at the 

World Summit on Social Development 

in 1995 and the Fourth World Confer

ence on Women in 1995. In general, 

urban areas have the advantage over 

rural areas in proportions of primary 

schools which offer all grades, the num-



22 

2. CONDITIONS OF LIFE IN URBAN AREAS -~ ~ 

ber of schools available, and enrolment 

ratios." These advantages are further 

magnified at the secondary and tertiary 

levels. Decisions on the placement of 

schools in rural areas depend on a wide 

variety of considerations. The location 

of the population and ease of access for 

the largest number of students are fre

quently not decisive.,-,. 

Investment in schooling is a substan

tial proportion of social sector invest

ment in many developing countries.'; 

Nevertheless, given the growth of 

school-age populations, reaching the 

international goals of universal primary 

education and universal literacy will 

call for unprecedented creation of new 

places in schools . To keep up with 

w1 SEl.f-RELIANT REPRODUC

A I tr TIVE HEALTH CLINICS 

. n Non-governmental organiza-

tions (NGOs) can play an important role in 

providing health services in urban areas. Since 

1981, the Indonesian NGO Yayasan Kusuma 

Buana (YKB) has successfully operated urban 

clinics offering family planning information 

and services for a modest fee. Today it has six 

clinics, which also provide routine antenatal 

care, immunization, and general maternal and 

child health services and information. The pro

gramme, started with UNFPA assistance, has 

been financially self-sufficient since 1992." 

The YKB programme targets people of low to 

moderate income, complementing the gov

ernment clinics which mostly serve the poor 

and the private clinics and hospitals used by 

wea lthy Indonesians. Patients are willing to 

pay for services because the midwife-run clin

ics offer them quality services, a range of 

choices (based on surveys of clients' needs), 

longer service hours and a clean and friendly 

atmosphere. Delayed payment plans are avail

able for those who need them. The NGO pro

gramme also provides follow-up home visits. 

needs, creation of new primary school 

places by the end of this decade must 

exceed the average of the 35 years 

since 1960 in 58 of 81 countries 

assessed. In about a quarter of them 

the pace will have to be more than five 

times greater than the historical aver

age. Sub-Saharan Africa will need to 

create spaces for new primary school 

students at more than 3.5 times the pre

vious average annual rates; even 

though recent trends ominously show 

worsening enrolment rates. By 2025, it 

is expected that falling fertility will have 

reduced significantly the numbers of 

school-age children, but long-term fer

tility deciine depends on the develop

ment process. The need for a more edu

cated labour force cannot be deferred 

without making existing problems 

worse and creating new ones." 

The quality of education is as vital as 

the number of students to be educated. 

Overcrowded schools with inadequate 

supplies and facilities and failing physi

cal conditions cannot educate effec

tively. Such stratagems as increasing 

class size and multiple shifts in the 

same facilities do not make up for 

shortages of chairs, desks, books, 

chalk, writing materials and paper. 

They reduce personal attention and 

accelerate the deterioration of physical 

plant. 

Drop-out rates in primary school are 

high. In many developing countries, 

particularly in the least developed, only 

a small proportion of those who com

plete elementary school go on to sec

ondary education. This may be a family 

decision encouraged by poverty or a 

low perceived value for education, but 

it may also, particularly in urban areas, 

be enforced by an overstrained school 

system which can only make room for a 

small proportion of secondar:' stu

dents. In these circumstances, there is 

a heavy bias against the children of 

poor families. The bias is greater 

against girls when difficult decisions 

are being made on priorities for allocat

ing scarce family resources. The 

assumption is that girls will benefi t less 

from education and will return less of 

the investment to the family. Girls are 

assumed to be needed at home, and 

education is seen as a luxury which 

poor families cannot afford. This has 

created a gender gap in education 

which varies from country to country 

but is highest among the poor. 

The International Conference on Pop

ulation and Development recognized 

both the gender gap and the need to 

eliminate it, agreeing that women were 

the strongest untapped human 

resource for any developing country. 

There is an equally strong and well-

recognized connection between 

women's education and their ability to 

bring up smaller, healthier and better

educated families. 

Smaller age groups coming into the 

education system have enabled many 

of the laster-growing economies to re

allocate resources to quality rather 

than quantity in education and build a 

firmer base for further economic and 

social advance.s' This is the aim that 

has been accepted by the international 

community. 
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IMPROVING SOCIAL AND ECONOMIC 

CONDITIONS FOR ALL PEOPLE AND PRO

MOTING SUSTAINABLE DEVELOPMENT IS 

INCREASINGLY AN URBAN CHALLENGE. 

AS CITIES GROW, MAKING THESE 

IMPROVEMENTS BECOMES MORE COM

PLEX. 

T he urban population is growing 

at a much faster rate than the 

population as a whole, and by larger 

annual increments than ever before. 

By the early years of the next century, 

most of the people in the world will 

live in urban areas. In most develop

ing regions the proportion of people 

living in the largest cities is also 

increasing. 

Cities are intimately tied to national 

prospects for sustained economic 

growth and sustainable development. 

The ability of cities to function as 

social, cultural and economic centres is 

shaped by urban population dynamics. 

This section will review the current 

urban demographic situation including: 

problems in defining urban areas; 

urban population growth since 1950, 

and its concentration in developing 

regions (noting regional differences); 

sources of urban growth, including nat

ural increase and migration fueled by 

rural population growth; the world's 

largest cities (now concentrated in 

developing countries, especially in 

Asia); projections of the future size and 

location of large cities, and the difficul

ties of projecting accurately; and the 

continuing growth of rural populations 

in developing countries, despite outmi

gration. 

"Like people, cities have personal

ities. Each represents a unique mix of 

history and natural setting, cultural pat-

frm :~;::,. 
· TT l Asia is the world's largest and 

most diverse region in both area and popula

tion. The extent and pace of urbanization vary 

considerably within the region, as does the 

capacity to accommodate urban growth. Asia is 

not highly urbanized by world standards. At 

nearly one-third urban it is far below Latin 

America's level and approximately at that of 

Africa. Southern Asia is only about one-quarter 

urbanized, though urban growth there could 

accelerate as a consequence of economic 

reforms. Larger countries are generally less urba

nized than smaller ones, but given their size, 

even moderate urban growth rates imply 

extremely large increases in urban populations. 

Countries' urban growth rates are related to 

their levels of development and economic 

growth rates. Having urbanized rapidly, the 

more vigorous economies of Eastern and South

eastern Asia are now quickly slowing their urban 

growth and reorganizing their cities to reduce 

concentration. In other countries, populations 

are growing faster than the cities' economies 

can manage, deepening the persistent problems 

of "poverty, unemployment and underemploy

ment, inadequate infrastructure and housing, 

deficient social services, and environmental deg

radation" .' 

Most Asian countries have long recognized the 

need to slow or reverse urban concentration and 

to energize their economic and social develop

ment. Finding an effective mix of policies has 

been difficult, however, and regional experience 

does not prescribe any single strategy for achiev

ing either objective. Migration controls, land-use 

planning. investment in satellite cities, special 

economic zones, controls on industrial location, 

rural development, urbanization and service pro

vision, fiscal incentives and other schemes have 

terns, and lifestyles. Some are ugly yet 

attractive, others beautiful but dull. 

Under such circumstances modelling 

and theorizing about cities is risky, if 

even possible."' 

been adopted in different countries at different 

times. Their impact has varied, depending on the 

consistency of policies, institutional capacity and 

coordination, and the available resources. Both 

natural economic forces and macroeconomic 

policy reforms have also helped to reduce excess 

urban concentration under certain circum

stances. 

The smaller Pacific island states' integration into 

the international economy and pace of develop

ment are limited by the small scale of their pro

duction enterprises and by administrative and 

technical limitations. Urban environmental 

impacts on fragile local ecosystems also pose spe

cial difficulties. 

The Central Asian countries of the former Soviet 

Union, no longer managed by a centralized 

administration outside their borde~. urgently 

need to develop vital civil societies and to 

strengthen their capacities for planning and 

administration. They must also adjust to major 

changes in their economic systems, trading part

ners and relations to the global economy dislo

cations which have intensified conflicts within 

multi-ethnic communities. 

Countries and large states of federal unions fre

quently accord lower priority to investments in 

social services and infrastructure than to industri

al development. Those that have invested in 

education (particularly women's education) and 

basic health services (including reproductive 

health and family planning) have had striking 

results; Sri Lanka, India's Kerala State, 

Bangladesh and countries in East Asia have 

attained higher levels of education and health 

than other societies with similar economic status 

and urban burdens. Levels of women's participa

tion in education, employment and other devel

opment activities differ considerably throughout 

the region. 

Urban systems take a variety of 

forms in different countries, and 

diverse definitions of "urban" are used 

for census purposes. This variability 

makes comparisons and generaliza-
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fd'I EASTERN EUROPE' TT/ h The countries of Eastern 

11 Europe and the former Soviet 

Union are undergoing an economic. political 

and administrative transition which is reflect• 

ed in shrinking gross domestic products, high 

unemployment and declining fertility and life 

expectancy. While some countries have shown 

signs of economic stabilization ( e.g. reduced 

rates of inflation and economic contraction), it 

will take time to establish new institutions and 

redefine the role of the public and private sec

tors. 

Wasteful consumption and production pat• 

terns, long-term neglect and misdirected poli

cies have led to serious environmental degra

dation. Toxic industrial pollutants affect health 

and agriculture. The transition to market 

economies calls for new regulatory and plan

ning regimes to accommodate greater partici 

pation by non-governmental organizations 

and the private sector. 

lions difficult. Internationally accepted 

definitions generally involve some com

bination of the following: 

• administrative units - places incorpo

rated as cities, or seats or capitals of 

administrative entities such as dis

tricts; 

• population concentration - localities 

with clear boundaries whose total 

population or population density 

exceeds a specified threshold; 

• proportion of the population in non

agricultural occupations (the cut

points used vary considerably in 

societies at different levels of devel

opment); 

• availability of infrastructure - paved 

roads, postal offices, centralized 

meeting places, etc. 

The particular definitions of cities 

used by different countries vary consid

erably and unsystematically. Among 

3 . URBAN POPULATION DYNAMICS · 

those countries that base their defini

tions largely or exclusively on popula

tion counts, some define a locality as 

urban if it has as few as 200 residents 

(Iceland and Norway, for example); 

more common cut-off points are 2,000 

(Angola, Argentina, Bolivia, Cuba, 

Eritrea, Ethiopia, France, Gabon, 

Germany, Guadaloupe, Honduras, 

Israel, Kenya, Liberia, the Netherlands, 

Sierra Leone) and 5,000 (Austria, 

Comoros, Czech Republic, Ghana, 

Lebanon, Madagascar, Mali, Saudi 

Arabia), while some countries put the 

cut-off point as high as 10,000 (Benin, 

Greece, Italy, Jordan, Kuwait, Portugal, 

Senegal). 

Since national authorities use their 

own definitions in reporting on cities, it 

is not possible to apply a uniform defi

nition or set of criteria to all countries. 

Given their different social conditions, 

such an exercise would not necessarily 

be useful. But the incomparability of 

the data available underscores the 

need for carefully designed databases 

for monitoring urban development and 

dynamics. 

Urban dwellers will soor~ be a 

majority of the world's popula, ' ·,u. Not 

long after, they will be a m:;_:. lity in 

all regions of the world. 

As the figure below indicates. :he per

centage of people living in urbJr, areas 

has increased dramatically dur:,ig the 

past half century, particularly in tc",c less

developed regions. The United r-lations 

projects that a majority of the world 

population will be urban by 2005: in the 

less-developed regions, that thr<=shold 

will be crossed before 2015. Of the 

world's 2.6 billion people currentiy iiving 

in urban areas, over 1.6 billion are in 

less-developed regions. These regions 

will include 3.2 billion out of 4.1 billion 

urban people worldwide in 2015, and 

over 4 billion out of 5.1 billion in 2025. 

The urban population is increasing 

much faster in developing countries 

than in the more-developed regions. 

In 1970, there were about as many 

city dwellers in developing countries as 

in the more-developed regions . The 

ratio is nearly two to one today; it will 

pass three to one by 2015 and approach 

four to one by 2025. Of the 1.23 billion 

Percentage of the population living in urban areas 

■ Entire World 

■ Less
developed 
regions 

More
developed 
regions 

1950 1970 1995 

Source: United Nations. 1995. World Urbanization Prospects: The 1994 Revision. New York: Population Division, 

Department for Economic and Social Information and Policy Analysis, United Nations. 
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urban residents added to the world 

population since 1970, 84 per cent have 

been in less-<leveloped regions , and this 

proportion is growing. It is projected 

that less-developed regions will account 

for 92.9 per cent of a 2.06 billion 

increase in the global urban population 

between 1970 and 2020.5 

In terms of total population numbers, 

Asia now accounts for 1.2 billion of the 

2.5 billion global urban residents (i.e . 

about 46 per cent). Europe accounts for 

535 million more. By 2025, 23 new 

urban Asians will be added for every 

new European urban resident. Latin 

America and the Caribbean account for 

about 358 million current urban resi

dents. In 2025, these numbers will be: 

Asia, 2.7 billion; Europe, 598 million; 

Latin America and the Caribbean, 601 

million; and Africa, 804 million. 

There is substantial variation in the 

level of urbanization within regions. In 

Africa this ranges from 48 per cent in 

Southern Africa, 45 per cent in North

ern Africa, 36 per cent in Western Africa 

and 33 per cent in Middle Africa to 21 

per cent in Eastern Africa. These differ• 

ences between African subregions 

result from historical patterns related 

to their governance and economic 

structures dating back to colonial 

times, and are expected to continue for 

at least the next 30 years. National lev

els range from 6.1 per cent in Rwanda' 

to 85 per cent in the Libyan Arab 

Jamahiriya. 

For Asian subregions the levels are: 

South Central Asia, 28.8 per cent; East

ern Asia, 36.9 per cent (the regional 

statistic is dominated by China's 30.3 

per cent); and South-eastern Asia, 33.7 

per cent. National levels vary from 

under 10 per cent in Bhutan to over 90 



26 

per cent in Hong Kong and Singapore. 

In Western Asia, national levels vary 

from 13 per cent in Oman to over 90 

per cent in Bahrain, Israel, Kuwait and 

Qatar. 

Subregional urbanization levels in 

Latin America and the Caribbean are 

62.4 per cent in the Caribbean, 68 per 

cent in Central America and 78 per cent 

in South America. National levels range 

from 13.8 per cent in Montserrat, 31.6 

per cent in Haiti and 41.5 per cent in 

Guatemala to 90.3 per cent in Uruguay 

and 100 per cent in the Cayman Islands 

and Bermuda. 

Urban growth in less-developed 

regions is declining, but annual incre

ments will continue to be very large 

into the next century. 

The global urban population is grow

ing by 2.5 per cent per year (3.5 per 

cent per year in the less-developed 

regions and 0.8 per cent in the more

developed regions), or 61 million peo

ple - roughly the equivalent of adding 

six cities the size of Lagos. Annual 

urban growth in the less-developed 

regions peaked at 5.1 per cent during 

1955-1960. Today's rate of growth is 

slower because the base population is 

much larger, but the annual increments 

are greater. By the period 2020-2025 

the global urban growth ra te will have 

declined to under 2 per cent per year, 

but the urban population will increase 

by 93 million people - more than the 

current annual increase in the total 

world population. 

As the figure on this page shows, the 

highest rate of urban growth is in Afri

ca. Cities in Eastern Africa grew by 

more than 6 per cent a year between 

1960 and 1980, reaching a high of 6.5 

per cent during 1975-1980. A gradual 
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Department for Economic and Social Information and Policy Analysis. United Nations. 

decline to 4.1 per cent in 2020-2025 is 

anticipated. Southern Africa's urban 

growth rate , now 3.2 per cent, will 

decline to 2.3 per cent by 2020-2025. 

Asia accounts for more than two 

thirds of the annual increase in the glo

bal urban population. Within Asia, 

urban growth rates are more than 3.6 

per cent per year in South-€astern Asia 

and Western Asia, compared to about 3 

per cent in Eastern Asia Oess if China is 

excluded). These subregions are 

expected to reach 2.2, 2.0 and 1.6 per 

cent urban growth, respectively, by 

2020-2025. 

THE PROCESSES OF 

URBAN GROWTH 

Three different processes fuel urban 

population growth' : natural growth 

(the excess of births over deaths), 

migration from rural areas, and cities 

incorporation of rural surrounds 

(redefinition of administrative boun

daries). The relative importance of 

each component changes as urbaniza

tion proceeds. 

When urbanization levels are low 

(particularly when rural and urban fer

tility rates are similar), migration 

accounts for most of the growth differ-
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ence between cities and rural areas. 

Natural increase becomes more impor

tant at higher levels of urbanization.' 

When economic opportunities in the 

cities expand rapidly, growth from 

migration may also increase. 

Globally, natural increase accounts 

for, nearly 60 per cent of urban 

growth.' The contribution of rural 

urban migration differs significantly in 

different regions and over time. 10 

By way of contrast, the rapid urban 

growth in Europe during the 19th centu

ry was largely attributable to migration, 

fueled by the growing urban manufac

turing sector. London's population 

more than doubled between 1801 and 

1851. The 10 largest cities in England 

during this period increased from 16 to 

23 per cent of the total national popula

tion. This was also a period of substan

tial migration to North America. It is 

estimated that if the population which 

left the United Kingdom had instead 

Natural increase as a percentage ol urban growth 
1960 1970 1980 

Region -Africa ...... Latin America ----Asia - - Oevelopingworld 
• Exc luding China. Including China's large population in migration rate: 37.4' 

•• Excluding China. Including China's large population in migration rate: 4'S.7 

Source: Un~ed Nations Population Division. 1996. "Trends in UrbanizatKJn and the Components of Urban Growth.·• Paper 

for the Symposium on Internal Migration and Urbanization in Developing Countries: Implications for HABITAT II, New York, 

January 1996 

moved to its cities, urban growth would 

have exceeded 5 per cent a year. At this 

rate, the urban population would have 

doubled in 14 years, about the pace of 

urban growth observed in Africa since 

1950. 

The largest cities 

City sizes and growth rates describe 

only part of the global transformation 

of where, and how, people live. The dis

tribution of sizes of urban areas is 

changing dramatically. In 1950, only one 

Source: United Nations. 1995. World Urbanization Prospects: The 1994 Revision. New York: Population Division, Department for Economic and Social Information and Policy Analysis, 

United Nations. 
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®I SUB-SAHARAN AFRICA,, 

ft I h Cities in Africa are growing faster 

h than in any other region. Most of 

the increase is the result of migration, reflecting 

people's hopes of escaping rural privation more 

than the existence of actual opportunity in the 

cities. In fact, under the burden of structural 

adjustment programmes, formal employment in 

Africa's cities is not growing, while informal-sec· 

tor job growth is not likely to keep pace with the 

5-10 per cent anticipated growth rates in the 

working-age population. 

The quality of life in many African cities is increas

ingly threatened. Urban infrastructures are 

already under great stress. Shrinking budgets for 

social services have left schools overcrowded and 

ill-equipped, medical services understocked and 

overburdened, transport less reliable and basic 

electrical and water supplies increasingly inter

mittent. Economic pressures and rising school 

fees have reversed the trend towards higher 

enrolments for basic education; male primary 

w1 LATIN AMERICA 

-ft I h AND THE CARIBBEAN 
12 

· n Latin America is the most urba-

nized of the developing regions. In most coun· 

tries, populations are relatively concentrated in 

the largest cities, usually the capital. Urban 

growth rates are slowing in the region's larger 

cities; more remarkable are ongoing political and 

social changes affecting urban management and 

development. 

Urban growth in Latin America's large cities is 

largely driven by natural population growth. 

Migration is increasingly from other cities rather 

than from rural areas." Migration to large cities 

including Sao Paulo and Santiago de Chile has 

slowed; Mexico City has begun to experience a 

net out-migration. There is accelerated growth in 

certain medium-sized cities which are part of 

urban systems growing around the large centres. 

Following the economic crises of the 1980s, eco

nomic activity has accelerated, but much of it is in 

the informal sector. Individuals and families face 

increasing job insecurity, lower wages and a 
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school enrolment and completion rates have 

declined in the early 1990s. 

The most important African cities were devel

oped as colonial administrative and trading cen

tre~ rather than industrial and commercial cen

tres equipped to support large populations. A 

generation after independence, well-serviced but 

expensive city cores are surrounded by rings of 

development supporting most of the population, 

where the quality of housing and services varies 

greatly. Urban authorities providing administra

tion and services have been unable to keep up 

with the explosive growth of squatter commu

nities and shanty towns. 

Slow economic growth and poor transport have 

limited the relocation of industry and industrial 

suppliers, impeding job growth in secondary cit

ies. This has fuelled continued migration into 

larger cities by people in search of work. 

Economic liberalization has encouraged external 

assistance in some countries. Tanzania, Zimbawe 

and Uganda have received assistance for trans-

reduction in essential social services; investment 

in public works has decreased . Environmental 

degradation around many of the region's cities is 

increasing; low-income shanty towns proliferate 

in the affected areas. Urban road and transport 

systems do not meet local needs. A large portion 

of cities' solid waste, industrial waste and sewage 

goes untreated, contaminating water supplies; 

cities like Lima and Mexico City which depend on 

wells are especially burdened.14 Water rationing 

is common and quality varies. 

Most studies since the 19805 have noted an 

increase in poverty in the region's metropolitan 

areas, Latin America is the only developing 

region with more poor people in cities than in 

rural areas; although, as elsewhere, poverty is 

more prevalent in the countryside. 

The change from military to civilian regimes 

throughout the region and . the devolution of 

powers to local authorities have given impetus to 

grass-roots and local initiatives, creating a climate 

for a vibrant and diverse network of local and 

national non-governmental organizations and 

port infrastructure, for example. Such , , · rnve

ments can stimulate developing markets '.· help 

generate employment, offsetting somt the 

economic effects of structural adjustm : But 

increases in traffic often worsen travel co,·. .ions 

even as road quality improves, reducing th, ,Jue 

of the investment. 

Decentralization of authority has accek ;;ted 

change in the management of basic servict'. . but 

public and private initiatives al ike are harr, , :•red 

by haphazard tax collection and poorly fu r;-.!:on

ing credit markets. A number of countries ,, :cw 

the private sector to supplement or replace •.•' N· 

burdened public services such as buses. 

As employment stagnates and services dc:-,ri

orate in many urban areas, social and econc-n, ic 

conditions continue to worsen. As a result, cri,.-:e 

and homelessness increase and family systems 

break down, especially under the added strains of 

internal political turmoil and the ravages of AIDS. 

associations. Increasingly, local and municipal 

authorities are subject to election rather than 

appointment by central governments or parties, 

increasing their accountability and responsiveness 

to local populations. A review of the new devel

opments concludes: 

"In the past ten years more than 12,000 cities, 

towns and local government units in Latin Ameri

ca have elected mayors and councillors. In many 

of them new people seem to have established 

themselves at the grass roots. A study carried out 

in Colombia, for example, showed that 11 of 16 

cities in that country elected outsiders as mayors. 

not members of the traditional local elites. The 

newcomers in turn attracted better-educated 

people to work for them:_ graduates' share of 

total municipal employment rose from 1 in 39 in 

the early 19805 to 1 in 13 now."15 

Although conditions vary from country to coun

try, there are opportunities throughout the 

region for progress following a deep and extend

ed crisis. The most stubborn and persistent prob

lem is to address the needs of the urban poor. 
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ARAB STATES 16 

North Africa is highly urbanized. 

In Morocco, for instance, growth 

in the larger cities has slowed but small and 

medium-sized cities are proliferating."_ Urbaniza• 

tion has been fuelled by high fertility rates, sub•· 

stantial rural-urban migration, international 

labour migration_ and the concentration of eco· 

nomic , activity in urban areas. .Housing and 

administrative policies (including city definitions) 

have also contributed to urban growth. 

Infrastructure development has not kept pace 

with this growth. Rural development • activities 

(like Libya's enormous irrigation plans), often 

intended to counter urbanization trends, have 

received priority policy attention instead. 

The Gulf States have some of the world's highest 

rates of labour immigration. Migrants are con· 

centrated in the cities, contributing to this 

subregion's high urbanization _levels. 

city had a population of more than 10 

million people, In 1994, there were 14 

such cities, only four of which were in 

more-developed regions. By 2015 there 

will be 13 more, all in the less

developed regions. 

The composition and distribution of 

the world's largest cities has changed 

dramatically over the past 45 years. 

In 1950, only New York had a popula

tion exceeding 10 million. Eleven of the 

15 largest cities were in more

developed regions. The 15th largest 

city, Berlin, had 3.3 million people. In 

1970, three cities (Tokyo, New York and 

Shanghai) exceeded 10 million; seven of 

the top 15 were in less-<leveloped 

regions, and the 15th largest had 6.7 

million people. 

By 1994, 14 of the top 15 cities had 

more than 10 million people. The larg

est, Tokyo, had reached 26.5 million 

(the only city with more than 20 mil-

Elsewhere, high levels of urban unemployment 

and underemployment have led many young 

w~rkers to migr~te within the region and to 

_Western Europe, but tightening migration con• 

trols will reduce this outlet. Violent social move· 

ments and periodic unrest are becoming more 

prevalent. Food and fuel subsidies have eased liv· 

ing conditions, but also produced economic dis• 

tortions; these subsidies cannot be easily reduced 

since urban populations rely on them. 

Improved life expectancy coupled with high fer· 

tility has given the Arab region the world's high· 

est proportion of children under 15. This por· 

tends growing diff! culties in employment provi• 

sion, infrastructure development and service 

delivery, particularly in education and health: 

Water supplies will be increasingly stra ined as 

personal, agricultural and industrial use expand. 

Urban settlements will encroach on surrounding 

agricultural land, forcing many countries to rely 

lion); 11 were in less-developed regions 

and the 15th largest city had 9.8 million. 

By 2015, seven cities will exceed 20 mil

lion (Tokyo will still be the largest, at 

28.7 million); 13 of the top 15 will be in 

less-developed regions, and the 15th 

largest will have nearly 15 million. 

Between now and 2010, Asia's share 

of the 15 largest urban agglomerations" 

will grow from nine to 11, Africa's from 

zero to one. Latin America will go from 

having four of the 15 largest cities to 

two, and Northern America from two to 

one. 

The growth rates of megacities have 

been changing over the past few 

decades and will continue to do so. The 

fastest growing megacities will be in the 

less-developed regions. 

Megacities in the more-developed 

regions grew, on average, by less than I 

per cent per year between 1970 and 

1990. Some, such as Los Angeles, Tokyo 
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more on agricultural imports or grants. Traffic 

congestion will intensify unless public and private 

mass transport alternatives are developed. 

In many of the region's cities, modern districts are 

set apart from traditional city centres and 

expanding slum settlements (frequently on the 

periphery), Historic areas are threatened by 

expanding development, and preservation efforts 

often conflict with economic restructuring prior• 

ities. 

The feminization of poverty in the area is a cause 

for increasing concern. Armed conflicts and civil 

disturbances have displaced increasing numbers 

of women and their children. Such women 

become the heads of their households with few 

resources to provide for their families basic 

needs, and limited opportunities to improve their 

situation. 

and Moscow, grew faster, while others, 

like New York, experienced negative 

growth. 

In contrast, Bombay, Karachi , Lagos 

and Dhaka grew by 3.7, 4.7, 6.7 and 7.6 

per cent, respectively, between 1970 

and 1990. These growth rates will mod

erate before 2015. However, many of 

the cities projected to be megacities in 

2015 will grow by more than 3 per cent 

per year between 1990 and 2000 

(including Bangalore, Bombay, Dhaka, 

Delhi, Hyderabad, Istanbul, Jakarta, 

Karachi, Kinshasa, Lagos, Lahore and 

Metro Manila). 

Six megacities are projected to grow 

laster than 3 per cent per year during 

2000-2015: Dhaka. Hyderabad, Karachi, 

Lagos, Lahore and Kinshasa. Dhaka's 

2015 population is projected to be more 

than 13 times larger than its 1970 popu

lation; Lagos's will be over 11 times 

larger. Slower growth rates are expect-
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Wj MAKING A SHANTY TOWN 

-ft I H MORE LIVABLE 

tJ Nairobi (WFS) The ledge above 

Mathare looks down on a staggering beehive of 

rusted and crumbling corrugated iron roofs, held 

down by stones. As one descends the precarious 

footholds and enters the slum by way of a creaky 

bridge over a stream whose colour suggests pollu

tion, it seems that hell has claimed a new outpost. 

Mathare is less than a 30-minute drive from 

Nairobi's dazzling architectural wonders, well-laid 

neighbourhoods, clipped hedges and splendid 

gardens. It is an abject slum settlement wrenched 

out of a disused quarry on government-owned 

land. Its sardine-packed, makeshift houses are 

reportedly home to at least 20,000 marginalized 

people. "I had nowhere else to go when I came 

to the city,· says one. 

However, the story of Mathare is not just one of 

dirt, squalor, disease and hopelessness. It is also 

the story of resil ience, and the indomitable spirit 

of a group of people who are trying desperately 

to brighten their corner of the world. The group 

is Wapenda Afya Sidi Women/Community Self 

Help Group (WAB). They are assisted by a 

Nairobi-based NGO, the Development Alterna

tives Network (DAN). 

w1 HOW ACCURATE ARE PROJEC

ft / h TIONS OF FUTURE CITY SIZES? 

· h Efforts to predict the size of cities 

have proven less accurate than projections of 

national and regional populations. While the 

world 's total urban population has been project

ed with some accuracy, projections of individual 

cities' populations and of cities' relat ive sizes have 

been much less reliable. 

These shortcomings are partly due to the incom

pleteness of census information prior to the 

1980s. But they also reflect the complexity of 

urban population dynamics. Like national popu

lations, the size of cit ies depends on fertility, mor

tality and external migration rates, but it also 

depends on the differentials between urban and 

rural fertility and mortality and on migration 

within countries. Population movements are far 

more sensitive to regional variations in economic 
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WAB's chairperson is Lydiah Nyambura Kinyua, 

32, a mother of six. She trained as a nursery 

school teacher after completing her primary edu

cation, and now runs her own nursery in 

Mathare. Five years ago she and a few other 

women decided to do something about their dis

mal situation. They started the self-help group. 

"If we don't help ourselves nobody else will," 

Kinyua says simply. 

Barefoot children line the narrow, wet tracks sep

arating the hovels of what Kinyua calls "the vil

lage." Structures exist wherever there is space, 

with no thought of access for vehicles or even a 

breeze. Most of the time a visitor either has to 

duck or walk sideways. 

The only evidence that city authorities have 

noticed the community's plight are two public 

toilets whose systems collapsed long ago. The 

refuse everywhere, the excreta by the stream and 

the flies hovering over uncovered food items on 

sale give an indication of the problem at hand. 

There is no electricity, and the source of clean 

water is a tap owned by individuals who open it 

to those who have money. Prices depend on the 

supply. 

With DAN's help, a programme has been put into 

place to improve sanitation and reduce the inci-

opportunities than are fertility and mortality. 

It is also hard to predict changes in the spatial 

dimension of urban systems. In some cases, the 

population becomes increasingly less concentrat

ed in central cities and more dispersed into urban 

systems of varying size with different economic 

specializations. Such patterns are difficult to pre

dict. 

In Sao Paulo, for example, the 1991 census 

showed both the population and the growth 

rate to be much smaller than anticipated. This 

reflected a large net outmigration, partly due to 

the relocation of industry to smaller cities, and a 

lower than expected fertility level. 

Other unanticipated economic developments 

have upset expectations more dramatically. In 

1982, Shanghai was the only Chinese city that the 

United Nations projected to be among the 

world's 20 largest urban centres in the year 2000, 

dence of disease. First on the agenda wz , waste 

management: every morning women fron1 the 

self-help group manually clean the two broken 

toilets. Thanks to the daily clearing, barefoot chil

dren have less risk of picking up diseases. The 

incidence of dysentery, diarrhoea and worms has 

been reduced by at least 30 per cent in recent 

months, says Pontianus M. Nthuli who oversees 

DAN's training wing. A child health monitoring 

project has improved the chances of survival of 

children in Mathare. Mothers have learned to 

weigh their children regularly as a way of moni

toring their health. 

Among DAN's priorities are a training pro

gramme to enable the self-help group to orga

nize itself properly, teach it survival skills, and set 

its own agenda: water and sanitation; child 

health, family planning and drug-abuse control. 

The NGO's intervention has brought the WAB 

crucial recognition, Nthuli notes, "They feel recog

nized, people now know about them." One 

result is that the traditional chief of the Matha re 

area has allocated land to the settlement for a 

community pharmacy, and the City Council has 

agreed to provide 15 water pumps to be operat

ed by the women. 

Copyright 1995, Women's feature Service 

with an expected population of 13.5 million. By 

1994, however, Shanghai, Beijing and Tianjin 

were all projected to be in the top 12 by 2000 (all 

three are currently in the top 15) and Shanghai's 

projected population has grown to 17.2 million. 

The unreliability of forecasting is clearest in 

regard to single cities. Of the cities projected in 

1982 to be the 15 largest in 2000, the total popu

lation was expected to be 233.8 million. This is 

close to the 1994 projection of 230.1 million in 

the top 15 cities in 2000. However, the lists are 

not the same; the 15 cit ies in the 1982 list are cur

rently projected to total 215 million people by 

2000-18 mi llion below the 1982 projection. 

Some cities were very poorly estimated. The cur

rent projection for Tokyo in 2000 is 10.8 million 

people larger than was projected in 1982; Mexico 

City"'s population in 2000 is now expected to be 

9.9 million smaller than was projected in 1982. 
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. rot) WILL A TREND AWAY FROM 

.. fr Cl THE CITIES DEVELOP? 

. h In the late 1960s, 1970s and early 

1980s the growth of many cities in the more 

developed regions, particularly in Europe, 

slowed significantly. Some citie! actually became 

smaller as improved transportation and commu

nications enabled populations to disperse to sur

rounding smaller "ring cities• and suburbs. 

These developments, coupled with declining 

annual growth in megacities, including those in 

developing countries, suggested that a decon

centration of population would develop as a 

general trend. 

Comparison of data from different decades and 

different regions, however, does not suggest a 

general pattern. There is no clear relationship, 

for example, between migration to cities and 

urban population density. The role of interna

tional migration in the recent revitalization of 

core city growth also needs to be better appre

ciated and analysed. 

Some problems of large cities, particularly traffic 

congestion, rising housing and living costs and 

air and water pollution, intensify with city size; 

others with ris ing numbers of people living in 

poverty, while the incidence of crime and disease 

worsens with unequal development. This has led 

to speculation that the economic and social 

ed in Istanbul, Lima, Mexico City, Sao 

Paulo and Seoul. 

The proportion of the population 

living In the largest cities is Increas

ing. 

In 1990, 7.5 per cent of the urban 

population in more-developed regions 

was concentrated in the four cities with 

more than 10 million people; by 2015, 

these four cities will account for about 

the same share of the urban total, 7.2 

per cent. ln the less-developed regions, 

however, the change will be dramatic: 

from 98 million people (6.9 per cent of 

the total urban population) in eight cit

ies of over 10 million in 1990 to 378 mil-

opportunities which draw people to cities will 

eventually be overwhelmed by the urban dis

ameniti~. The cities where growth has slowed, 

however, have not experienced dramatic shifts in 

t~e balance of advantages and disadvantages. 

And many cities conti~ue to grow even though 

their disamenities are clearly intensifying. 

Selective migration may become an increasingly 

important factor in population distribution. Peo• 

pie with skills and resources can take advantage 

of new technologies allowing them to leave the 

denser cities and stand to gain the most by 

doing so; they will leave behind less economi

cally viable social environments _for the poorer 

populations that remain. But urban opinion polls 

indicate more people say they want to move 

away than actually do so. Better understanding 

is needed of what determines individual mobility 

and of how to facilitate movements with desir

able consequences. 

The pattern of forces supporting and countering 

trends towards population concentration is 

clearly complex. Many of these are affected by 

the general economic cl imate and by local and 

national government policies. It is quite possible 

that economic; technological and social changes 

will result in recurrent cycles of urban concentra

tion and deconcentration. 

lion (12.0 per cent) in 23 such cities by 

2015. 

At the same time, substantial change 

is expected in the distribution of cities 

of smaller sizes, particularly in the less

developed regions. The number of cit

ies of 5-10 million people will increase 

from 15 to 36 between 1990 and 2015, 

and the population in them will more 

than double (from 110 million to 226 

million), even as the proportion ol the 

urban population in this size class 

declines slightly. Cities in the range of 

1-5 million people will increase from 

151 to 352, with their combined popula

tions increasing from 283 to 701 million. 

Both the number and population ol 

those in the 500,000 to 1 million range 

will increase by about 50 per cent. 

Cities of fewer than 500,000 people 

will continue to account for more than 

hall of the urban population at least 

through 2015. Those in the less

developed regions will contain more 

than twice as many people in 2015 than 

in 1990 (1.64 billion compared to 812 

million), though their share of the 

urban total will decrease slightly. In the 

more-developed regions, the greatest 

growth in numbers and population will 

occur in cities of 1-5 million people. 

Regional patterns of city size distri

bution and growth vary substantially In 

Africa, the proportion of people living 

in urban areas grew from 14.7 per cent 

in 1950 to 34 per cent in 1994. In 1950, 

80 per cent of the urban population 

lived in cities ol fewer than 500,000 peo

ple; this proportion declined to 60 per 

cent by 1994 and is expected to fall to 

54 per cent by 2015. Africans are 

becoming increasingly concentrated in 

larger urban areas. Nearly 19 per cent 

will live in cities with over 5 million 

inhabitants by 2015, compared to 8.1 

per centin 1994. 

In Asia, the number of cities in each 

of the size classes over 1 million people 

will more than double between 1990 

and 2015. The greatest proportional 

growth will occur in cities of over IO 

million. 

Latin America and the Caribbean is 

the only less-developed region where 

cities of 500,000 to 1 million will contain 

a majority of the urban population by 

2015. Cities of 1-5 million will show the 

largest growth, increasing from 32 to 69 

in number, from 61 to 132 million in 

population, and from 19.4 to 25.2 per 
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~1 FLOWERS AMONG 

fr I h THE GARBAGE 

h Cairo (WFS} In the Mokattam 

Hills southeast of Cairo, 17,000 garbage collec

tors or zabbaleen live in dusty squatter settle

ments of teeming, narrow dirt lanes. There they 

sort and recycle the garbage produced by Cairo's 

burgeoning population. 

Among them are Gehan Guirgis, 19, and 

Shayeda Atteya, 17. At the NGO Forum along

side the 1994 International Conference on Pop

ulation, they displayed the multi-coloured cot

ton rag rugs, bags and cushion covers they 

weave as part of a model project that has 

changed their lives. 

Since donkey-pulled carts were banned from the 

city's modern section of Cairo, the zabbaleen 

have used pick-up trucks to collect garbage from 

residences. They sort, separate and recycle gar

bage for sale, under a programme sponsored by 

the Association for the Protection of the Environ

ment. The health and well-being of the children 

of zabbaleen families, particularly girls, is a focus 

of the NGO's activities. 

At the Women's Centre in Mokattam, a bright 

modern building that stands out from its drab 

surroundings, a rag recycling programme targets 

the community's most disadvantaged girls -

those who come from the poorest families, have 

not been to school and must help their families 

sort garbage. 

Since 1988, 320 girls have been trained to weave 

discarded cotton scraps into rugs, using two-ped

al hand looms. There is also training in patch

work quilt-making, and a new project to trans

form scrap paper into stationery, envelopes and 

embroidered folk art tableaux. After three 

months of training, the girls receive their own 

loom or sewing machine and continue to weave 

or sew from their homes. They are paid by the 

piece; the Association sells their products at 

expositions, hotels and a shop in the suburb of 

Heliopolis. 

But this project is more than a cottage industry. 

By raising the status of young women, it has 

improved their quality of life and that of their 

families in unexpected and tangible ways. 

• Most of the girls come from very large 
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families,• explains Samira H. Abou Seif, a volun• 

teer with the Association. "Legally you cannot 

be married until age 18, but illegal marriage at 

15 or 16 or younger is common. The Association 

pressures the girls who participate to remain sin

gle until age 18. If they wait to get married, they 

receive a gift of 500 Egyptian Pounds and a wed

ding party." 

The programme also provides literacy classes and 

drama presentations on the dangers of early 

marriage and child-bearing and the importance 

of preventive maternal and child health care. The 

result, Abou Seif says, has been a radical reduc

tion in family size among the women who 

entered the programme at age 11 or 12 and are 

now married. "Those who got married four or 

five years ago have only one child and most of 

the girls say they want only one or two," she 

says. "Approximately 75 per cent of the women 

who have remained involved in the programme 

use contraception." 

Some of the teenage weavers, such as Gehan 

and Shayeda, have also been trained to be pri

mary health visitors. "We go to visit homes," 

Gehan explains, "talk about prenatal advice, tell 

children not to go barefoot in the garbage, give 

first aid, take children to be vaccinated, talk 

about family planning and escort women who 

want to go the clinic.• 

Gehan, who is from a family of eight children, is 

engaged to be married. •1 want only one child," 

she says. "My fiance also agrees. I have seen so 

many problems in my work as a health visitor, so 

much misery in the lives of women who have so 

many children. How can we put ourselves in the 

same situation?" Shayeda, from a family of sev

en, says she wants only two children. 

"Before I came to the programme I never left 

the neighbourhood," Gehan says confidently, "I 

could not meet people and used to be veiy shy. 

Now we even go outside the community on field 

trips, even as far as Greece . for a meeting." 

Shayeda adds, "This has given us a kind of free

dom we never had before." 

Copyright 1994, Women's Feature Service 

cent in their share of the total urban 

population. 

Europe over the next quarter century 

will see little change in either the num

bers of cities or the total populations in 

the various size groups; nearly two 

thirds of the population will continue to 

reside in cities of under 500,000. 

In Northern America, the proportion

al distribution of population among city 

sizes will change little between 1990 and 

2015. Unlike Europe, less than 40 per 

cent of the urban population is in small

er cities. Oceania's urban population 

pattern, dominated by Australia and 

New Zealand, is not expected to change. 
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SOURCES OF CITY GROWTH 

THE TENDENCY TOWARDS CITY 

GROWTH, BOTH IN ABSOLUTE TERMS 

AND AS A PROPORTION OF POPULA

TIONS, IS INFLUENCED BY DIFFERING PAT

TERNS OF FERTILITY, MORTALITY AND 

MIGRATION. 

NATURAL INCREASE 

T he first cause of urban popula

tion growth is simply an excess 

of births over deaths, known as natural 

increase. Urban fertility is usually low

er than rural fertility though the differ

ences vary from region to region. Asia 

shows smaller differences than Africa 

and Latin America. In Asia, the differ

ence ranges from about a half to one 

birth over the reproductive span, in 

sub-Saharan Africa from one to two; in 

Western Asia and North Africa, around 

two; in Latin America between one and 

three. These differences have emerged 

relatively recently, particularly in sub

Saharan Africa.' 

High population growth rates in 

the rural areas help fuel migration: 

many of the migrants are in the prime 

of their reproductive years and their 

children are added to the city popula

tions. It is a question, however, whether 

the fertility of migrants follows the 

pattern of their origin or that of their 

destination. 

The available data suggest that 

migrants quite quickly adopt their new 

neighbours' fertility behaviour: urban 

natives have the lowest fertility, then 

rural to urban migrants, then urban to 

rural migrants , with rural natives the 

highest of all. These differences are 

more marked than they were a decade 

ago when urban areas were less 

advanced in the process of demo

graphic transition. 

Differences between regions are the 

result of circumstances as well as 

demographic change. Urban migrants 

in Africa are often separated from their 

wives or husbands: their fertility is 

extremely low in the first two years and 

then increases until the overall rate is 

about the urban norm after live years. 

In Latin America the same initial pat

tern stabilized over time at lower lev

els; it remains to be seen if this will hap

pen in Africa. Recent analysis suggests 

that it will, because of better employ

ment and other opportunities and more 

accessible health services in urban 

areas.' 

Women in cities generally tend to 

marry later, breast-feed less and 

abstain from sex for a shorter time after 

a birth; but they also have better 

access to reproductive health and fami

ly planning services and are more likely 

to use contraception. But within this 

generalization there are wide variations 

among individuals and groups, depend

ing on cultural background, economic 

and social opportunity, education lev

els, service access and aspirations. 

Rural and urban areas differ not only 

in fertility but in mortality. Overall, 

urban areas tend to have lower levels 

of mortality than rural areas, though 

mortality in poorer urban neighbour

hoods can be at least as high as in rural 

areas. Even in developed count,ries, 

high levels of infant and child mortality 

can be observed in poor urban neigh

bourhoods. In combination with high 

levels of adult mortality due to violence 

and accidents, life expectancies can be 

extremely low. The mortality rate in the 

Harlem section of New York from birth 

to age 65 is estimated to be higher than 

the national average for Bangladesh. 

Overall comparisons of rates of natural 

increase in urban and rural areas are 

not readily available. The most system

atic attempt to perform the necessary 

analyses is now over 15 years old.' 

Over the last three decades of declin

ing mortality and fertility, the relative 

importance of natural increase has 

remained at about 60 per cent of urban 

growth. In the 1960s, this was the level 

in all major regions of the world. By the 

1980s, however, the dynamics of devel

opment led to significant regional differ

ences. In Asia, migration and reclassifi

cation started to become more impor

tant in the 1970s and by the I 980s had 

reached nearly half.' During the difficult 

decade of the 1980s In Latin America, 

natural increase accounted for two 

thirds of urban growth, and in Africa for 

three quarters. 

These regional differences reflect 

trends in component processes. In 

Latin America, urban natural increase 

has been declining while migration has 

fluctuated (higher in the more success

ful decade of the I 970s than before or 

since). In Asia, migration has steadily 

increased since the 1960s while natural 

increase grew slightly over time.' In 

Africa, natural increase has remained 

high, but migration rates dropped by 

hall. 

It is hard to draw country-specific 

policy conclusions from the data avail

able. Generally speaking, since high 

rural fertility rates help fuel rural to 

urban migration, reducing unwanted 

fertility in rural areas will help reduce 

rates of urban growth. But since natural 

increase is still the major component of 

rapid urban growth, information and 

services are also needed to reduce 

unwanted urban fertility. 
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Particular attention should be given 

to peri-urban and squatter settlements 

where new migrants tend to be concen

trated. 

Access to quality reproductive health 

services, including family _planning 

methods, and the unmet demand for 

such services vary considerably 

between regions. Outside sub-Saharan 

Africa, unmet demand for family plan

ning services tends to be higher in rural 

areas than in cities.' In Latin America 

and the Caribbean, the urban unmet 

need is estimated to be low, generally 

under 15 per cent; in rural areas, unmet 

need is at least 60 per cent higher. In 

Asia and North Africa, rural unmet 

need is generally higher than in cities, 

but the differential is much smaller 

than in Latin America. Urban unmet 

need is as high as 32.5 per cent in 

Pakistan, 23.4 per cent in the 

Philippines and 19.9 per cent in Jordan. 

In sub-Saharan Africa, however, more 

than hall the surveyed countries show 

higher unmet need in cities than in 

rural areas. Since contraceptive preva

lence is higher in urban areas, this indi

cates that urban demand has risen and 

that programmes still must overcome 

various obstacles - financial, informa

tional and social - to meet this 

increased demand. 

MIGRATION 

Migration is difficult to study, since a 

complete analysis requires information 

on people and conditions in at least 

two different places and at various 

times. Information about communities, 

families and individuals is needed to 

understand the context of migratory 

moves. Many people move seasonally 

(farmers seeking non-agricultural jobs 

during the dry season, for example) or 

temporarily (to gain an education or 

save a _c:_ertain amount of money); oth

ers make multiple moves in hopes of 

improving their lives. 

Temporary migration is difficult to 

quantify without specialized surveys or 

studies, of which there are few; census 

estimates provide only snapshots of a 

more dynamic flow of people. Much 

research and policy attention is 

focused on rural to urban migration. In 

parts of the world such as Latin 

America, however, rural to rural migra

tion is a much larger flow. Migration 

between cities and from cities back to 

the countryside further complicate 

efforts to understand migration based 

on information on peoples' locations at 

census times. 

Where specialized studies have been 

undertaken, they have found a much 

greater volume of migration than cen

sus estimates suggest. A survey in 

Thailand , for example, found that about 

one person in four migrated within the 

previous live years, 15 per cent within 

the previous two years. About one third 

of all internal migration in the country 

was temporary. Other studies suggest 

that Bangkok's population varies by as 

much as I million people in different 

seasons.' 

Migration can create both problems 

and benefits for both the areas that 

people migrate from and the areas they 

migrate to. Developing policies that can 

reduce the problems and maximize the 

benefits will require better understand

ing of its causes and consequences. 

Why people move 

Migration makes a significant contribu

tion to the growth of urban areas. The 

decision for a family member or an 

entire family to move is a complex one, 

affected by both the "push" of condi

tions at home and the "pull" of life in 

the city. The mix varies from time to 

time and place to place; and the influ

ence of different factors also varies 

according to family size and composi

tion. The discussion here, however, 

concentrates on voluntary migration. In 

parts of the world affected by political 

instability, natural disasters or wars, 

large numbers of people become refu

gees within their own countries, fre

quently moving to cities from unsafe 

countrysides. In such cases "push" fac

tors predominate as the motivation to 

move, though the "pull" of the cities 

may determine the destination. 

The hope or expectation of jobs. The 

primary reason for urban migration has 

long been understood as the desire for 

higher wages or the greater expectation 

of employment. However, the difference 

between urban and rural wages is mini

mal in some settings (for example in 

sub-Saharan Africa). It is also widely 

recognized that the informal sector 

now accounts for a substantial portion 

of employment and employment 

growth in urban areas. The prospects 

of work and wages in the informal 

sector are much less easy to define, 

especially at a distance, so it is hard to 

account for the continuing inflow in 

this manner. However, better and more 

varied opportunities for the better-edu

cated are reflected in higher migration 

rates among this group, particularly as 

regards men. 

Low barriers to migration. Physical 

barriers such as distance and access

ibility are reduced by better roads and 

transport; but lower barriers equally 
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may encourage seasonal or circular 

migration. Social barriers . are reduced 

by networks of friends or reiatives who 

provide a context of familiarity, encour

agement and support for the would-be 

migrant. Direct and indirect controls 

such as taxes, rationing, pass systems 

and policing slow migration, although 

they are frequently evaded when moti

vation is strong. Conversely, freedom of 

movement can increase migration, 

although movement is more likely to be 

temporary if it is free. 

Services and amenities are generally 

better in the city. Educational opportu

nities - particularly at levels above 

basic education - and health services 

are more accessible and of higher qual

ity. Urban life offers the prospect of 

freedom from gathering wood and car

rying water, though many migrants 

must be sorely disappointed. Life in the 

favelas, barrios and shanty towns can 

be every bit as arduous and services 

just as poor as in the village. The qual

ity of water and air and the risk of dis

ease from inadequate sanitation and 

overcrowding may even be worse. 

What is known about conditions in 

such settlements can hardly be an 

inducement. 

Deterioration of rural life. Rapid 

population growth among low-income 

groups in rural areas puts pressure on 

land, fuel and water. These pressures 

may be intensified by large-scale 

resource-intensive agriculture, loss of 

traditional tenure rights on common 

land and other policies which reduce 

the need for labour and the possibility 

of self-sufficiency. Such developments 

may loosen social cohesion and the 

sense of community as they change 

economic relationships. This together 

Population growth puts pressure on land; the marginal land areas on which shanty towns are often built are frequently 

also particularly vulnerable to natural forces. Such land is often also under pressure from large-scale resource-intensive 

agriculture. The floods seen here at Ormoe City on Leyte Island in the Philippines were caused by extensive deforestation, 

and more than 8,000 shanty dwellers lost their lives. Nigel Dickinson, Still Pictures 

with pollution and degradation of basic 

resources reduces the quality of rural 

life and forces migration to the cities. 

The influence of the different factors 

is unknown, but the erosion of tradi

tional "pull" factors and the intensifica

tion of the "push" out of rural areas 

points to a generally negative conclu

sion in many areas, particularly sub-

Saharan Africa The balance may be dif

ferent In much of Asia, where economic 

opportunities are generally better. 

The gender factor 

Studies of migration from the 1960s to 

the 1980s generally ignored gender 

issues, but migration decisions are 

more complex than the individual deci

sion of a male employment seeker. New

er studies show that a growing propor

tion of rural to urban migration streams 

is made up of women and that individu

als who migrate, men and women, are 

often doing so as part of a complex fam

ily and community process aimed at 

improving family well-being and survi

val.' Women migrants are particularly 

disadvantaged by a number of recent 

developments which the new studies 

have revealed. 

Migration is highly concentrated 

around the time of entry Into the labour 

force, between the ages of 15 and 24.' 

Recently, a trend among women 

towards migration at younger ages has 

developed, concentrated between JO 

and 20. There is also a secondary peak 

among women in their late 50s and 60s, 

who commonly migrate more frequent

ly than men in the same age group. 

They are often widows and divorcees 

moving to join their children, or child

less women. The absence of sons or a 

husband can deny an older woman 

status in her own community, forcing 

her to seek the protection of other fami

ly members or to strike out on her own. 

Studies in Asia and in sub-Saharan 

Africa suggest that the availability of 

low-skill domestic work in urban areas 

increasingly draws younger women. 

Studies in Latin America and Asia have 

found young women migrants support

ing rural families, saving for future mar-
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and manage to avoid it by seeking fur

ther education once they arrive in the 

city, the improvement of both educa

tion and employment opportunities for 

women in rural areas is essential. 

Unanswered questions 

A broad range of questions about the 

contribution of migration to urban 

growth, the dynamics of migration and 

prospects for the future remain unan

swered because of the difficulties of 

research and the sketchiness of exist

ing data. Conceptual problems and 

measurement difficulties obscure con

clusions on many fundamental issues. 

For example, the proportion of rural to 

urban migration which is temporary or 

targetted to particular short-term ends 

(such as seeking a marriage-partner or 

start-up funds) and the scale and 

impact of return migration are largely 

unknown. The diversity of factors 

(within families, within sending areas 

and within urban areas) which influ

ence migration decisions make general

ization difficult. Migration has contrib

uted significantly to the growth of cities 

but an analytic framework for under

standing its dynamics, including its gen

der aspects, remains elusive. 

We know that large numbers of 

migrants, particularly to the larger cit

ies, facilitate further migration. Groups 

of migrants once settled ease the transi

tion of their families, associates and 

neighbours and reduce barriers to their 

movement. Studies show that a sub

stantial majority of rural to urban 

migrants in most parts of the world find 

employment and housing through such 

connections. Some Asian studies found 

that some three quarters of migrants 

had employment leads before they 

moved." Such networks strengthen 

links with the rural places of origin, and 

may assist the transformation to a cash 

economy and the adoption of urban 

values. As this proceeds the migration 

calculus will become more complex 

and its effects further-reaching. 

City dynamics and 

international migration 

International migration also fuels urban 

growth. In places with low rates of natu

ral increase and modest migration 

flows, international migration can be a 

significant contributor to urban growth. 

Population flows from rural to urban 

areas reflect demand for Jabour in 

urban areas, low rural opportunity and 

unbalanced patterns of development 

between rural and urban areas; similar

ly, international migration flows reflect 

broader patterns of international imbal

ances in development. The barriers to 

international migration are higher -

greater expense, longer distances (com

monly), greater separation from famil

iar surrounds, looser ties to familiar 

persons and practices, varying levels of 

legal, social and cultural acceptance by 

the hosts. These barriers vary in inten

sity, as do the formal and informal 

mechanisms which can reduce them. 

Cities are frequently the starting and 

ending points of long-distance migra

tion (particularly if it is inter-<:ontinen

tal), though international migrants 

often bypass cities in their own coun

tries. Migration flows within countries 

far exceed those between nations. This 

is probably clearest both in countries 

at the highest and the lowest overall 

development levels." But many of the 

same questions remain to be answered. 

Which international migrants intend 
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permanent settlement and which 

intend to return to their own countries? 

How would that change if controls were 

stiffer or more relaxed? For example, 

some North African migrants would 

prefer to come and go between France 

or Italy and their own countries. Will 

migration controls keep them out or 

lock them in? Will older migrants retire 

in their countries of origin, as many 

"new Australians" have done? 

CONCLUSION 

The growth of cities is part of a secular 

shift in societies and economies, on a 

scale never before experienced. While 

the quantitative outline of the future is 

clear in general terms, the pace and 

intensity of the evolution and the 

resulting quality of life and opportunity 

is not. Responses are required from all 

sectors of civil society, to meet existing 

needs and to anticipate new ones, to 

help to create a cohesive society. 

Among them will be special attention to 

the needs and the contribution of 

women. 

The preceding chapters have 

emphasized the differences between 

rural and urban areas. It is clear, how

ever, that urban issues cannot be 

addressed in isolation, because the 

links between city and country are 

closer and more comprehensive than 

ever. The section which follows 

reviews the growing similarities as 

both rural and urban areas increase 

their linkages, respond to each ot~er 

and to broader trends of an increasing

ly international economic environ

ment. The final section will call atten

tion to some of the policy responses 

which will be needed in an increasing

ly urbanized world. 
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THANKS TO BETTER COMMUNICATIONS, 

CLOSER LINKS BETWEEN RURAL AND 

URBAN AREAS ARE SHAPING THE 

COURSE OF FUTURE SOCIAL AND ECO

NOMIC DEVELOPMENT THEY INFLUENCE 

BEHAVIOUR AND VALUES ON BOTH 

SIDES OF THE RURAL-URBAN DIVIDE, 

AND TEND TO BLUR THE DISTINCTIONS 

BETWEEN THEM. 

T rade, migration and remittanc

es, the exchanges of goods, peo

ple and money, are the most obvious 

signs of the relationship between 

urban and rural areas. Other influences 

are less tangible: standardized curricu

la and increased access to education; 

the growing reach of the mass media; 

commercial advertising and campaigns 

. by service organizations; the influence 

of cultural and religious networks, and 

the spread of urban services to the 

rural areas all increase the strength 

and depth of the interactions between 

them. 

The traditional rural family Jived on 

and from the land, which provided 

food, fuel, water and often clothing and 

shelter as well. They were secure when 

their hold on the land was secure, and 

when the land delivered what it prom

ised. Bad landlords, bad government or 

bad weather meant deprivation and 

often famine. 

For many rural families those times 

have gone, for better or worse. Fertiliz

ers, flood control and irrigation remove 

some of the uncertainties from farming; 

but the small farmer still finds it hard to 

survive in the cash economy. Popula

tion growth, environmental damage 

and commercial farming mean that 

many rural people are landless and 

depend on cash wages. More and more 

they look to the cities for a livelihood, 

by their own efforts or those of their 

children. 

II they stay on the land they look for 

ways to produce more and sell more. 

The rural areas around cities, even 

small cities in predominantly rural 

areas, offer urban markets. Improve

ments in transport and the develop

ment of intermediate markets provide 

additional opportunities. Assured sales 

permit increased risk, such as new and 

more productive technologies. 

In search of security, many farm fami

lies are diversifying their sources of 

income. Employment opportunities in 

rural areas and small towns are most 

often in commerce and services, which 

demand some education and are often 

open to women. This has encouraged 

poor rural households to put a greater 

value on education, especially for girls, 

and on girls themselves. They may also 

look again at the value of children and 

decide in favour of investing in a higher 

quality of opportunity for a smaller 

number of children. 

The effect of this diversification strat

egy is closer contact with urban cen

tres and urban values. At the same 

time, for those who make the move to 

the city survival in urban areas may 

depend on rural skills such as finding a 

small piece of land to grow food or 

crops for sale. Migrants will also rely on 

social networks based on their places 

of origin, intensifying their linkages to 

their rural families and recreating some 

of their former social structures. 

Remittances are an important form of 

exchange between urban and rural ar

eas. Money flows in both directions, 

but the bulk of it consists of urban 

migrants' support to their families at 

home. Remittances can amount to as 

much as 50 to 80 per cent of the 

families' incomes, highest in lower 

income families, particularly those who 

are otherwise dependent on farm 

income. 

Men earn more than women and 

send more home - but women are more 

consistent; young women, in particular, 

more than their brothers.' Most women 

migrants send remittances and if they 

are in domestic work which provides 

food and lodging they send more of 

their cash income. For the poorer 

migrants remittances can be a large 

proportion of their total income. 

Recent migrants have frequently 

received help with their move, and they 

are more likely to send money home as 

repayment. Remittances are thus part 

of a pattern of linkages, obligations and 

voluntary mutual help which help forge 

the links not only among family and 

community members but between 

communities at different points on the 

rural-urban continuum.' 

The impact of remittances on recipi

ent families in rural areas has been a 

subject of considerable debate, cen

tring round the distribution of use 

between consumption and investment. 

For poorer sending families remittances 

are part of a variegated survival strat

egy. They can support immediate basic 

consumption needs such as improved 

diets; provide better health care, for 

example family planning; finance 

improvements to housing; provide 

security for risk-taking, such as innova

tions to increase productivity; or allow 

long-term investment such as annuities 

or education costs. 

The volume of temporary migration 

can be substantial and increases as 
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Temporary migration is a often a major source of income for those in rural areas. These Guatemalan migrant workers and 

their fam,hes spend three months a year picking coffee, most of which is destined for urban consumer,;. The "ecological 

footprint" of cities extends over wide areas. Paul Harrison, Still Pictures 

transport improves. In the case of Thai

land, estimates of the number of 

migrants in the past five years increase 

by 50 per cent when temporary migra

tion flows are added. People travel 

between and among urban and rural 

areas for a variety of reasons, including 

residence, employment, to distribute 

money, visit friends and family, and to 

transport products and goods. As peo

ple move, their ideas, values and aspi

rations are also transported. In many 

cultures, family and cultural events 

such as weddings, births, rites of pas

sage and funerals, bring dispersed peo

ple together, providing opportunities 

for exchange of information and goods 

and for maintaining networks which 

can encourage further exchanges and 

migration, Better understanding of this 

process requires surveys and innova

tive data collection. for example, a spe

cialized survey in China was able to col

lect much valuable information on 

migrants during the Spring Festival, 

when most circular migrants and many 

longer-term migrants return to their 

original homes to visit their families.' 

URBANIZATION OF 

THE RURAL AREAS 

The economic linkage of 

urban surrounds 
Cities' production and consumption 

patterns have a wide impact on their 

surrounding environments. The "eco

logical footprint" of cities extends over 

wide areas, not just those immediately 

affected by pollution and generated 

waste, but also to the areas which sup

ply them with food, fuel and new resi

dents. 

The overall effect is to create less a 

divide than a rural-urban continuum, 

along which each different locality finds 

a place. Prospects for sustainable 

development depend on the dynamics 

of the relationship between locations at 

different points on the continuum, and 

the effects of policy and market deci

sions on the relationship. The pull of 

the cities with their opportunities for 

employment and other personal 

advancement is reinforced by a push 

out of declining rural areas. Both are 

influenced by creating urban-type 

opportunities in rural areas, or deci

sions affecting a wide variety of trans

fers of goods, services, associations, 

communications and other exchanges. 

Expanding urban markets generate 

demand for rural products, including 

raw and processed agricultural prod

ucts, crafts and other manufactures. 

This demand invigorates rural regional 

centres and small cities as collection 

and distribution points. This can spur 

improvement in rural economies which 

generate demand and expand local 

markets, initially for locally-produced 

non-farm goods and services, then 

increasingly for other domestic and for 

imported products. 

The growing national integration of 

market systems mirrors the increasing 

global integration of trade. Both within 

nations and between nations these 

developments can sustain the structu

ral transformation of economies. Such 

systemic change offers both great 

opportunities and challenges to a 

smooth and equitable course to sus

tainable development. 

Environmental issues for the urban 

surrounds include airborne pollution, 

the release of treated or untreated liq

uid wastes into lands and water 

systems, and demands for fuel and oth

er supplies. Sprawling squatter commu

nities have arisen around many major 

cities, dependent on the cities for 

opportunities yet often independent in 

administration and adaptation, Sur

rounding communities provide cities 

with labour, services and products. In 

Latin America and Asia, urban systems 
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Though starting from a lower base, 

the availability of video cassette record

ers (VCRs) has been increasing at an 

even faster pace, with phenomenal 

growth in Latin America and the 

Caribbean and in Asia. In these regions, 

VCRs doubled or tripled in availability 

during the last half of the 1980s, reach

ing a level of one VCR for every seven 

televisions. Video parlours and other 

sites for public viewing have also been 

increasing rapidly. 

Illiterate women are less likely than 

any other group to watch TV, listen to 

the radio or go to the cinema. In India, 

for example, only a third of illiterate 

married women of reproductive age 

had recent exposure to one or other, 

compared with 93 per cent of women 

with high school or higher education. 

Illiteracy not only prevents women 

reading; it inhibits their watching and 

listening as well. The coming of radio 

and TV has pushed illiterate women, 

and to a lesser extent the poor as a 

group, still further out to the margins of 

society. 

The mass media bring change 

wherever they go; but change does not 

have to be random. Successful media 

campaigns have changed attitudes and 

behaviour in a variety of areas, from 

basic literacy to health care and family 

planning. In some countries the only 

sex education teenagers ever receive is 

via radio programmes where their 

questions can be answered. 

Convergence of 

consumption tastes 

One effect of easier travel, frequent 

migration, and the spread of mass 

media has been to increase rural 

demand for different foods and a wider 

range of consumer products. This has 

long been a feature of higher income in 

urban households and is now observed 

when rural incomes increase." The 

effect over time will be a further blur

ring of distinctions between urban and 

rural areas. 

One of the marked distinctions 

between urban and rural areas in devel

oping countries is in consumption 

expenditures. Urban housing costs are 

generally higher: frequently twice as 

high expressed as a share of household 

expenditure. Urban expenditures are 

also substantially in cash, compared 

with rural areas where subsistence pro

duction plays a larger role. As urban 

income increases more is spent on 

transportation: the distance from the 

place of work and the availability of 

transport to work are important consid

erations in urban areas. ln many cities 

low-income famil ies live as close to 

work as they can manage or spend con

siderable time walking or cycling. At 

low incomes high proportions of total 

expenditures go to basic needs, partic

ularly food ." As income increases 

households shift to higher quality 

foods , which often take less time to pre

pare as well as having higher nutrition

al value. Recent years have seen the 

growth of s izeable markets in conven

ience foods in response to this large 

demand. 

The urbanization of consumption 

patterns extends to health care, includ

ing reproductive health and family plan

ning. Knowledge of modern family plan

ning is almost universal even among 

illiterate rural populations, and demand 

is increasing rapidly. From the policy 

point of view, a rapidly rising demand 

for family planning, assuming that it 

results in lower fertility in rural areas, 

would weaken the link between urban

ization and slower population c!l owth, 

and permit more flexibility in policy. 

Wider availability of reproductive 

health and family planning services in 

rural areas strengthens women's posi

tion and helps to secure fami ly and 

community structures. This will help to 

slow urban migration and relieve some 

of the pressure on cities. 

RURAL LIFESTYLES IN 

URBAN AREAS 

Urban agriculture 

Agricultural skills transferred from 

rural areas or learned and adapted to 

urban conditions can play an important 

role as a survival strategy and income 

generator in urban areas, particularly in 

poor communities. Much of a city's 

fruit and vegetables may be produced 

in or just outside the city itself. In some 

cities this is exaggerated by an expan

sive definition of the metropolitan area, 

but in many cities it is common to use 

land near residences, vacant plots and 

gardens and on marginal or vacant land 

for household consumption and mar

keting. A study of six towns in Kenya 

found that two thirds of the urban 

households surveyed grew some of 

their own food or fuel and that half kept 

some livestock. In Lusaka, Zambia, in 

some low income areas more than half 

of all households maintained food 

plots." Civil servants in Kampala and 

Dar es Salaam, among others, common

ly supplement their meagre salaries by 

means of their home gardens. The large 

proportions of migrants from rural are

as among urban populations in sub

Saharan Africa have contributed to the 

scale and visibility of urban food pro-
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duction in the region. Such observa

tions have, however, been made in all 

developed and in some developing 

countries as well. 

The full extent of the contribution of 

urban agriculture to food needs and its 

potential for expansion remains to be 

assessed. A recent United Nations 

Development Programme publication 

systematically collates much of the cur

rently available information." Various 

promoters of "sustainable cities" 

approaches to urban planning have 

emphasized the environmental benefits 

obtainable from further development of 

agriculture in cities: reduction of organ

ic waste disposal burdens, reduction of 

water pollution and (with low cost 

treatment or restriction to non-food 

crops) use of waste water. 

Experience and policy considerations 

alike point to a blurring of traditional 

distinctions between urban and rural 

life. Better communications permit the 

exchange of populations on a much 

greater scale than ever before, though 

the scale is not and may never be com

pletely known. With ease of movement 

and better communications come 

exchange of values. The rural extended 

family still survives in Asian and Afri

can cities, where it substitutes in many 

ways for social security services such 

as unemployment benefits, old age pen

sions and subsidized health care. 

The urban dependence on the mass 

media rather than on traditional forms 

of entertainment is spreading to the vil

lage: half the population of India 

watched all or part of the national TV 

dramatization of the Ramayana. Urban 

behaviour patterns are close behind, 

including, for example, the use of cash 

for wages and purchases, women leav-

ing the home to work and the routine 

use of modern family planning meth

ods. 

Women are a large part of the trans

formation, whether as urban workers 

or participants in rural government. A 

dramatic change in their traditional 

roles is taking place; whether it will be 

for their benefit and the benefit of the 

larger society depends on whether 

their contribution is welcomed and 

made a full part of national and interna

tional development policies. 

45 
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POLICIES, STRATEGIES AND ISSUES FOR IMPROVING CITIES 

MAKING CITIES SUSTAINABLE WILL 

REQUIRE INTEGRATED PLANS THAT LINK 

BALANCED DEVELOPMENT OF RURAL 

AND URBAN AREAS TO THE ALLEVIATION 

OF POVERTY. THE EMPOWERMENT OF 

WOMEN THROUGH EDUCATION, GREAT

ER INVOLVEMENT IN DECISION-MAKING, 

PARTICIPATION IN GOVERNMENT AND 

COMMUNITY INSTITUTIONS, AND BETTER 

ENTREPRENEURIAL OPPORTUNITIES FOR 

BOTH URBAN AND RURAL WOMEN MUST 

BE CENTRAL TO ANY SUCH PLANS. ALSO 

VITAL WILL BE ENABLING ENVIRONMENTS 

WHICH ENCOURAGE ALL ELEMENTS OF 

CIVIL SOCIETY TO PARTICIPATE. 

MEETING THE URBAN 

CHALLENGE 

I n the most recent United Nations 

assessment ' fully three quarters of 

the 190 governments surveyed were 

dissatisfied with the distribution of 

their populations ; 110 said they 

wanted to slow or reverse existing 

trends. Most of these were concerned 

about rapid urbanization. This concern 

has been a consistent feature of nation

al policy and action for the past 20 

years, yet the cities have continued to 

grow. 

The more successful policies, how

ever, offer some pointers for the 

future. In recent decades the dominant 

strategies' have been directed either 

at the distribution of population 

between rural and urban areas; or at 

improving the quality of life in cities 

and strengthening urban institutions. 

Preparations for the HABITAT II Con

ference have further refined these 

alternatives. 

Underlying HABITAT II are aims 

shared with the other inter-govern

mental conferences of the 1990s: forging 

new partnerships; creating the social 

conditions for accelerated economic 

development; emphasizing social 

investments such as health and educa

tion, especially for girls and women; 

alleviating poverty; and mobilizing 

resources to improve settlements and 

services. 

Particular emphasis is given in cur

rent policies to strengthening urban 

management systems; to promoting 

national development; and to integrat

ing national economies into the interna

tional system of exchange and finance. 

All the conferences emphasized 

improving urban management and the 

financing of services. 

Economic constraints and struc

tural adjustment programmes have 

forced policy changes aimed at limit

ing public sector expenditure and 

extracting greater efficiency from 

what remains. The need for economy 

has influenced a trend towards 

administrative decentralization and 

the concept of "civil society", the 

mobilization and broad participation 

in government of the combined forces 

of business, non-governmental service 

organizations, and community and 

advocacy groups. 

Policies on population 

distribution 

Strategies adopted to slow urbanization 

have included investments in rural 

development; incentives promoting 

urban alternatives to primary cities; 

establishment of new towns; and the 

relocation of ministries and legislatures 

to new capital cities. These attempts 

have been hampered by a lack of 

investment in infrastructure outside the 

urban centres, and have usually failed 

to overcome the drawing power of 

urban magnets. 

Newly created urban centres may 

provide employment and housing but 

little else, making it difficult to attract 

and retain skilled labour. Even when 

workers move, employment does not 

necessarily follow, as has been the case 

with the new towns around Cairo which 

have failed to reduce commuting. 

Cities gain their economic advantage 

from the concentration of skills, capital, 

industrial activity, manufacturers' sup

pliers, energy supplies, transport and 

educational infrastructure. Demand 

results in competition among suppliers 

and efficiency. Concentration of suppli

ers, services and customers within cer

tain districts promotes further efficien

cies, stimulating further concentration. 

New urban centres lack these advantag

es, which have developed over time in 

response to diverse market stimuli 

rather than central planning. 

Investing in rural areas so that they 

may retain population has had only 

mixed success. It requires vast 

amounts of financial and human 

resources because rural infrastructure 

development is more costly than that in 

cities. Policies and regulations meant to 

generate non-farm employment are 

only beginning to be effective, and are 

not readily transplanted to new set

tings .' 

Rural development is important in its 

own right. Higher agricultural produc

tivity increases rural incomes and helps 

meet growing urban demand. Higher 

rural incomes do not necessarily stem 

the flow of people to the cities, how

ever, as the experience of sub-Saharan 

Africa shows. Productivity gains may 

turn part of the rural population into 
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w1 ICPD AND URBAN 

fr I h STRATEGIES 

h The Programme of Act ion of the 

1994 International Conference on Population 

and Development recognizes that the concen

tration of population in urban areas is an intrin

sic dimension of economic and social develop

ment, with both positive and negative aspects. 

The greatest challenge seen by the programme 

in this regard is to cope with the enormous 

stra in the rapid urbanization will place on social 

services and infrastructure in the developing 

world . Some of the main concerns are: 

Families and children. Migrating to cities and 

adopting urban lifestyles puts strains on fami

lies. Parents and children cut off from extended 

family support become increasingly dependent 

on assistance from governments or the private 

sector. Policies need to help families cope with 

the demands of urban life, or at the least not to 

worsen them. 

Households headed by women are increasing in 

number. Labour migration and heavy workloads 

in low-paying informal jobs are breaking down 

family ties. Compounding these problems for 

urban families are high levels of poverty, the 

need to support the elderly or disabled, AIDS 

and other terminal diseases, substance depen

dence and domestic violence - abuse against 

spouses and children. 

Millions of urban children and youths, some left 

to their own devices, are subject to the risk of 

dropping out of school, of labour exploitation, 

sexual exploitation, unwanted pregnancies and 

sexually transmitted diseases. In view of the 

increasing problem of street children and the 

vulnerability of urban children, child-care cen· 

tres and special protection and rehabilitation 

efforts are needed. 

Health and environment. Policies need to 

protect both ecological systems and people's 

health in light of increasing pollution and 

settlement on marginal lands. All countries 

should give priority to ensuring everyone -

especially the poor and disadvantaged - a safe 

and sanitary living environment, through mea

sures to avoid crowded housing conditions, 

reduce air pollution, ensure access to clean 

water and sanitation, improve waste manage

ment and increase workplace safety. 

Regional and urban-rural differentials in access 

to reproductive health including family plan

ning and sexual health need to be reduced. An 

additional health concern is the spread of the 

HIV/AIDS pandemic from urban to rural areas 

and its growing impact on economic and agri

cultural production. 

Population distribution. In response to rapid 

urbanization, governments have paid most 

attention to rural-urban migration, although 

rural-rural and urban-urban migration are more 

prevalent in many countries. Migration to cities_ 

both reflects the greater economic opportu

nities available in urban settings and increases 

that advantage; it is both a way to seek new 

life opportunities and a response to inequities -

in distribution of resources, access to technolo

gies and useable land - that must be redressed. 

Policy issues re late to urban growth rates, 

distribution of population among cities of vari

ous sizes and economic roles, and protection of 

individuals' rights to live and work in commu

nities of their choice. Conditions in both urban 

and rural areas must be improved; development 

should be promoted both in areas sending 

migrants and in those receiving them. 

A balanced distribution of production, employ

ment and population is essential for sustainable 

development. Policies should encourage sus• 

tainable regional development and urban con

solidation, the growth of small- or medium

sized cities and sustainable rural development 

by creating labour-intensive projects, training 

youth for non-farming jobs and ensuring effec· 

tive transport and _communications. Decentral

ization of administration, expenditure, taxation 

and services should be considered to facilitate 

local development. Infrastructure improve

ments and environmental protection should be 

carried out in both urban and rural areas. 

Industries and busin_esses should be encouraged 

to relocate from urban to rural areas. Infra

structure provision, investments, income· 

generating projects and other policies should 

foster rural opportunities; involvement of !ocal 

commuhities is imperative. Grassroots org:.-Vi iza· 

tions like credit, productio~ and marketing 

cooperatives can improve -rural people's 1i ·1eli 

hood. Expanded international trade - fadi :tat

ed by reducing restriction on agricu ltural 

imports - : can benefit both rural and urban 

areas. 

Urban management agencies and planning 

mechanisms need strengthening and reorienta· 

tion, ensuring the participation of all popula

tion groups. Particular attention shou ld be paid 

to ensuring economical land use, protecting 

fragile ecosystems and facilitating the acce1s of 

the poor to land in both urban and rural areas, 

The largest cities are dynamic centres of eco• 

nomic and cultural activity. Strategies to 

address their problems also need to foster their 

positive contributions to economic and social 

development. 

High priority should be given to improving the 

security and quality of life of low-income resi• 

dents. All citizens, including urban squatters, 

have needs for personal safety, basic infrastruc

ture and services, the elimination of drugs and 

criminality, and problems resulting from over

crowding. People living in areas prone to natu

ral and man-made disasters need attention. 

Governments should promote the integration 

of rural migrants into urban areas and improve 

their income-earning capability by facilitating 

access to basic education, health services, voca

tional training, employment, credit, production, 

marketing opportun ities and transportation. 

Women workers and heads of households 

should receive special attention. 

Effective environmental management requires 

special attention to water, waste and air 

management as well as environmentally_ sound 

energy arid transport systems. 

Information technologies can help bridge geo

graphical, social and economic gaps and ensure 

wide participation in local, national and global

level debates about develo"pment issues. Parlia· 

mentarians, in particular, need full access to the 

information needed for decision making. 
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m URBAN ISSUES AT THE 

TT WORLD SUMMIT FOR 

SOCIAL DEVELOPMENT 

The World _Summit for Socia l Development gave 

special consideration to the problems of urban

ization. Excerpts follow. 

Chapter I. AN ENABLING ENVIRONMENT FOR 

SOCIAL DEVELOPMENT 

13. Ensuring that fiscal systems and other public 

policies are geared towards poverty eradication 

and that they do not generate socially divisive 

disparities calls for: 

(e) Re-examin ing the distribution of subsidies, 

inter a/ia, between industry and . agriculture, 

urban and rural areas, and private and public 

consumption, to ensure that subsidy sysiems 

benefit people living in poverty, especially the 

vulnerable, and reduce disparities; 

Chapter II. ERADICATION OF POVERTY 

21. Urban poverty is rapidly increasing, in pace 

with overall urbanization. It is a growing phe

nomenon in all countries and regions, and often 

poses special problems, such as overcrowding, 

contaminated water and bad sanitation, unsafe 

shelter, crime and additional social problems. An 

increasing number of low-income urban house' 

holds are female-maintained. 

34. Urban poverty should further be addressed 

by: 

(a) Promoting and strengthening micro

enterprises, new small businesses, cooperative 

enterprises, and expanded market and other 

employment opportunities and, where appropri

ate, facilitating the transition from the informal 

to the formal sector; 

(b) Promoting sustainable livelihoods for people 

living in urban poverty through the provision or 

expansion of access to training, education and 

other employment assistance services, in 

surplus labour, ripe for migration. Bet

ter social and economic infrastructure 

in rural areas can stimulate increased 

economic activity, leading to develop

ment in smaller cities. This increases 

overall urbanization, but may take 

some pressure off primary cities. 

particular for women, youth, the unemployed 

and the underemployed; 

(c) Promoting public and private investments to 

improve for the deprived the overall human 

environment and infrastructure, in particular 

housing, water and sanitation, and public trans

portation; 

(d) Ensuring that strategies for shelter give spe

cial attention to wome_n and children, bearing in 

mind the perspectives of women in the develop

ment of such strategies; 

(e) Promoting social and other essential services, 

including, where necessary, assistance for people 

to move to areas that offer better employment 

opportunities, housing, education, health and 

other social services; 

(f) Ensuring safety through effective criminal jus

tice administration and protective measures that 

are responsive to the needs and concerns of the 

community; 

, (g) Strengthening the role and expanding the 

means of municipal authorities, non-governmen

tal organizations, universities and other educa

tional institutions, businesses and community 

organizations, enabling them to be more 

actively involved in urban planning, policy devel

opment and implementation; 

(h) Ensuring that special measures are taken to 

protect the displaced, the homeless, street chil

dren, unaccompanied minors and children in 

special and difficult circumstances, orphans, ado

lescents and single mothers, people with disabil

ities, and older persons, and to ensure that they 

are integrated into their communities. 

The Conference also gave high priority to the 

related concerns of expansion of productive 

employment, reduction of unemployment and 

the promotion of social integration. 

Experience suggests that limited 

resources are better used to raise rural 

living standards than to attempt delib

erately to counter the attractions of 

dominant cities.' Over the last decade, 

however, there have been successful 

efforts in Latin America and in Asia to 

distribute economic development and 

populations within complexes of 

primary and secondary cities. Growth 

in small and medium-sized cities can 

help reduce the growth of the biggest 

ones ,' although this has more often 

been a natural consequence of stronger 

links between large cities and 

surrounding areas than a result of 

deliberate policy. 

Reproductive health 

The biggest factor in urban population 

growth in most regions and in many 

countries is natural increase. Reducing 

this component will require substantial 

progress in social development. Central 

to this effort will be the empowerment 

of women and the guarantee of their 

human rights, including the right to 

reproductive and sexual health. Provid

ing high-<juality reproductive health 

services, including family planning, is 

an essential element. Access to servic

es for both women and men - whether 

offered by government, private suppli

ers or NGOs - must be equitable; the 

disparity between accessibility to the 

poor and the non-poor urgently needs 

to be redressed. Better reproductive 

health for all is a link in a virtuous cir

cle connecting the autonomy and 

equality of women with slower, more 

balanced population growth, the viabil

ity of urban areas and a better overall 

quality of life. 

In cities, access to quality services is 

higher than in rural areas. But there is 

still considerable unmet demand for 

reproductive health services, including 

family planning, and fertility levels 

among the poor are generally higher 

than among other groups, indicating 

that barriers to service use persist. In 



50 

• 6 · POLICIES, STRATEGIES AND ISSUES FOR IMPROVING C /Tl ES .. ;••, ~ -

BEIJING AND URBAN ISSUES 

The Fourth World Conference on 

Women (FWON), held in Beijing, 

China, from 4--1 S September 1995, addressed 

poverty alleviation and other issues related to 

the urban environment in the context of 

empowering women and improving their eco

nomic, politica l and social status. 

The FWCW Platform for Act ion points out that 

increased rural to urban migration in recent 

years has profoundly affected family structures 

and well-being, with unequal consequences for 

women and men. It cites problems common to 

poor urban and rural families, including a lack of 

food and inequitable distribution of food for 

girls and women, inadequate access to safe 

water, sanitation facil ities and fuel supplies, defi

cient housing conditions and environmental 

health hazards, all of which overburden women 

and their families and have a negative effect on 

their health. 

Among the relevant recommendations of the 

Platform for Action : 

Increase allocations for social services and health 

care, especially programmes at the primary level 

in poor areas, giving special attention to the 

reproductive and sexual health of girls and 

women. 

Develop and promote employment pro• 

grammes. 

Improve the effectiveness of anti-poverty pro 

rural areas, unwanted fertility reduces 

families' ability to provide for their chil

dren, and puts stress on local resources 

and local environments. These condi

tions help push people into migration. 

Employment 

Half the new urban jobs in the past 

decade were in the informal sector , the 

major source of employment for many 

city dwellers. Policies in this area seek 

to improve wages and working condi

tions; to revise regulations and codes 

to increase access to services, infra-

grammes; provide adequate safety nets to 

enable those living in poverty to withstand times 

of economic crisis. 

Expand the access of disadvantaged women to 

financial services, appropriate technologies, 

transportation, extension services, marketing 

facilities and credit; ensure that laws and regula

tions do not discriminate against enterprises 

owned by women. 

Eliminate child labour that is contrary to interna

tional standards; protect working children, and 

street children in particular, by providing appro

priate health, education and other social ser

vices. 

Promote the participation of local communities, 

particularly women, in identifying public service 

needs, spatial planning and providing and 

designing urban infrastructure. 

Design and implement environmentally sound 

resource management mechanisms, production 

techniques and infrastructure development. 

Design structural adjustment programmes to 

minimize the ir negative effects on vulnerable 

and disadvantaged groups and communities; 

prevent the margina lization of these groups in 

economic and social activities and devise mea

sures to give them access to and control over 

economic resources; design economic policies 

and programmes to take account of their 

impact on women and girls, especially those 

living in poverty. 

structure, credit and markets; and to 

strengthen links to the formal sector. 

Many Asian and Latin America coun

tries are using tariff exemptions, tax 

benefits and other export-driven poli

cies to promote manufacturing, assem

bly plants and service industries. This 

approach creates employment, but 

experience has shown that it can lead 

to exploitation of the workers, who are 

often young women desperate for work 

on any terms. Competition for jobs dis

courages protest or organization and 

keeps wages low; employers' attempts 

to maximize output result in employee 

dissatisfaction and high turnover. This 

is not only unjust but also inefficient. 

Housing 

Tightening public budgets and chang

ing attitudes about government's role 

in social services have affected national 

strategies to improve housing. In the 

1960s, the emphasis was on public 

works including housing construction 

and slum clearance. As understanding 

of the scale of need increased, Latin 

America in the early 1970s and, later, 

countries in Asia began to emphasize 

organized self-help, encouraging future 

tenants to build their own homes with 

materials provided by the public sector. 

This eliminated overheads and profits, 

but overestimated both labour's contri

bution to total costs and the degree to 

which unskilled workers could replace 

skilled ones. 

In most of the developing world in 

the late 1970s and 1980s, government's 

role was further limited to providing 

land and access to water and waste dis

posal. This approach overestimated 

residents' ability or willingness to pay 

for shelter after meeting basic food and 

energy needs. Service provision 

remained outside residents' control, 

and conditions often deteriorated rap

idly. Residents of informal settlements 

frequently faced eviction due to public 

and private efforts to use the land more 

profitably. 

These experiences led increasingly to 

a belief that government's proper role 

is an enabling one, mobilizing the par

ticular strengths of various actors, rath

er than providing inputs directly. 

Shelter provision is increasing recog

nized as a means not only to meet 
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housing needs but also to generate 

employment and contribute to econom

ic restructuring. Homes are the site of 

many informal-sector activities includ

ing self-employment Community 

involvement in the provision of ser

vices and infrastructure can also play 

an important role in political and social 

cohesion.' 

m URBAN CONFERENCES OF 

TT I ~ l :::;::a~~=:ational Con-

ference on Population and the Urban 

Future, 1986. 

From 19--22 May 1986, UNFPA, convened its 

second major conference on urbanization (the 

first was in Rome in 1980). Mayo~ and planners 

from large cities took part, along with represen

tatives from Governments, intergovernmental 

organizations and NGOs. Cosponsors included the 

Spanish Government, the United Nations Centre 

for Human Settlements (HABITAD and the Inter

national Union of Local Authoritie~ 

The conference adopted the Barcelona Declara

tion on Population and the Urban Future, which 

emphasized the importance of comprehensive 

national population policies, balanced develop

ment, economic growth and social equity. It rec

ommended: integration of urban planning with 

social and economic development; redesign of 

city institutions for more effective planning and 

resource use; decentral ized decision-making to 

increase local and regional governments' respon· 

sibility, and better representation of communities 

and various groups within cities. It advocated 

public-private partnerships and urban-rural alli

ances to improve health services and reduce mor• 

ta lity and fert ility. 

The Declaration stressed the need to develop 

cost-effective technologies for housing, transport, 

communications, health, water supply and sanita

tion. It urged city administrations to promote 

fa mi ly planning and programmes to reduce 

infant and child mortality, to increase recrea

tional facilit ies, and provide services to under-

Global economic trends and 

structural adjustment 

Economic shifts and increasing global 

competition are profoundly restruc

turing national economies. In the 

developed countries, changes in the 

competitiveness of different indu

stries have shifted tens of thousands 

of workers from manufacturing to oth-

served groups. And it called for better data 

collection, research and training to support policy 

formulation. 

Kobe, Japan: Asia Conference on Population 

and Development of Medium-Sized Cities 

UNFPA, the city of Kobe, and Nihon Unive~ity 

Population Research Institute jointly organized 

an 11-14 August 1987 meeting on medium-sized 

cities' unique problems and potential. It involved 

representatives of 11 Asian countries, including 

mayo~ and local and regional officials. as well as 

intergovernmental organizations and NGOs. 

Their final declaration noted that national poli

cies, budgets. data collection and development 

planning tend to neglect medium-sized cities, 

which often lack adequate resources and effec

tive administrations. Migration often places 

major dema nds on public utilities and social ser

vices, and environmental degradation takes a 

heavy toll. At the -same time, the declaration 

pointed out that mid-sized cities provide an 

important link between larger cities and rural 

areas. They can relieve overcrowding in bigger 

cities, and have the potential for more efficient 

use of resources and more equitable distribution 

of social services. 

Participants recommended that such cities: 

strengthen their capacities for administration and 

fundraising; consider the impact of planned 

industrial development on urban services; consult 

with the people whose lives are affected by 

development policies; ensure that development 

plans provide for adequate urban infrastructure; 

attend to the health and fami ly planning needs 

of the poor, to employment opportunities and 

working conditions for women, and to social ser-

er sectors, contributing to temporary 

or longer-term unemployment. Some 

service industries are moving from 

developed countries to developing 

countries which have increasing tech

nological sophistication and lower 

wages; the rapid growth of computer 

software development activities in 

India, supported by national and 

vice needs of children; and give priority to 

low-cost housing and public utility facilities for 

the poor. 

New Yori<: International Colloquium of 

Mayors on Social Development 

The United Nations Development Programme, in 

cooperation with HABITAT and The Group of 

Four Cities' Associations. organized this gathering 

on 18-19 August 1994 as a preparatory activity 

for the HABITAT II conference. More than· 100 

mayors took part. The focus of discussion was on 

the role of social integration in the development 

and management of sustainable cities, and the 

need to expand employment opportunities as 

part of an overall poverty alleviation strategy. 

Participants issued a Mayors' Declaration on 

Social Development and Sustainable Human Set

tlements. They noted their concern about pover

ty, social disintegration, pollution and other 

urban conditions and made a number of commit

ments: to promote social development in part

ne~hip with communities. civil society, the pri• 

vate sector and government agencies; to work to 

achieve education, health and shelter for a II by 

2000; to empower the poor to help themselves to 

improve their living conditions, by providing 

infrastructure, shelter and services in their com

munities; involving local communities in the plan

ning process; promoting harmony among differ• 

ent social groups by recognizing their ethnic, cul

tural and racial divmity and democratically 

involving minorities in city governance; ensuring 

women full access to education, training, health, 

credit, employment and decision-making; and 

coordinating various social services more effec

tively to support families at risk. 

L_ _ ____ ___ ______ ____ ___ _______ j 
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international financing, is a recent 

example. 

At the same time, inefficient policies 

are impeding some countries' participa

tion in international markets. As they 

seek to revise such policies, many 

countries have negotiated programmes 

of assistance with international lending 

institutions, giving them access to 

resources and credit. Following eco

nomic stagnation and rising debt in the 

1980s, lending institutions encouraged 

governments to undertake programmes 

of structural adjustment to try to effect 

economic renewal. These programmes 

as initially devised and implemented 

are believed to have seriously affected 

the quality of life in cities. The elements 

varied from country to country but gen

erally included: 

• Reductions in social-sector budgets 

including health and education and 

public-sector employment; less sup

port for social development initia

tives such as basic literacy and other 

programmes aimed at empowering 

women; 

• elimination of subsidies for food and 

other basic commodities; 

• privatization and decentralization; 

• imposition of school fees, charges for 

health services and other cost recov

ery options; 

• liberalization of trade policies to facil

itate external investment and encour

age manufacture and services for 

export; and currency revaluations. 

These policies fell heavily on urban 

populations. Public sector investment 

is concentrated in capital cities and 

other large cities, and in many coun

tries governments account for a large 

proportion of formal employment - as 

much as IO to 25 per cent in some sub-

Saharan African countries; layoffs often 

exacerbated already severe unemploy

ment. 

Increased school fees, combined with 

governments' earlier retreat from poli

cies guaranteeing employment for all 

graduates, have eroded confidence in 

the value of education. UNESCO statis

tics' indicate that in sub-Saharan Africa 

a decreasing proportion of boys are 

attending school beyond the earliest 

grades, and the ratio of girls to boys in 

education is not growing. 

Charges for health services fell espe

cially hard on preventive services such 

as child immunization and family plan

ning. Many hopeful initiatives aimed at 

reducing poverty and closing the gen

der gap were inadequately funded and 

implemented. 

Elimination of food subsidies also fell 

hardest on the urban poor, who grow 

less of their food than the rural poor 

and spend more of their incomes on 

food than the urban middle class. This 

has had the effect of increasing malnu

trition, especially among those last in 

line for food and the most vulnerable to 

shortage - girl children and mothers of 

young families . 

In many developing countries, real 

wages of urban residents fell in the ear

ly stages of the adjustment process, 

before the anticipated benefits could be 

felt . Deteriorating economic conditions 

make low-income families more liable 

to fall further into poverty, and escape 

more difficult.' Fewer are able to save, 

diets worsen and housing becomes 

more crowded with relatives forced to 

share lodgings and pool dwindling 

resources.' Women must stretch and 

supplement household income to pro

vide food, water, clothing and basic 

necessities for children. Conflicts over 

food , shelter, clothing, education and 

health intensify. Increasing desper::ition 

often leads to domestic violence. 

The international financial commu

nity understands that reducing invest

ment in health and education cuts away 

the foundations for long-term develop

ment; it recognizes the need to iighten 

the burden of structural adjustment 

programmes on the social sector ,:; nd to 

include better safeguards for \1:lner

able populations. Increasing atteGt ion 

is being given to improving access to 

credit, particularly for women, to facili

tate entrepreneurial activity and lessen 

the shock of disruptions. Some steps 

are being taken to ensure that essential 

health and education services remain 

in place. 

Reductions in public sector employ

ment and shifts in the structure of 

national economies are natural 

responses to increasing global econom

ic integration. In rapidly growing econo

mies, notably in East Asia, the transfor

mation has been more rapid than else

where, and higher incomes and 

resources have mitigated the impact; in 

fact, the proportion of people living in 

relative or absolute poverty has 

declined. 10 This success reflects sub

stantial earlier public investment in 

education, health and family planning 

programmes: today's urban challenge 

is to maintain these necessary invest

ments in the face of resource contraints 

and rising populations. 

Decentralization 

A mass global experiment in decentral

ization is in progress. Policy making, 

programme development, implementa

tion and monitoring functions are being 
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shifted from central governments to 

local authorities, parastatal organiza

tions or the private sector. Various 

arrangements for delivering basic ser

vices are being explored and tested. "Of 

the 75 developing and transitional 

countries with populations greater than 

5 million, all but 12 claim to be 

embarked on some form of transfer of 

political power to local units of govern

ment." 11 

From the brief experience of decen

tralization to date, despite varying local 

circumstances, some tentative conclu

sions may be offered: 

(I) Before administrative and finan

cial authority is delegated, the func

tions and responsibilities at each level 

should be delineated." Decisions about 

responsibilities for finances and fund

raising should be made only alter the 

roles of the various actors are defined." 

(2) Systems for transferring funds 

need to be clear, workable, targeted to 

the most responsive areas, and trans

parent in operation." People must have 

assurances that resources are being 

distributed and used effectively. 

(3) Implementers must be account

able to programme beneficiaries and 

the public." No matter who is executing 

the programme, the beneficiaries 

should be fully involved in programme 

design, implementation and monitor

ing, and there need to be mechanisms 

to ensure that shortcomings are cor

rected. Electoral accountability, public 

decision making, transparency in 

financing and administration, and open

ness to innovations and "bottom-up" 

management are essential. Non

governmental organizations have an 

important role to play in monitoring 

programme performance. 

Decentralized approaches lo health 

care programme design. A number of 

countries, particularly in southern and 

eastern Africa, now allow health pro

gramme priorities to be determined 

locally. In Zambia, for instance, a 

district-level consultative process iden

tifies local service delivery priorities, 

within a central framework specifying 

minimum service levels which must be 

maintained. Such flexible strategies 

maximize the input of local administra

tors and programme beneficiaries. 

The consultations leading up to the 

HABITAT II conference have stressed 

the importance of community-based 

and participatory initiatives. Mayors, 

local NGOs and the private sector 

have been actively involved in the 

process. Regional and international 

meetings have allowed the sharing of 

information about successful local 

programmes. 

BEST PRACTICES 

In November 1995, as part of the prep

arations for the HABITAT II conference, 

an International Conference on Best 

Practices was held in Abu Dhabi. Partic

ipants exchanged information and 

experiences on successful initiatives to 

address settlement problems, particu

larly in urban areas. 

Featured programmes in industrial

ized countries dealt with: pollution 

reduction (United States); housing plan

ning, addressing renewal, moderniza

tion and tenants ' rights (Austria, the 

Netherlands and Sweden); collabora

tive efforts to improve housing for the 

immigrant population (France); and 

overall urban/regional planning involv

ing a wide range of community actors 

(Finland). 

The conference recognized a diverse 

range of projects in developing coun

tries. Several involve innovative 

approaches to forging new partner

ships which empower women, contrib

ute to education and improve health: 

• Aqaba, Jordan: national, regional and 

municipal authorities joined with 

local NGOs and community-based 

organizations to upgrade public 

housing. Inputs from heads of house

holds, both men and women, were 

emphasized in determining priorities 

for interventions. 

• Bombay, India: The Society for Pro

motion of Area Resource Centres, in 

collaboration with other NGOs, has 

shown that pavement dwellers, most

ly women with children, can save up 

for better housing and can avert or 

cope with the demolition of their 

squatter homes. Working with gov

ernment, area committees headed by 

women conducted surveys and 

planned for alternate settlements. 

Women collaborated with architects 

and engineers in the design of new 

dwellings. 

• Kisumu, Kenya: The Citizen's Social 

Care Centre has reduced the number 

of street children by assisting those 

who have run away from home. It 

trains teenage women and single 

mothers to be environmental educa

tors, holds counselling sessions with 

parents and guardians, and presents 

dramas on the needs of street chil

dren and youth. 

• State of Orissa, India: The Friends' 

Association for Rural Reconstruction 

met with the Government and com

munity-based women's groups to 

confront alcohol-related problems, 

because men's drinking was diverting 
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money from family needs including 

education and contributing to 

domestic violence. The resultant 

mobilization led to a ban on alcohol 

sales and showed the government 

the strength of women's organiza

tions. 

• Delhi, India: Action for Securing 

Health for All (ASHA, "hope" in Hindi) 

has developed an intersectoral, par

ticipatory health model to ensure the 

accessibility of health facilities and 

improve living conditions in slum 

areas. Working with the Delhi Devel

opment Authority and women's 

groups, the NGO links training of 

health workers with service delivery, 

community health education 

(including prenatal care), efforts to 

keep children in school, and income

generating activities. 

• Sao Paulo/Rio de Janeiro, Brazil: 

Police Stations in Defence of Women, 

staffed by women, have since 1985 

provided specialized attention to 

female victims of domestic violence, 

sexual assault and rape, to ensure 

appropriate counselling, care and 

requested legal follow-up. Though 

victims are often reluctant to seek 

legal remedy, the expansion of the 

service to more locations is changing 

public perception of such crimes. 

Since programmes must be imple-

mented in a variety ol economic, social, 

political and administrative contexts, 

successful models need to be adapted 

to local conditions. Parallel to the HABI

TAT II process, a wide variety of techni

cal exchanges and cooperative efforts 

are under way at local levels. 

Numerous international organiza

tions support projects aimed at improv

ing human settlements. For example, 

ffl 
UNDERSTANDING URBAN 

TT POPULATION DISTRIBUTION 

h AND SERVICE NEEDS 

With Mexico's population concentrated in cit

ies and rural shanty towns, the government 

has been concerned about population distri

bution since the 1970s. In the past decade 

rural-urban migration increased (60 per cent 

of the population is now urban, up from 46 

per cent). But recent deregulation and redefi

nition of government functions have diversi

fied population flows and increased migration 

from larger to smaller cities, raising the num

ber of cities with more than 15,000 inhabi· 

tants from 166 to 309. 

The urbanization process and the increased 

migration towards medium-sized cities seem 

to be driven by service growth more than 

industrialization. The recent increase in 

export-oriented production, however, will 

benefit not just central cities but also smaller 

surrounding cities. These effects will be 

strongest along the frontier with the United 

States, where there are infrastructure, public 

services, communications, transport, and a 

labour environment favourable to production. 

Much of this analysis is based on two UNFPA

funded studies. The first examined migration 

to 16 Mexican cities and included a U.S. Gov

ernment survey of undocumented workers on 

the frontier. The second studied the potential 

for development in shanty towns. 

An additional series of studies in collaboration 

with local authorities and the private sector is 

looking at ways to increase general employ

ment, raise the quality of life and offer alter

natives to migration. Another project will 

improve baseline data in micro-regions to pro· 

mote sustainable development to stem migra

tion. A third project will study the evolution of 

Mexican cities in this century and provide basic 

information about migration. 

the Urban Management Programme of 

the United Nations Development Pro

gramme and the World Bank helps local 

administrations remedy management 

deficiencies and strengthen local gov

ernance mechanisms. UNCHS (Habitat) 

and the Danish International Develop

ment Agency offer a training pro

gramme for community participation in 

improving human settlements. UNDP 

and the International Labour Organiza

tion are collaborating on employment 

generation in urban works pro

grammes. UNCHS, !LO, UNDP and the 

United Nations Volunteers support a 

programme on improvement of living 

conditions and expanding employment 

opportunities in urban low-income 

communities. And UNDP in collabora

tion with the Netherlands, Sweden and 

Germany are networking with other 

programmes and local institutions in 

the Local Initiative Facility for Urban 

Environment (LIFE) programme. 

International networks of city plan

ners, administrators and researchers 

have been formed to facilitate the 

exchange of information and urban 

management strategies. The MEDURBS 

programme links participating urban 

centres in developed and developing 

Mediterranean countries. Networks 

funded by the European Community 

maintain databases, jointly implement 

and monitor projects, and exchange 

technical materials on urban issues. 

Networks of non-governmental organ

izations are sharing experiences with 

community action programmes. 

UNFPA AND 

THE URBAN FUTURE 

The United Nations Population Fund, in 

collaboration with the rest of the 

United Nations system, continues to 

play an important role in addressing 

urban problems and urban-rural bal

ances and encouraging sustainable 
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development and settlement policies. 

Its programme activities aim to elimi

nate urban bias and gender bias in 

development efforts, to foster partici

pation and partnership, and to ensure 

that urban and rural development strat

egies pay attention to population con

cerns. 

Reproductive health 

including family planning 

and sexual health 

UNFPA supports governments and col

laborates with national and local 

administrations, NGOs, community 

organizations and the private sector to 

promote high-quality reproductive 

health services including family plan

ning and sexual health, for both men 

and women. The !CPD Programme of 

Action calls for universal access to 

these services, provided through effec

tive primary health care systems, by 

2015. Organizations - public, private 

(including enterprise-based), voluntary 

and community-based - which can pro

vide such services are being strength

ened, and barriers to their efficient 

functioning removed. 

Reproductive and sexual health is 

more than the absence of disease; it 

includes the positive exercise of repro

ductive rights and the enjoyment of 

healthy and enriching sexual lives. 

Reproductive rights imply that 

women's role in reproduction must not 

be used to deny them other social, eco

nomic and political roles at a level 

equal to those of men. 

As the !CPD recognized, promoting 

reproductive rights and reducing infant, 

child and maternal mortality and mor

bidity requires the provision of a broad 

range of reproductive health services. 

Making these universally available will 

entail, among other things: 

• Improving education and services for 

prenatal care, safe delivery and 

post-natal care for both mothers and 

children, particularly for the rural 

and urban poor. 

• Providing high-quality voluntary 

family planning, including counsel

ling, information, education, commu

nication and services, to all who are 

interested. Meeting the expressed 

demand for services to better space 

and limit births will improve health 

and further reduce both natural 

urban growth and the high rural fer

tility which contributes to migration. 

• Improving services for other repro

ductive and sexual health conditions, 

m LINKING REPRODUCTIVE 

.L_ HEALTH SERVICES TO 

, r h coMMUNITY OUTREACH 

Over half the people of Nairobi live in densely 

populated urban slums. Residents are exposed to 

severe environmental risks, including poor sani

tation, lack of potable water, poor drainage and 

uncollected refuse, resulting in high rates of 

morbidity and mortality. 

A UNFPA-supported project. launched with the 

Nairobi City Commission in 1993, has sought to 

improve health conditions by establ ishing an 

integrated health and family planning delivery 

system involving both clinics and community

based outreach. By October 1995, the project 

had trained 465 residents to distribute contra

ceptives in their communities and deliver mes

sages on reproductive health, including family 

planning, pre- and post-natal care, nutrition, 

immunization, a clean environment and safe sex. 

The distributors also help with home-based care 

of people with AIDS. 

Trained nurses working as supervisors provide a 

link between the community and the health cen

tres. They assist the distributors by taking 

including the treatment of reproduc

tive tract infections and sexually 

transmitted diseases including 

HIV/AIDS. 

• Protecting women from sexual and 

other violence and preventing harm

ful traditional practices such as 

female genital mutilation. 

• Eliminating disparities in service 

coverage and outreach that are relat

ed to gender, geographical, social 

and economic differences. This in

cludes extending quality health ser

vices to residents of urban slums and 

peri-urban areas. 

Advocacy 

UNFPA will directly and indirectly advo

cate for the empowerment of women. A 

blood pressure and providing counselling in 

clients' homes. Both supervisors and distributors 

work to mobilize community education cam

paigns on family planning and on AIDS. They 

also carry contraceptive commodities to the mar

ket on market day to reach cl ients who do not 

have time to go to the clinics. 

The project also organizes workshops for health 

workers on primary health care concepts and 

family planning technology, and for local offi

cials on community participation in health and 

development activities. 

Two of the slum communities have formed vol

unteer village health committees to work for a 

clean environment; the committees manage 

water kiosks as an income-generating activity. 

The project has provided cleaning tools and 

materials for building garbage centres, one pub

lic toilet and storm water drainage. UNFPA sup

port will aim to help countries attain all of these 

goals. The Fund will also support biomedical, 

social and cultural research to assess reproduc

tive health-related conditions, perceptions and 

behaviours, to assist in the design of pro

grammes .. 

I 
·---____J 



56 

6 . POLICIES, STRATEGIES AND ISSUES FOR IMPROVING CITIES ··<l'§l/!~•r:;¼/". " 

cornerstone of this effort will be the 

expansion of educational access and 

support for girls and women. Education 

enables individuals to lead healthier 

lives, improve their opportunities, 

assimilate new ideas and play produc

tive social roles. It is also key to 

improving countries' productive capac

ity, enabling them to compete in inter

national markets. 

The exercise of reproductive rights is 

fundamental to women's educational 

progress. Teenage pregnancies, which 

often interrupt or interfere with 

women's schooling, can be reduced by 

providing better family planning infor

mation and services to youth, educat

ing men on responsible sexual behavi

our and involving families and commu

nities in reproductive health pro

grammes. Together with programmes 

to discourage female genital mutilation 

and other harmful practices, advocacy 

on behalf of women will produce great

er discussion and understanding of 

unequal gender relationships and bar

riers which impede women's contribu

tions to sustainable development. 

Many if not most societies assign less 

value to girl children than to boys. At 

its most extreme, this can result in 

selective abortion favouring boys, to 

infanticide and abandonment of girl 

children. Discrimination persists 

throughout childhood and into adoles

cence. It helps to perpetuate a secon

dary status for women, ensuring not 

only that women are trapped in their 

reproductive role but that they are 

offered little support in performing it. 

UNFPA's advocacy, in cooperation 

with all its partners in government and 

non-governmental organizations, is dedi

cated to establishing the equality and 

rn 
INTEGRATING POPULATION 

·fr INTO DECENTRALIZED URBAN 

PLANNING 

Rural migrants in San Pedro Sula, Honduras, are 

rapidly putting up makeshift houses in several 

fast-growing neighbourhoods where sanitation 

services are erratic and crime is on the rise. Much 

of the responsibility for planning and delivering 

basic services in these sprawling communities has 

devolved to city authorities, as a result of decen

tralization moves by the central government in 

Tegucigalpa. To support San Pedro Sula in man

aging this responsibility, UNFPA in 1991 helped 

design a model project to provide socio-demo

graphic information for municipal planning. 

Data collected under the project have helped 

local authorities to understand why infant and 

maternal mortality remain high despite good 

hospital coverage, resulting in the creation of 

reproductive health and family planning initia

tives, including a training course for midwives. 

Useful data have also been provided on the local 

spread and socio-economic impact of HIV/AIDS. 

Maps and demographic data are being used to 

upgrade the telephone system throughout 

northern Honduras. 

The project's underlying assumptions were that: 

(1) more effective municipal management 

requires not only more resources and decision

making authority at the municipal level, but also 

better information on which to base decisions; 

(2) planning is most effective at the local level, 

autonomy of women by ensuring that 

girl children are welcomed in the family 

on the same basis as boys; that parents 

accept the equal value and the special 

needs of girl children; and that the 

empowerment of women has the sup

port of teachers, health personnel, poli

tical leaders, policymakers, religious and 

moral leaders and others in authority. 

Policy support 

UNFPA will continue to support policy 

analyses and to strengthen national 

where flexibility and inter-sectoral cordination 

are easier to achieve than at the federal level; 

and (3). NGOs and the private sector will implE

ment projects to solve problems ·identified by · 

the city, allowing officials to concentrate on pro· 

viding data and analysis to guide policy-making. 

In 1992, the project created a municipal statisti<s 

unit and funded 6 of its 13 staff members. Tt,e 

unit provided on-the-job training and developed 

a geographical information system, drawing 

maps to show, for example, how land was being 

used. The unit' s first census revealed that the 

city's population was just half of what author

ities had assumed, resulting in a cost-saving 

scaling-<lown of plans for a new water supply 

system. Annual surveys are conducted on popu

lation and social indicators; the 1994 survey 

focused on family health and family planning. 

The statistics unit is now an executive depart

ment, overseen by the Municipal Institute for 

Planning and Investigation. A population and 

development branch carries out detailed studies 

on reproductive health and family planning, 

HIV/AIDS, the position of women and the envi

ronment; it also maintains a public library. Users 

of the department's services include the national 

phone company, the local Chamber of Com

merce, UN agencies, the Ministry of Public 

Hea lth and the National Census Bureau. The 

department has also provided research assis

tance to NGOs carrying out women-in-develop

ment projects. 

and international policy institutions 

addressing urbanization and other pop

ulation concerns. The fund is working 

to ensure a consistent llow of reliable 

information on the conditions of life 

and on basic demographic and social 

information. Improving the quality and 

coverage of gender-sensitive social 

information is a high priority. Basic 

data collection and special research 

efforts assist the design and implemen

tation of programmes, particularly for 

the rural and urban poor and other dis-



57 

6 POLICIES, STRATEGIES AND ISSUES FOR IMPROVING CITIES 

advantaged groups.The United Nations 

system as a whole is improving its abil

ity to coordinate assistance to govern

ments, for the measurement of 

progress and the design and implemen

tation of programmes to attain the 

objectives of the international confer

ences taking place in this decade. 

The changing dynamics of migration 

and its impacts on both sending and 

receiving areas are poorly understood. 

Clearer identification of those aspects of 

population movement which require 

policy interventions will prevent futile 

or counterproductive efforts and help 

to alleviate hardship among affected 

groups. A UNFPA-sponsored Sympo

sium on Internal Migration and Urban

ization in Developing Countries: Implica

tions for HABITAT II, held in New York in 

January 1996, helped identHy research 

questions that are key to improved poli

cy advice. UNFPA support of the Inter

national Organization for Migration and 

regional institutions also helps promote 

improved understanding of internal and 

international migration and their rela

tion to development. 

UNFPA has long supported the Asian 

Urban Information System of Kobe 

(Japan) which conducts policy studies 

on population dynamics and urban 

conditions and provides technical sup

port to regional and focal institutions 

addressing information needs for urban 

planners and administrators. Data on 

population, health and education are 

needed to monitor progress in improv

ing the quality of life. The Fund assists 

local and municipal institutions in 

improving databases related to provi

sion of basic social services. 

UNFPA will also continue to support 

activities to integrate population 

. ~qi REPRODUCTIVE HEALTH 

L D FOR THE MARGINALIZED 

1 r h coMMUN1rv 

A growing number of non-governmental 

organizations are beginning to address the 

specific sexual and reproductive health needs 

of urban slum dwellers. Family Planning Asso

ciations belonging to the International 

Planned Parenthood Federation, for instance, 

are using a variety of innovative approaches 

to widen the scope of client groups served, 

ranging from Brazilian street children to Bom

bay factory workers. 

In Thailand, peer education programmes are 

training young women to negotiate for safer 

sex. In Indonesia street outreach is bringing 

information about sexual health and AIDS to 

socially marginalized groups. A clinic in dense

ly populated northern Santo Domingo otters 

maternal and child health care, including fam

ily planning and gynaecological services to 300 

people each day. A High Risk Project in Nairobi 

addresses unintended adolescent pregnancies. 

In Addis Ababa a youth centre provides repro

ductive health counselling and clinical services 

to school drop-Outs ·and other adolescents; 

another project there has involved 20,000 teen

agers in fa mily life education discussions, and 

broadcasts a weekly radio drama dealing with 

adolescent sexuality and reproductive health. 

groups into social development strate

gies, plans and programmes (particu

larly those for the delivery of basic 

social services). It will work with the 

rest of the United Nations system to 

effect the efficient mobilization and use 

of resources for integrated population 

and development programmes, and 

particularly those for the improvement 

of basic social services to urban and 

rural populations. 

Technical support 

UNFPA will collaborate with govern

ments to strengthen the technical 

capacities of non-governmental organ

izations that deliver reproductive 

health services and information and 

conduct communication programmes 

and advocacy efforts. Local NGOs and 

the international networks in which 

they participate including the Interna

tional Women's Health Coalition and 

the International Planned Parenthood 

Association are actively working to 

address needs in all aspects of repro

ductive health including sexual health 

and family planning. 

As a number of the Best Practices 

projects have demonstrated, primary 

health components, including repro

ductive health care, can be successfully 

included in local and community efforts 

to improve settlements and services. 

Slum improvement programmes may 

provide opportunities to improve pri

mary health care service delivery." 

Such efforts can work to ensure that 

the design, implementation and moni

toring of these programmes incorpo

rate women's perspectives. 

UNFPA will support institutions 

which collect, analyse and disseminate 

basic data on population and social 

development. It will support research 

at national and international centres of 

excellence on population and develop

ment linkages to advance the policy 

dialogue on population issues. 

UNFPA will also support programmes 

of South-South cooperation to ensure 

that developing countries share suc

cessful models and technical capacities 

in the area of reproductive health and 

population programmes. 
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FOLLOW-UP TO THE ICPD - IMPLEMENTING 
THE REPRODUCTIVE HEALTH AGENDA 

THE SUCCESS OF THE INTERNATIONAL 

CONFERENCE ON POPULATION AND 

DEVELOPMENT (ICPD) IN CAIRO IN 1994 

WILL ULTIMATELY BE MEASURED BY 

HOW EFFECTIVELY THE ICPD PRO

GRAMME OF ACTION IS IMPLEMENTED. 

~! INTEGRATING FAMILY PLAN

A NING INTO REPRODUCTIVE 

n HEALTH PROGRAMMES 

Many governments have started to reorient 

and reexamine existing policies. In Guinea, for 

example, the Ministry of Health has begun 

reviewing its Safe Motherhood/Family Plan

ning programme with the aim of transforming 

it into a Reproductive Health/Family Planning 

programme. Indonesia initiated the shift from 

family planning to reproductive health even 

before the ICPD, and will accelerate the transi

tion in its current five-year programme 

(1995-1999). The Government of Paraguay 

revised its national plan for reproductive 

health and family planning, elaborated just 

before the ICPD, to adjust it to the new focus, 

principles and recommendations of the ICPD 

Programme of Action. 

T he !CPD Programme of Action 

marks a profound change in the 

international consensus on population 

issues; the new approach starts from 

the point of view that securing human 

rights and meeting the needs of indivi

duals also addresses global problems. 

One of the key elements of the 

programme of action is its emphasis 

on reproductive rights and health. 

The exercise of reproductive rights 

requires having access to family plan

ning information and services. Family 

planning contributes both to repro

ductive and sexual health and to 

maternal and child health. Experience 

over the past two decades has shown 

that family programmes best respond 

to users' needs when they are inte

grated with broader health initiatives 

within the primary health care con

text. 

Experience also shows that women 

with a full and free choice in the matter 

of family size tend to have fewer chil

dren, and can keep them healthier and 

better educated. 

To assess the ICPD's impact on popu

lation policies and programmes around 

the world, UNFPA invited countries to 

share their experiences to date in 

implementing reproductive health 

interventions. The information below is 

based on their responses. 

OPERATIONALIZING 

REPRODUCTIVE HEALTH 

Since the !CPD, many countries have 

organized workshops or seminars for 

planners and health workers on the 

reproductive health approach and its 

implications for thei r national popula

tion programmes. In addition, national 

medical associations have organized 

forums or symposiums on how to put 

the concept of reproductive health into 

operation in their countries. 

Countries all over the world have 

responded to the Cairo challenge of 

adopting a reproductive health 

approach . Almost two thirds of the 

countries which responded to the 

inquiry have taken initial steps to 

broaden existing family planning and 

related programmes (maternal and 

child health, birth spacing, sale mother

hood, for example) to include other 

reproductive health information and 

services. Many countries are heeding 

the ICPD's call for increased attention 

to the quality of care in reproductive 

health and family planning pro

grammes. 

Some sub-Saharan African countries 

are integrating reproductive health ser

vices into ongoing activities under the 

Bamako Initiative. This initiative, 

launched in 1987 to revive, strengthen 

and extend basic health care services, 

has four key features : the rehabilitation 

and extension of basic health care 

delivery systems, particularly for 

maternal and child health; the provi

sion of affordable drugs; appropriate 

financing for long-term sustainability, 

and community mobilization. 

The degree to which fami ly planning 

is integrated into reproductive health 

programmes seems to depend largely 

on the current state of health care ser

vices and facilities. Countries where the 

most essential reproductive health ser

vices are already available to most peo

ple are directing activities to previously 

underserved groups in society, or are 

introducing more specific reproductive 

health services such as the prevention 

and referral of infertility, and preven

tion and treatment of reproductive 

tract infections and sexually transmit

ted diseases. In most least-developed 

countries, full integration is expected to 

take more time. In many of these coun

tries, governments have adopted an 

incremental approach that will gradu

ally introduce reproductive health ser

vices within the primary health care 

system. 

The !CPD Programme of Action calls 

on governments to decentralize the 

management of public health pro

grammes to promote community par

ticipation in repr-0ductive health care. 

Several governments have already tak

en steps in this direction. 
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Despite these encouraging trends, 

some countries still legally restrict the 

access of couples and individuals to 

reproductive health information and 

services . Some, for instance, reported 

having laws prohibiting the provision 

of family planning information and 

services. 

. ffi\1••• REDUCING MATE~NAL •·•• ·· ft I h MORTALITY ·•· -• · ... 

·,· . . 1l ··• In an effort to reduce high lev· 

els of matern~I mortality, Uganda is develop'. 

ing a pioneering, cost-effective referral system 

aimed at ·. improving . the health system's 

response to pregnancy-related emergencies. 

The new system, Rural · Extended Services and · 

Care for Ultimate Emergency Relief (RES· 

CUER), addresses transportatio~ and c~mmu

nication problems that hindered referrals in 

the past. A radio . communication network 

links traditional birth attendants (TBAs) in vi.I-

. !ages with health referral points. When emer· 

gencies arise, TBAs contact a doctor at the 

referral point and receive appropriate instruc

tions. If necessary, a vehicle is dispatched t_o 

transport_the woman for emergency care. · 

THE AVAILABILITY 

OF REPRODUCTIVE HEALTH 

SERVICES 

In most developing countries the full 

range of reproductive health services is 

not available to all eligible women and 

men. Of the different components of 

reproductive health information and 

services, the most widely available are 

family planning counselling, informa

tion and services, as well as facilities 

for prenatal care, safe delivery and 

post-natal care. In one quarter of the 

countries responding to the inquiry, the 

availability of family planning informa

tion and services is still considered 

inadequate. Still unavailable in primary 

health care facilities in the large major

ity of developing countries are services 

for the prevention and treatment of 

infertility; services for treating the con

sequences of unsafe abortion; and 

treatment of reproductive tract infec

tions and cancers of the reproductive 

system. 

Several countries reported that most 

aspects of the reproductive health con

cept were available for middle and 

higher income groups in urban areas, 

but were unavailable or inadequately 

available to most of the rural and urban 

poor. Only a handful of countries 

reported having all seven components 

of reproductive health programmes, as 

described in paragraph 7.6 of the !CPD 

Programme of Action, available to all 

women and men through their health 

system. 

FOCUS ON SPECIFIC 

GROUPS 

The ICPD emphasized the needs of par

ticular groups of society. Various initia

tives are being undertaken to address 

the reproductive health needs of ado

lescents, the issue of women's partici

pation in decision-making, and the role 

and responsibilities of men in the area 

of reproductive health. 

Adolescents 

To address adolescent sexual and 

reproductive health issues, the !CPD 

Programme of Action encourages gov

ernments to provide appropriate ser

vices and counseling. The question

naire responses indicate that in many 

countries adolescents' needs and prob

lems in the field of sexual and repro

ductive health are being taken much 

more seriously than before the ICPD. 

Nearly two thirds of the countries 

responding reported having undertak

en initiatives to address adolescents' 

reproductive health and rights and to 

put their needs on the political agenda. 

These initiatives have been undertaken 

in some cases by Governments, in oth

ers in cooperation with NGOs or solely 

byNGOs. 

On the other hand, in more than one 

third of the responding countries, gov· 

ernment or other programmes do not 

address adolescent reproductive health 

issues. There are a variety of reasons 

for this; religious and cultural factors 

are those most frequently cited. 

Governments are taking various 

steps to address adolescents' special 

needs. Cambodia, for example, has 

issued guidelines instructing service 

providers not to discourage adoles

cents and unmarried clients from com

ing to service delivery points and to 

take special care of them. Ghana has 

established a National Steering Com

mittee on Adolescent Reproductive 

Health to strengthen coordination and 

provide a forum for planning and exe

cuting activities in this area. 

Where Governments are reluctant to 

address adolescents' sexuality and 

reproductive health needs, non-govern

mental organizations often fill the gap. 

Many NGOs and other local or commu

nity-based organizations are uniquely 

positioned to work in this area. In India, 

for instance, several NGOs have estab

lished long-term health and education 

programmes for rural and urban ado

lescents. Ghana introduced family life 

education (FLE) programmes in 

schools during the early 1970s, and the 

Planned Parenthood Association of 
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has established a special unit within 

the Directorate General of Reproduc

tive Health to advise on the inclusion of 

gender issues in its programme. Gender 

training has become a standard compo

nents of projects in an increasing num

ber of developing countries. The use of 

female consultants for project formula

tion, implementation, monitoring and 

evaluation is also increasing markedly. 

In Costa Rica, women consultants and 

decision-makers actively participate in 

the formulation and implementation or 

more than half the current or planned 

reproductive health projects. 

rn INVOLVING MEN 

. 'rt In Cote d lvoire, male· nurses 

are being trained to reduce 

the barriers keeping men from using health 

care facilities. The reproduct ive health pro

gramme is also producing information materi

als addressing male family heads. Similar pro

grammes are being implemented in India and 

other countries. In the Philippines, male peer 

counselors are being trained to convince mar

ried men to practise or support fami ly plan· 

ning; this approach was adopted after 

research found that many husbands prevent 

their wives from practising family planning. A 

number of other countries are taking a similar 

approach. The Philippines has also established 

the first reproductive health centre catering to 

the specific needs of men. In Sierra Leone, an 

NGO _runs a similar male-only clinic. 

The health sector is notoriously vul

nerable to economic and social crisis, 

Since most health workers are female, 

women's participation in health care, 

including reproductive health care, 

often suffers most in economic hard 

times. ln Brazil, women have always 

been involved in planning and imple-

menting reproductive health pro

grammes, but in recent years overall 

difficulties in the health and govern

ment sector appear to have reduced 

this involvement somewhat. 

Women are most visibly involved in 

planning and implementing reproduc

tive health programmes through the 

rapidly growing number of NGOs deal

ing with reproductive health care. 

These NGOs are often headed by wom

en, and most or all of their staff are 

women. As a result of the !CPD, govern

ments are more inclined to collaborate 

with national and local NGOs and other 

grass-roots or community-based organ

izations. 

The role of men 

The !CPD Programme of Action urges 

governments to increase the participa

tion of men in all aspects of reproduc

tive health, and to encourage men to 

share responsibility in matters related 

to family planning, parenting, gender 

equality and the empowerment of wom

en. Most countries responding to the 

inquiry indicate an increased aware

ness of the need to involve men in 

reproductive health programmes. Many 

reported having started programmes 

specifically directed at male involve

ment, some of them quite innovative. 

In several countries plays have been 

developed to generate discussions 

among men on their responsibility in 

the use of family planning. A number of 

countries have officially approved 

vasectomy as a method of family plan

ning. In Nepal, condom boxes have 

been placed in most health facilities, 

providing free and unhindered access. 

Indonesia intends to expand its coun

selling programme and develop new 

training materials to emphasize male 

participation in family planning. 

The role of civil society 

The ICPD Programme of Action calls for 

a broad and effective partnership 

between governments and the non-gov

ernmental sector in delivering repro

ductive health information and servic

es. Governments are encouraged to 

promote much greater community par

ticipation in reproductive health care 

by decentralizing the management of 

public health programmes and collabo

rating with local non-governmental 

organizations and private health-{'.are 

providers. 

NGO involvement in the reproductive 

health field differs greatly from country 

to country. In some countries, NGOs 

were heavily involved before the !CPD; 

NGO involvement in others is still only 

marginal, but in general seems to be 

growing. The Family Planning Associa

tion of Iran, which had been inactive for 

several years, was reactivated after the 

!CPD, 

In many developing countries, NGOs 

continue to provide a large volume of 

reproductive health services, informa

tion and education, thereby increasing 

both demand for and access to these 

services. However, some countries 

reported that worsening economic con

ditions had weakened NGOs' ability to 

provide services. In some countries, 

NGOs have not had the resources to 

reach large segments of society, partic

ularly in rural areas. Some NGOs have 

had to shift their focus from low

income groups to middle-income 

groups. 

More and more NGOs are participat

ing in national committees or councils 
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set up by several governments to coor

dinate national implementation of the 

!CPD Programme of Action. NGOs are 

also increasingly collaborating and net

working among themselves to expand 

their influence in project formulation 

and execution. In Ethiopia, for example, 

11 NGOs have established a Consor

tium of Non-Governmental Organiza

tions in Family Planning. 

Traditionally, NGOs have played an 

important role in providing information 

and services to segments of society not 

well-served by official programmes, 

such as the poor, adolescents, commer

cial sex workers , unmarried couples, 

and men. They have also addressed 

sensitive or controversial issues such 

as abortion, violence against women, 

and traditional practices that harm 

women. NGOs often pioneer innovative 

approaches to issues related to 

women's health, reproduction and fami

ly planning. The Togolese Family 

Welfare Association, for instance, ope

rates a model clinic to demonstrate the 

integrated approach to reproductive 

health and family planning services; it 

plans to establish four more such 

clinics. 

The ICPD's emphasis on a compre

hensive approach to reproductive 

health has also influenced the work of 

NGOs. Traditional family planning 

NGOs are increasingly including other 

reproductive health services in their 

clinics, and are training their staffs in 

the implications of this new concept of 

reproductive health . 
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E,1rtemEurope 

8uJ9,1ria 

Czech Republic 

Poland 

Romania 

Slovaki• 

Dtnmark 

Finlal"ld 

Ireland 

Utvia 

Lithuania 

NotW,Y 

Sweden 

United Kingdom 

SouthffTI Europe (10) 

Albani, 

Bosnia&Herzegovina 

Croatia 

Gree<t 

Italy 

n 66.7 111 180 112 101 54 o 47 49 n 110 s3 61 

S2 66.S 70.7 lBO 107 98 96 95 74 48 10 29 99 95 43 100 76 

IS 73.9 76.S 26 111 109 94 95 78 89 84 100 99 

109 51.9 52.4 1,400 71 55 47 74 60 27 102 40 16 

12 

17 

14 

IS 

1l 

lJ 

ll 

16 

14 

1] 

10 

16 

1l 

69.3 77.4 

63.7 74.1 

67.8 74.9 

67.8 74.9 

64.S 73.8 

66.7 75.7 

66.6 713 

66.S 75.4 

715 79.3 

73.0 78.7 

618 74.8 

72.7 80.2 

714 78.9 

613 74.9 

64.9 76.0 

74.1 Stl.6 

76.2 81.9 

74.S 79.4 

73.9 80.0 

70.0 7i8 

70.5 75.9 

68..1 7i.S 

75.6 80.6 

75.1 81.4 

17 

15 

30 

19 

130 

41 

11 

10 

40 

36 

65 

10 

l l 

91 

98 

95 

99 

87 

101 

98 

86 

100 

103 

86 

93 

100 

101 

10] 

88 

101 

94 

97 

86 

101 

" 85 

99 

10] 

84 

90 

100 

101 

10] 

99 100 

86 85 

103 103 

98 101 

84 78 

93 93 

91 94 

95 91 

99 99 

99 99 

98 99 

100 100 

97 98 

100 100 

68 7l 

n 79 

79 81 

81 85 

Bl Sl 

86 90 

112 115 

90 95 

112 135 

101 110 

84 88 

78 81 

114 111 

96 97 

87 90 

7J 

99 

81 

73 

81 

98 

81 

11 

17 

]8 

59 

46 

41 

l1I 

41 

44 

21 

10 

34 

1l 

16 

35 

ll 

19 

1l 

JJ 

17 

14 

JJ 

32 

2l 

IIJO 

62 

100 

100 

100 

100 

10, 

100 

100 

100 

100 

100 

100 

99 

100 

100 

100 

100 

100 

100 

100 

99 

Macedonia (Former Yugoslav Republic of) 24 69.8 75.8 41 

Portugal 9 

Spain 

Yugosl1via 18 

Westem Europe (11} 

Austtil 

a,!giu111 

F1aoct 

Ge,many -Switzerland 

72.1 78.9 

6U 78.t 

75.l 81 .0 

70.l 75.l 

71.9 80.4 

719 80.1 

74.1 8ll.6 

73.8 81.3 

73.S 79.8 

75..1 80-9 

75.4 81.7 

15 

1l 

10 

10 

15 

2l 

ll 

126 

96 

101 

104 

99 

107 

97 

96 

10] 

Ill 

96 

105 

104 

100 

101 

98 

99 

104 

97 

76 

98 

100 

97 

80 

98 

100 

66 

88 

105 

S9 

91 

115 

110 104 

104 1(15 

100 104 

102 100 

126 120 

94 89 

11 19 

ll 

ll 

JO 

11 

4l 

11 

lJ 

10 

1l 

100 

95 

100 

100 

100 

100 

100 

100 

90 

100 

94 

99 

100 

99 
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-,~J.l)r,\~ MONITORING IC PD GOALS - SELECTED INDICATORS 

L1tin America & Uribbean 

c.anlibean (13) 

Cuba 

Dominican Republic 

Haiti 

Jamaica 

PcertoRko 

Trintdad.& Tobago 

Belize 

CostaRica · 

EISalvitdor 

Guatemala 

Honduras 

Mexico 

Nicaragua 

Panama 

Sooth America (1 4) 

Bolivia ---

O,ile 

Colombia 

Eruador 

Paraguay 

'"" 
Uruguay 

Venezuela 

NorthemAmeri<a(15) 

Canada 

. . Unitt'd States of America 

Oceaniill 

Aurtralia-NewZeala1'd 

Australia(16) 

V..elar.esia(17) 

New Caledonia 

New Zealand 

Papua New Guinta 

Vanuatu 

ilfont 
mortalit)• 

41 

38 

" 77 

12 

16 

" JO 

12 

39 

40 

JS 

JJ 

45 

21 

" 22 

66 

14 

34 

" JS 

19 

17 

21 

24 

SJ 

18 

8 

62 

38 

lr.diaton of mortality 

67.2 72.5 

68.0 72.6 

741 78.0 

69,0 '73.1 

S6.7 60.2 

72.4 76.8 

72.1 79.8 

70.5 75.3 

73.4 16.1 

74.5 79.2 

65.8 70.8 

64.7 ~ 69.8 

67.5 72.3 

68.9 75.0 

66.6 70.3 

71.8 76.4 

66.6 71.B 

69.7 76.8 

59.S.-O:.-: 63.2 
. 55_5:;_. _.• "70.1 

71.1 78.1 

67.4 73.3 

67.3 72.5 

69.4 73.1 

65.S 6!U 

6U 76.2 

70.0 75.7 

73.S 80.2 

" 75_0 81.2 

73.4 80.1 

71.3 76.4 

1s.1 ao., 
75.5 81 .2 

60.0 62.2 

70.9 7S.9 

13.4 79.4 

57.2 S8.7 

6S.5 69.S 

Countries with Economies in Transition of the Former USSR 

Armenia 

Georg ia 

Kazakhstan 

Kyrgyzstan 

Republi<of Moldova 

Russian federation 

Tajikistan 

Turkmenistan 

Ukraine 

Uzbekistan 

20 

16 

17 . 

18 

17 

32 

25 ,, 
43 

51 

16 

38 

70.3 76.3 

68.0 75.5 

645 75.1 

69.5 n.6 

66.5 75.0 

66.S 73.8 

63.5 71 .6 

61.S 73.6 

68.8 74.0 

63.5 70.0 

64.2 74.2 

67.5 73.2 

95 

110 

1,000 

120 

., 

Prima,y 

""""'m 
{GIOIS) 

M f 

103 102 

.· .96 98 

·s6 s2 -
109 108 

95 95 

111 107 

60 10S 104 

300 78 79 

200 84 74 

220 104 109 

110 !-'. 115 111 

160 _ 100 104 

100 

650 

220 

61 

100 

150 

160 

180 

12 

25 

930 

7S 

90 

22 

37 

JJ 

80 

110 

60 

75 

130 

55 

90 

55 

104 109 

104 " 
115 107 

" 98 
116 117 

117 116 

111 108 

120 115 

109 107 

95 97 

106 !OIi 

104 106 

108 108 

103 101 

80 67 

,os 107 

88 

96 

87 

84 

87 

91 

" 96 

., 

84 

84 

90 

40 

82 

91 

24 

30 

76 

. .-, 73 

6J 

17 

" 

96 

" 

96 

lndicatoooleducation 

Secondary 
enrolmfnt 

38 

88 

82 

23 

23 

82 

" 
., 
19 

65 

60 

"' 
87 

100 

97 

(GIO<I! 
M f 

77 87 

64 84 

23 22 

62 70 

77 

" 48 

47 

25 l8 

25 21 

29 J6 

I.I 16 

40 " 
62 . " 

" " 
" 36 

38 " 61 72 

I.I 67 

58 61 

34 JS 

69 61 

72 93 

l9 " 

104 10/I 

95 

Bl 

95 

11 

23 

93 

88 

81 

84 

" 
84 

BS 

95 

IO 

" 

91 

95 

Kl 

91 

84 

% 
Illiterate 

(,tSyears} 

" f 

15 18 ., 

24 JO 

37 Sl 

21 2' ,, 15 

12 12 

11 29 

18 20 

1l " 12 16 

11 

21 

1l " 

35 62 

Re productive Health indic.ators O!her Hultk indicators 

% Births % % 
luw,o.,ning ptrl.000 ~ ceu births 

FP 'NOtTlen ~ ic: wittitrained 
mnrod sooce ~ 15-19 c.are attendanu 

100 

100 96 

81 " 
" 
97 96 

" 100 " 
"" 70 64 

" ,, 72 

97 

95 

73 " 100 95 

" " 88 

" 
., 

% " 
" 68 

,. 
" 92 

91 

54 

" 65 

60 

" 127 

93 

1l1 

123 

127 

77 

153 

91 

75 

61 

82 

78 

56 

11 

7'l 

91 

60 

60 

lOI 

60 

27 

64 

28 

24 

l1 

33 

IJ 

JS 

2l 

75 

61 

l1 

28 

51 

35 

ll 

l8 

J7 

" 18 

0 

100 

45 

" 
7l 

97 

60 

91 

82 

95 

97 

80 

100 

100 

100 

"' 
80 

100 

100 

., 
92 

20 

82 

98 

93 ., 
87 

81 

77 

73 

96 

87 

" 81 

98 

84 

" 51 

"' 
" 

" 
" 

" 

" 20 
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DEMOGRAPHIC, SOCIAL AND ECONOMIC INDICATORS 

Country 

Woridlotal 

Mor? developed regions(-) 

Lt1s developed regions (.,) 

Africa 

fane-m Atrica(l) 

Burundi 

Total Projected 
population population 
{millions) (millions) 

19% 2025 

5,804.1 8,294.l 

1,170,7 1,238.4 

4,633.4 7,055.9 

591.8 1,162.3 

Ave.pop. 
growth 
rate(%) 

1995-2000 

1.5 

0.J 

1.8 

" Urban 

(199S) 

4S 

75 

38 

21 

% PopulatiorJ 
Urban ha 

growthrate arable 
(1995-2000) land 

1,5 

0.7 

3.l 

51 

Total 
Fertility 

"'" {period) 

,. .. 
1.71 

319 

5.]7 

748.1 1,495.8 2.7 34 4J 5.35 

233.7 494.6 2.8 22 5.3 5.98 

Contraceptive 
prevalence 

My Modern 
method methods 

'' 71 St 

S3 49 

10 15 

19 1S 

GOP ,,., 
capita 
(199]) 

%central 

"°" expenditures 
Edtx:tltion Health 

External 
population 
assirta~ 
(S,OOOUS) 

(776,624) 

161,50J 

Under 
s 

morality 
M f 

6.6 13.5 2.8 6.4 234 6.28 157 3,984 185 165 

3.6 7.0 2.6 17 4.7 5.34 209 211 190 

'" ,apita 
Er,er.;y . 

cor,1wnpt100 

24 

.Actes~ 
to 

safe 
water 

37 

Ethiopia 56.7 126.9 2.9 13 5.1 66 6.51 118 9.9 3.0 9,269 216 194 23 18 

~~X~----- --- ---:2:-9.1:--:-":--:·4 __ 2::-.8 _ _ -:1cc8 __ :-5.:-6 --:-":---'5C,.76 ___ J::_J _ __:17:__ _ __:2::18 _ _ _:c10c_.1 _ __:S..:-' __ 1:::_6,909:..::._ __ ..:1.:.:10 _ __:9:.._S ___ '::._·~ 28 
MadagaKar 15.2 34.4 3.1 27 5.6 26 5.65 17 5 265 11.2 6.6 6,471 160 141 34 30 

Mo1lwli 11.4 22.3 1.8 14 4.6 215 6.69 13 189 10.4 7.8 2,376 238 215 53 
- ------- - - ----- --- --- --------------------------'-------'---· ----
Mavriti~{2) t.1 1.5 1.1 41 1.6 211 2.28 75 49 3,009 14.6 8.1 616 25 20 .rn 100 

Mozambique 16.5 35.1 3.4 34 7.1 26 6.06 94 2,744 283 269 •G 24 --- --- - --- -:-,--- --,-,----- ----- - ----- --- ------- -------- - - - -----, -----
_Rw_a_nd_a _________ 8_.1 __ ,_s._e __ 2._6 ______ 4_.7 ___ .,_J __ 6_.oo ____ 11 __ 1_J ___ ,_9S ______ __ l.c..,904 _ ___ 106 __ 18_, _ __ 27 64 

Somalia 9.5 21.3 3.1 26 4.7 15 6.51 106 312 205 18ti 56 

:22.0 48.1 2.9 13 5.4 174 6.72 182 9,270 116 

United Republit of TanzMlia 30.5 62.9 2.8 24 5.7 57 5.48 20 13 85 8,336 118 

Zambia 9.7 19.1 2.6 43 13 17 5.50 15 9 41)4 6.2 5.3 3,707 187 

Zimbabwe 11.5 19.6 2.1 32 4.4 93 4.53 48 22 526 15.7 5.1 . 4.349 66 

MiddleAfu(JJ 84.9 189.1 3.0 33 4.5 6.02 

194 

139 JS 

167 '" SJ 471 

11 

51 

S9 

36 

Angola 115 26.E. 3.3 32 5.6 21 t69 1,281 220 198 % 50 
~ca"".,,.-'-,'--oon- --------tl-.6--2-9.2 _ __ 1_-8 ___ 45 _ _ _ 4_.7 ___ 4_7 _ _ 5 __ 30 _ ___ " _ _ _ __ aa, _ _ _ 1_s_-, --4- .J---,-'-_098 ____ 114--,0'l----., 34 

-------------------------------------- ---------------- --------
Central African Republic 3.4 6.4 2.4 39 3.5 38 S.29 24 391 1,721 183 163 29 12 

Chad 6.5 12.9 2.8 21 4.1 5.51 199 1,501 216 194 16 

Congo 2.7 S.7 2.7 59 4.2 14 5.87 1,018 1,108 175 157 

Gabon 1.4 2.7 2.8 SO 4.2 16 S.70 5,413 260 162 143 

Zaire 45.3 104.6 3.0 29 4.3 113 6.24 242 453 156 138 

Northern Africa (4) 

Algeria 

Libyan Arab Jamahiriya 

Morocco 

Sudan 

Tunisia 

Southern Africa 

Bo~ana 

lesotho 

Namibia 

South Africa 

WestemAfriu (S") 

Benin 

Burkir1afaso 

Cote d'Ivo ire 

Ghana 

Guinea 

Guine.t-Bis.ldu 

Liberia 

Mali 

MaUl'itania 

Niger 

Nigeria 

Senegal 

Sierra Leone 

Togo 

Asia 

Eastem Asia (6) 

Chioa 

Demoaatic People's Republic of Korea 

Hong Kong 

Japan 

Mongolia 

Republic of Korea 

1'4.1 

28.6 

64.1 

5.6 

27.6 

28.9 

9.1 

48.5 

1.5 

1.1 

1.6 

42.4 

216.9 

S6 

10.6 

14.7 

18-0 

6.9 

1.1 

3.1 

11.1 

2.J 

9.5 

115.0 

85 

4.6 

4.] 

268.6 

45.S 

97.3 

12.9 

4/J] 

sa.4 
13.3 

82.8 

3.0 

41 

10 

71.0 

460.6 

12.3 

21.7 

36.8 

38.0 

15.1 

2.0 

11 

24.6 

4.4 

22.4 

238.4 

16.9 

8.7 

9.4 

3,513.2 4,960,0 

1,438.3 

1,234.3 

24.3 

s., 
125.4 

1.5 

45.4 

1,745.8 

1,S.26.1 

314 

5.9 

121.6 

18 

54.4 

2 1 

1.1 

1.9 

3.J 

1.8 

2.7 

1.7 

21 

1., 
2.6 

1.6 

11 

1.9 

2.9 

1.S 

3.1 

2.9 

1.9 

2.1 

3.1 

3.0 

2.5 

l. l 

2.8 

1.7 

2.3 

3.0 

1.5 

0,9 

1.0 

L6 

0.3 

0.2 

2.0 

0.9 

46 

56 

45 

86 

48 

25 

57 

4B 

28 

2] 

37 

S1 

37 

31 

27 

44 

J6 

30 

21 

45 

27 

54 

17 

]9 

41 

J6 

l1 

JS 

37 

JO 

61 

95 

78 

61 

81 

3.1 

lS 

1.6 

3.9 

1.9 

4.7 

1.6 

l.l 

6,3 

s• 
S.3 

10 

4.9 

4.6 

8.9 

4.7 

4.4 

5.5 

4.6 

4.5 

5.4 

4.3 

5.8 

4.8 

4.0 

4.4 

4.8 

3.1 

2.9 

3.6 

l.l 

0.5 

0.4 

1.9 

1.1 

16 

820 

JO 

1] 

10 

61 

117 

59 

42 

101 

6S 

S5 

31 

24 

SJ 

103 

111 

94 

10S 

155 

349 

798 

1J1 

1 

418 

3.73 

1.41 

3.44 

S.92 

3.10 

5.37 

2.75 

l.92 

4.46 

4.86 

4.90 

3.81 

6.08 

6.60 

6.06 

688 

5.53 

6.51 

5.42 

6.33 

6.60 

5.03 

7.10 

5.97 

5.61 

6.06 

6.08 

2.89 

1.92 

1.95 

1.23 

111 

1.50 

3.27 

1.80 

47 

46 

60 

3J 

13 

" 50 

11 

10 

12 

sa 

8J 

81 

59 

79 

43 

45 

41 

51 

l1 

19 

16 

48 

54 

8J 

75 

53 

70 

1,862 

697 

4,990 

1,027 

131 

1,693 

2,722 

390 

1,753 

2,882 

418 

288 
100 

370 

SOJ 

135 

288 
4]8 

160 

171 

70'l 

164 

345 

]61 

20,004 

31,667 

267 

7,497 

13.4 

17.5 

21.0 

21.9 

111 

25.7 

2.7 

11.0 

9.0 

2.1 

161 

1.8 

3.0 

6.6 

4.) 

11.5 

9.7 

9.0 

1.4 

S.1 

1.1 

1.5 

1.2 

1,503 

12,730 

21 

8,475 

2.597 

l,268 

1,212 

2,467 

1,156 

169 

1,663 

3,409 

5,292 

6,631 

3.593 

S74 

418 

6,485 

760 

5,504 

12,899 

3,787 

1,094 

9S9 

165,574 

13,694 

1,079 

(83,117) 

1,062 

_1.237 

80 

9] 

91 

84 

171 

6J 

49 

1J 

92 

TT 

193 

21l5 

1]8 

66 

80 

76 

69 

152 

51 

37 

61 

79 

63 

171 

186 

111 

138 120 

237 213 

248 224 

223 201 

212 189 

107 186 

218 196 

192 174 

113 98 

253 229 

145 127 

43 

31 

88 

18 

]2 

16 

7J 

13 

16S 

953 

955 

576 

1,853 

299 

68 

S76 

]88 

10 

16 

10'l 

96 

66 

]7 

J8 

10 

105 

]8 

141 

115 

71 

47 

631 

1,701 

2,278 

3,64' 

1,oe, 

1,863 

10 

72 

34 

78 

90 

97 

61 

68 

56 

46 

50 

67 

83 

56 

]] 

15 

54 

49 

66 

59 

46 

ss 

41 

71 

78 

99 
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Country Total Proj!<ted Ave. pop. 
popul.ltion population growth 

% % Population/ Toti! 

(millions) {millions) rate (%) 
lhban lhbao ha f"1iity 

growth rate arab!e Rate 
19S6 202S 1995-2©) (1'95) 11'9>20001 l,nd (period) 

South Eastern Asia 

Cambod~ ·. 

k'dootsia 

L1o People's Demooalic Repobtic 

Malaysia 

Myanmar •: 

Ph~ippines 

Singapo,• 

Thailand 

Viet Nam . 

South Central Asia 

Afghanistan 

Bangladi!!sh 

Bhutan 

Iran (lslam!c Republic of) 

Nepal 

Pakistan 

Sri Lanka 

WrstemAsla(7) 

Jordan 

Kuwait 

t.banoo 

Oman 

Syrian Arab Republic 

Turley l8) 

United Arab Emirate\ 

-Eartem Europe 

Bulgaria 

Czi!!Ch Repvblic 

Pol>od 

Romania 

Slc,,/akia 

Northem Europe (9) 

Denmark. 

Estonia 

Finland 

Latvia 

Lithuania 

NOrwiJ'f 

United Kwlgdom 

Southern Europe (10) 

Albania 

492.8 j13.4 1.7 l4 

10.5 19.7 fl 2.5 21 

200.6 275.6 1.5 35 

s.o g.7 2.3 22 

20.6 31.6 2.0 s, 
47,S 7S.6 ·· 2.1 26 

69.0 104.5 2.0 54 

2.9 .-:.'. 1-4 0.8 ·: 100 

Si.Q 716 1.0 10 

76.2 118.2 - 2.1 21 

1,409.7 2,196.3 2..0 2' 

21.S 45.3 S.6 20 

123.1 196.1 21 18 

l.7 l .1 2J 

9530 l,392.1 1.8 27 

687 123.5 2.1 S9 

2B 40.7 2.S -, 14 

14-l 5 284.8 2.8 35 

,u 25.0 1l l1. 

171.S 304.6 1.4 66 

21.0 42.7 ) .0 75 

S.8 7.8 1.S 91 

5.7 12.0 3.3 n 
1.5 2.8 31 97 

3.1 4.4 1.8 87 

2.3 6.1 3.9 IJ 

1&, 42.7 15 80 

15.2 33.S lJ 52 

6).1 90.9 1.8 69 

1.9 3.0 2.0 84 

15.1 

1J1.7 

308.l 

8.7 

103 

10.1 

38.4 

5.4 

5.l 

1.5 

S.1 

l.6 

H 

J.7 

u 
8.8 

58.4 

144.2 

3.5 

33.7 

71&.2 

2'9.4 

10.6 

9.4 

41.5 

21.7 

6.0 

98.6 

5.1 

1.4 

5.4 

J.9 

23 

9.8 

61.5 

139J 

J.l 

a1 
· 0.1 

•0.4 

0.1 

· 0.2 

OJ 

0.1 

-0.5 

0.4 

03 

· 0.7 

0.0 

0.4 

0.4 

03 

l4 

74 

10 

71 

65 

65 

65 

II 

19 

84 

85 

73 

6] 

58 

73 

7l 

73 

83 

" 
Bosnia & Henegovir.a 3.5 

4.7 

4.5 

1.0 

4.5 

37 

49 

C,oatia 4.5 

Greece 10.5 

!taty S7.2 

Maci!!donia (Former Yugoslav Repvblic of) 2.2 

Portugal 9.8 

Slovenia 1.9 

Spain 39.1 

Yugoslavi.J 10.9 

Westem Europe (11) 181.S 

A1.-rtria ao 
Belgium 10.1 

Franc.e S81 

Germany BU 

Netherlands 15.6 

Switzerland 7.3 

4l 

9.9 

52.3 

2.6 

9.7 

\.8 

37.6 

11 .5 

180.9 

8.3 

10.4 

611 

76.4 

16.) 

7.8 

, 0.J 

OJ 

o.o 
0.8 

00 

0.0 

0.1 

- 0.3 

0.4 

03 

0.4 

0.0 

0.6 

u 

64 

6S 

67 

60 

l6 

64 

76 

81 

56 

97 

73 

87 

89 

61 

17 

5.6 

, .1 

J.7 

3.7 

OB 

l! 

J.5 

u 
7.7 

5.1 

3.0 

J.O 

6.5 

4.6 

17 

1.6 

4.1 

3.4 

23 

7.4 

3.9 

4.3 

15 

l .5 

5.9 

o.s 
0.5 

0.9 ,., 
1.l 

o., 
0.2 · 

·0.1 

1.0 

0.8 

· OJ 

0.7 

07 

OS 

0A 

,., 
11 

6.1 

0.9 

1.0 

0.2 

1.5 

1.4 

1.l 

0A 

0A 

0.7 

0.3 

as 
03 

0.6 

1.3 

16' 

240 

"" 110 

191 

321 

2S7 

138 

611 

17 

823 

l01 

16 

404 

148 

lB7 

39 

l6 

lO 

11 

71 

s, 

ll 

68 

19 

16 

17 

35 

l6 

" 

ll 

10 

141 

l3 

19 

12 

31 

10 

14 

26 

11 

103 

4.86 

2.63 

6.03 

3.24 

3.81 

3.57 

1.7] · 

l10 

3.51 

6.37 

3,., 

5.44 

).42 

4.52 

<95 

5.59 

4.13 

5.25 

HS 

5.13 

l .90 

2.75 

6.67 

5.9' 

5.36 

104 

3.88 

7.14 

u, 

1.63 

1.50 

1.83 

1.71 

1.88 

1.50 

1.9l 

us 
1.70 

1.61 

1.92 

2.10 

1.64 

1.83 

l .00 

2.10 

1.81 

Ut 

l .66 

1.60 

1.65 

"" 1.27 

1.97 

1,55 

1A6 

1.23 

2.03 

1.52 

1.60 

1.71 

1.74 

130 

1.61 

1.67 

Contraceptive -Any Modern 

GOP 

"" capita 
mtthod methods 11'93) 

2Jl 

55 52 844 

19 ,s m 
48 31 uzs 
17 14 1,238 

40 25 8~ 

74 20,486 

ES 64 2,157 

6S 44 181 

46 19 208 

41 36 279 

6S 45 1,782 

23 22 180 

12 422 

" " m 

14 10 2,692 

13,362 

35 V 1,373 

35 32 13,601 

53 23 1,955 

s.m 
7,431 

36 28 1,396 

63 34 3,027 

19,592 

3ll 

7l 

1,246 

" 45 3,026 

73 64 1769 

75 l6 2,241 

57 14 1,141 

" 
78 

80 

76 

78 

82 

78 

66 

59 

55 

11 

" 71 

75 

80 

71 

" 

7l 

78 

7l 

71 

ll 

3J 

1l 

56 

75 

68 

7l 

77 

65 

zoe1 

26,on 
2,6 19 

13,495 

2, 145 

1,231 

1~060 

21,320 

Hi,255 

330 

Z44S 

7,053 

11,356 

821 

8,611 

6.015 

lt122 

21159 
20,957 

21,779 

ll,679 

20,237 

32,919 

%cNitral 
pt 

expenditures 
E!Mafion Health 

9.8 2.8 

19.6 5.1.1 

11.4 6.8 

15.0 4.1 

ll.9 61 

21.1 &1 

11.2 4.8 

10.7 4.8 

2.1 1.6 

11.9 41 

10.9 4.7 

1.6 1.0 

10.1 4.8 

IU 4.4 

12..9 51 

13.7 6.0 

11.0 5.7 

8.6 1.9 

lO.O J.5 

15.0 6.9 

22.7 1.1 

3.3 7.9 

10.0 9.l 

Etternal 

""""""" mi~tatlee 
(I.OOOtJS) 

27 

13,442 

300 

1,333 

1,201 

15,901 

125 

~l42 

~000 

l06 

39,57S 

131 

21,88( 

1,087 

15,028 

1)!88 

52,510 

138 

103 

1,591 

243 

5'8 

JSI 

JO 

l ,3l4 

8,9S8 

J9S 

1,975 

075 

111 

69 

63 

7l 

587 

6l 

9.3 1.0 (29,473) 

57 

13.9 ] .2 (8,781) 

12.2 13.0 

5 

9.4 10.3 (42,852) 

93 0.8 137,00S) 

n1 as (41,11n 

897 

l3l 

5.5 1.5 111,s,n 

12 0 8.0 68 

13 

5.J 7.0 15781 

B 

9.4 13.0 (803} 

10.2 1.4 (l281) 

6.1 14.1 03.422) 

0.5 118 (S0,657) 11 

10.8 13.9 (37,490) 

16.146) 

71 

"""' Per Accets 
s upita lo 

mottality 
M F 

Energy wfe 
corisumption water 

178 160 52 

98 82 330 

168 149 J9 

20 14 1,545 

108 91 39 

56 44 328 

1 S.563 

36 26 673 

SO 38 77 

254 230 145 

121 132 59 

187 195 33 

104 108 243 

88 81 1,235 

139 145 22 

142 129 226 

24 19 110 

76 62 1,103 

13 10 2,607 

41 32 922 

19 15 4,217 

47 36 127 

28 20 ta 

38 29 4,552 

50 38 798 

12 66 983 

n 22 16,m 

162 144 

21 

14 

21 

lO 

31 

18 

11 

ZS 

13 

10 

4l 

17 

17 

1l 

1l 

40 

13 

1l 

11 

38 

11 

13 

11 

17 

10 

15 

14 

l4 

13 

13 

17 

16 

37 

19 

1l 

30 

10 

10 

285 

2,385 

1,785 

3.861 

5,635 

3,016 

1,717 

5.]85 

3,718 

455 

1,109 

Z160 

2,697 

1,781 

1,531 

2,373 

2.JSJ 

1277 
4,9'9 

4,031 

4,170 

4,531 

3.491 

42 

29 

79 

32.S 

81 

100 

7l 

50 

l1 

80 

32 

75 

89 

36 

56 

60 

93 

., 
100 

" 64 

'IS 

79 

92 

100 

., 
89 

77 

100 

100 

58 

98 

7S 

91 

100 

100 
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DEMOGRAPHIC, SOC I AL AND ECONOMIC INDICATORS · ,J .. fQ'ft, 

Counby 

Latin America & Ufibbean 

Caribbean(ll) 

Cuba 

Dominican Republic 

Haiti 

Jamaica 

Puerto Rico 

Trinidad & Tobago 

Cet1tralAmerica 

ConaRica 

EISalvador 

Guatemala 

Hondurn 

Mtxic:o 

NiCclf.agua 

South Ametir.1 (14) 

Argentina 

Bolivia 

Brazil 

Oiile 

Co-
Ecuador 

Peru 

Uruguay 

Venerutla 

North em America {1 S) 

UNd, 

Oceaniol 

Austral~ewZealand 

AIJStralia(16) 

NewZe,1land 

Papua New Guinea 

vanuattJ 

Total Project,d 
population population 
{millions) {millions) 

1996 2025 

490.4 

36~ 

11.1 

8.0 

7.3 

2.S 

17 

1.l 

129.1 

0.2 

J.S 

S.9 

10.9 

5.8 

95.5 

4.6 

1.7 

325.l 

35.D 

7.6 

164.4 

14,5 

JS.7 

11.7 

1.1 

14.l 

3.2 

21.l 

195.7 

l<J.8 

265.8 

29.0 

21.9 

18.l 

5.9 

0.2 

l.6 

4.4 

0.2 

709.8 

49.6 

12.7 

11.2 

13.t 

13 

4.6 

1.8 

197.5 

0.4 

56 

9.7 

21.7 

10.7 

136.6 

9.1 

3.8 

462.7 

46.1 

111 

230.l 

19.8 

49.4 

17.8 

9.0 

36.7 

J.7 

34.8 

]69.6 

38.J 

]]l.2 

41.0 

29.0 

24.7 

10.1 

OJ 

4.4 

75 

O.l 

Countries with Economies in Transition of the Fonner USSR 

Armenia ].6 4.7 

,6.,zerbaijcln 

8e1aM 

Georgia 

Kaz;ikh11an 

KyrgyzS1an 

Republic of Moldova 

Russian federation 

Tajikistan 

Turkmenistan 

Ukraine 

UzbekK!an 

7.6 

10.1 

s.s 
171 

4.8 

4.4 

146.7 

6.J 

42 

51.l 

2ll 

10.1 

9.9 

6.1 

21.7 

7.1 

5.1 

138.S 

11, 

6.7 

48.7 

37.7 

Ave.pop. 
growth 
rate (%) 

1995-2000 

1.1 

12 

0.6 

1.6 

1.1 

0.8 

0.8 

1.1 

2.0 

1.6 

2.2 

1.8 

2.8 

l.1 

1.6 

1.6 

1.2 

2.J 

1.5 

1.4 

1.5 

2.D 

2.S 

1.9 

0.6 

2.0 

0.9 

1.0 

0.9 

1.4 

11 

12 

1.2 

1.S 

1.0 

2.2 

2.S 

1.2 

1.1 

-0.1 

O.l 

0.7 

1.6 

O.J 

-0.2 

2.7 

2.1 

- Dl 

2.1 

o/, 

Urban 

(1995) 

74 

" 76 

65 

32 

S4 

7J 

72 

68 

47 

so 
45 

42 

44 

75 

63 

SJ 

78 

88 

61 

)8 

84 

7J 

S8 

IJ 

71 

90 

93 

76 

17 

76 

70 

85 

as 
21 

62 

86 

16 

19 

69 

56 

71 

59 

60 

J9 

52 

76 

32 

4S 

70 

41 

% PopulatioJ'Y 
Urban ha 

growthrate arable 
{1995•2000) land 

l.l 

1, 

1.1 

1.7 
4,1 

1.7 

1.4 

1.8 

2.6 

2.6 

31 

2.9 

4.1 

4.J 

2.4 

4.0 

2.4 

21 

1.5 

J.8 

1.3 

1.6 

2.1 

l. 1 

l.8 

1.5 

0.8 

1.4 

1.1 

1.2 

1.2 

1.4 

1.2 

1.2 

16 

1.2 

1.l 

4.0 

3.9 

1.6 

1.7 

0.8 

1.1 

1.4 

2A 

1.8 

OJ 

11 

1.5 

"' 
2.8 

32 

72 

183 

1S2 

70 

60 

26 

14S 

148 

69 

26 

26 

11 

15 

19 

41 

,. 

0.2 

26 

538 

41 

Total 
Fertility 

Rate 
(period) 

2'l 

2.66 

1'I 

1.80 

4.60 

2.10 

2.10 

llS 

3.12 

J.66 

2.95 

3.59 

4.90 

4.JO 

2.80 

4.50 

2.63 

2.58 

4.36 

2.65 

2.44 

2.49 

3.10 

l.92 

3.11 

2.25 

2.98 

2.06 

1.93 

2.08 

2.45 

1.91 

1.87 

4.31 

2.53 

2.10 

4.63 

4.36 

2.40 

2.30 

1.65 

2.10 

2.37 

J.30 

2.10 

1.53 

4.SO 

3.62 

1.64 

J.54 

Contraceptive 
preval€ilce 

Arty Modern 
method methods 

59 

70 

S6 

18 

62 

70 

47 

75 

SJ 

ll 

47 

49 

S8 

45 

66 

66 

57 

48 

59 

71 

7l 

71 

76 

70 

S9 

21 

49 

67 

SI 

14 

58 

62 

44 

42 

6S .. 
19 

JS 

4S 

4S 

54 

18 

55 

46 

31 

JJ 

38 

67 

70 

67 

72 

61 

47 

1J 

GDP 
I"' 

capita 
(1993! 

1,261 

211 

1,696 

9,909 

3,654 

2,595 

2.337 

1,382 

1,128 

629 

4,064 

437 

ZS87 

7,633 

762 

l,242 

3,302 

1,515 

1,303 

1,452 

1.7% 

4.174 

2,869 

18,982 

24,279 

16,444 

12,530 

1,248 

643 

636 

2,679 

606 

1,502 

819 

851 

2114 

416 

1,347 

2,126 

998 

%central 
go,! 

e~penditures 
Edwtioll Health 

10.2 14.0 

16.8 6.6 

t9.1 32.0 

12.8 75 

13.9 1.9 

16.1 21.8 

9,9 10 

16.6 8.2 

3.7 6.9 

13.] 11.1 

18,1 11,0 

12.7 4.3 

6.8 · 5.0 

External 
population 
.mirtaoce 
(!,OOOUS) 

1,476 

3,486 

2,340 

1,691 

139 

436 

187 

2,359 

4,486 

7,326 

4,215 

14,490 

2.462 

577 

57l 

3,591 

7,786 

1,807 

4,600 

2,759 

1.517 

7,404 

562 

262 

1.9 5.2 . (14,718) 

1.8 

7.0 

119 

15.0 

14.8 

16.0 06~562) 

12.7 

12.1 

7.9 

7.6 

056) 

617 

159 

298 

600 

J6S 

160 

285 

148 

600 

Under 
s 

mortality 
M F 

lS 

160 

19 

18 

21 

S8 

19 

52 

84 

70 

49 

7S 

28 

38 

11S 

76 

24 

29 

64 

49 

7S 

28 

43 

10 

12 

10 

14 

11 

78 

64 

29 

44 

21 

27 

43 

12 

ll 

28 

70 

78 

IS 

S9 

11 

49 

141 

15 

14 

15 

4S 

15 

47 

76 

57 

37 

68 

13 

33 

"" 70 

18 

21 

51 

JB 

61 

20 

JS 

17 

B 

64 

51 

21 

33 

15 

19 

32 

40 

ll 

20 

57 

64 

17 

47 

,,., 
capita 
Energy 

·cornumphon 

839 

340 

47 

1,0% 

2,018 

4,696 

426 

558 

212 

159 

180 

1,439 

241 

599 

1,351 

310 

666 

911 

661 

561 

214 

ll2 

715 

2.369 

1,21 

7,918 

5,316 

l ,398 

4,299 

238 

280 

897 

2,470 

3,427 

891 

4,435 

96S 

1,345 

4,411 

634 

U68 

3,960 

1,033 

Access 
to 

Selfe 
water 

97.7 

67 

41 

72 

95 

73 

94 

43 

61 

70 

78 

SJ 

83 

66 

87 

92 

70 

34 

S8 

84 

89 

97 

34 

71 



SELECTED INDICATORS FOR LESS POPULOUS 
CO U NTR IE SITER RITO RIES 
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MONITORING ICPD GOALS - SELECTED INDICATORS 

Country 

Bahamas 

Bahrain· 

8arl,ad05 

Brunei Darussalam 

Cape Verde 

Croloros 

Cyprus . 

Djibouti 

EastTimor 

Equatorial Guinea 

Fiji 

Fr!rlch Polynesia 

Gambia 

Guada1oupe 

Guam 

Gwana 
kelaoo 

Luxembourg 

Maldives 

Matt. 

Martinique 

Micronesin(18) 

Netherlands Antilles 

Polynesia (19) 

Qatar 

Reunion 

Samoa 

Solomon ls/ands 

Suriname 

Swaliland 

Indicators of mortality 

Life 
expectancy 

atbirth 

lndk.atooofeducation Reproductive Health indica,o~ Other Health inc:hcatoo 

Infant 
mortalily 

19 

16 

41 

79 

106 

m 
107 

20 

122 

11 

M 

Matern,1 
mortality 

ratio 
M 

P,ima,y 
enrolment 

(Gross) 

Se<onda<y 
entolment 

(Gross) 

Births 
pe,1,000 

""""" aged1>'19 

69.9 78.7 100 93 96 95 95 54 

71 ,1 75.3 60 109 111 97 101 25 

73.6 7&7 41 109 107 97 89 54 

73.3 77.3 60 108 102 65 73 26 

65.5 67.5 122 119 26 26 22 

57.5 58,5 9SO 78 70 20 14 166 

75.6 80.0 5 101 102 93 96 36 

48.7 52.0 570 39 30 13 10 31 

48.4 51.6 820 192 

70.6 74.9 90 128 127 64 65 36 

w w n 

64.4 69.s m 122 67 10 61 

76J 81.3 104 100 104 98 29 

72.8 80.3 88 94 74 75 13 

49 65.7 613 71 

8 .-.,4.6 79.1 116 100 H7 81 12 

1 13.8 SO.I 31 

100 

100 

100 

96 

81 

82 

95 

37 

100 

90 

96 

100 

100 

75 

100 

births 
withtraint'd 
attendants 

97 

98 

so ,. 
98 

79 

58 

96 

80 

lS - -~-6_7_.5 _ _ _ 7_1.7 _ _ ________________ _ ____ _ _ _ - 64 _ _ _ ____ _ _ _ _ 

17 ----,-.. 1-- -,.-.4---------- - --- - - ---- - - - - ---34- ----------

37 67.3 71.8 , 80 

70.0 .. 7S.4 91 86 B2 86 66 100 99 

96 

m ru i, so 
23 69.7 719 97 . 83 19 12 99 80 

l4 69.0 74.0 129 128 56 67 62 " 91 

65 SU 62.3 S60 120 114 S4 S2 79 66 

DEMOGRAPHIC, SOCIAL AND ECONOMIC INDICATORS 

Country 

Bahamas 

Brum,iDaru~lam 

Cape Verde 

Comoros 

Cyprus 

Djibouti 

East Timar 

EquatOl'ialGuif"lea 

Fiji . 

French Polynesia 

Gambia 

Guadaloupe 

Guam 

Guyan.a 

k:eland 

Luxembourg 

Maldi\OeS 

Malta 

Martinique 

Micronesia(18) 

Netherlands Antilles 

Polynesia(1 9) 

Qatar 

Reunion 

Samoa 

Solomon Islands 

Suriname 

Swaziland 

Total 
population 
(millions) ,,,. 

OJ 

0.6 

OJ 

OJ 

0.4 

0.7 

0.8 

0.6 

0.8 

0.4 

0.8 

0.2 

1.2 

0.4 

0.2 

0.8 

OJ 

0.4 

0.3 

0.4 

04 

as 
0.2 

0.6 

0.6 

0.7 

0.l 

0.4 

0.4 

0.9 

Projected 
population 
(millions) 

2025 

0.4 

0.9 

o., 
0.7 

1.6 

0.9 

1.1 

12 

0.8 

11 

OJ 

2.1 

0.6 

01 

1.1 

OJ 

0.4 

0.6 

0.4 

o.s 
0.9 

01 

1.0 

08 

0.9 

OJ 

0.8 

0.6 

1.6 

% 
Urban 

(1995) 

87 

90 

47 

54 

31 

54 

83 

42 

41 

56 

26 

99 

38 

l6 

92 

89 

27 

89 

93 

43 

70 

41 

91 

68 

21 

17 

so 
31 

% Populatio!V 
Uroan ha 

growthra:e arabfe 
(1995-2000) land 

1.9 

2.7 

1.7 

21 

5.5 

5.6 

1.9 

2.6 

1.7 

51 

2.5 

2.2 

SJ 

1.6 

2.4 

2.9 

1.2 

1.4 

<J 

0.9 

tJ 

ll 

1.l 

2.6 

2.1 

2.l 

2.4 

6J 

,.s 
5.7 

4l 

1053 

398 

92 

54 

270 

6) 

10 

3593 

99 

66 

102 

160 

77 

37 

Total 
Fertility 

Rate 
(pe<k>d) 

2.00 

3.42 

1.83 

2.75 

3'S 

6.50 

2JS 

SJ9 

4.32 

5.51 

.l.76 

2.98 

511 

2.22 

2.96 

2.32 

2.23 

1.72 

6.13 

2.05 

us 
,10 

2.10 

3.41 

l.96 

1.10 

4.00 

4.98 

2.39 

4.46 

Contraceptive 
preYalence 

Any Modern 
method meth~ 

" 60 

53 30 

53 

41 

12 .. l1 

31 28 

51 38 

31 29 

6) 62 

20 17 

GOP 

"" capita 
(1993) 

11,444 

aSlO 
6,273 

14,570 

837 

531 

8,930 

835 

413 

2.210 

l46 

572 

23,075 

31,590 

952 

6,766 

14,188 

703 

1,005 

1,179 

Uode< 
5 

mortality 
M 

33 ., 
14 

11 

56 

135 

15 

/03 

206 

32 

31 

m 
16 

14 

69 

12 

80 

1l 

14 

so 
17 

l6 

10 

" St 

169 

28 

JI 

11 

.. 
12 

181 

185 

23 

22 

211 

13 

11 

ss 

66 

10 

11 

38 

13 

,. 

49 

39 

156 

'" ""'' Energy 
con~ption 

,900 
11,925 

1,381 

7,687 

ia, 

30 

2,517 

975 

82 

525 

1,439 

57 

617 

9,471 

l49 

S.025 

9,879 

139 

2,107 

649 

10.678 

16.196 

671 

"' 1.sn 
183 

Access 
ID 

safe 
wate, 

90 

100 

100 

74 

100 

" 
80 

71 

77 

" 

70 

91 

69 

98 

liJ 
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Data for small countries or areas, generally those with population of 200,000 or less in 1990, are not given in this table separately. 

They have been included in their regional population figures. 

(,) More developed regions comprise North America, Japan, Europa, Australia-New Zealand and the former Union of 

Soviet Socialist Republics. 

(+) Less developed regions comprise all regions of Africa, Latin America, Asia (excluding Japan), and Melanesia, 

Micronesia and Polynesia. 

(t) Least developed countries according to standard United Nations designation. 

(1) Including British Indian Ocean Territory and Seychelles. 

(2) Including Agalesa, Rodrigues and St. Brandon. 

(3) Including Sao Tome and Pr incipe. 

(4) Including Western Sahara. 

(5) Including St. Helena. 

(6) Including Macau. 

(7) Including Gaza Strip (Palestine). 

(8) Turkey is included in western Asia for geographical reasons. Other classifications include this country in Europe. 

(9) Including Channel Islands, Faeroe Islands, and Isle of Man. 

(10) Including Andorra, Gibraltar, Holy See and San Marino. 

(11) Including Liechtenstein and Monaco. 

(12) More recent reports suggest this figure might have been higher. Future publications wi ll reflect the evaluation 

of this information. 

(13) Including Anguilla, Antigua, Aruba, British Virgin Islands, Cayman Islands, Dominica, Grenada, Montserrat, Netherlands Antilles, 

Saint Kitts and Nevis, Saint Lucia, Saint Vincent and the Grenadines, Turks and Caicos lsla.nds, and United States Virgin Islands. 

(14) Including Falkland Islands (Malvinas) and French Guiana. 

(15) Including Bermuda, Greenland, and St. Pierre and Miquelon. 

(16) Including Christmas Island, Cocos (Keeling) Islands, and Norfolk Island. 

(17) Including New Caledonia and Vanuatu. 

(18) Comprising Federated States of Micronesia. Guam, Kiribati, Marshall Islands, Nauru, Northern Mariana Islands, 

Pacific Islands (Palau), and Wake Island. 

(19) Comprising American Samoa, Cook Islands, Johnston Island, Pitcairn, Samoa, Tokelau, Tonga, Midway Islands, 

Tuvalu and Wallis, and Futuna Islands. 
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This issue of The State of World Population report 

continues the revised format fo r its statistica l 

tables. The International Conference on Popula

tion and Development adopted a variety of quan

titative and qualitative goals for population and 

development efforts during the next 20 years. The 

primary quantitative goals in the areas of mortality 

reduction, access to education and access to repro

ductive hea lth services (including family planning) 

are, therefore, given special attention in our pre

sentations. Relevant indicators are reported to 

help t rack the processes which generate these vital 

outcomes. As the follow-up to the ICPD stimulates 

the development of improved monitoring systems 

and better process measures, different measures 

will be included periodically in The State of World 

Population report for various concerns. (Improved 

monitoring of the resources being made available 

by governments, non-governmental organizations 

and through the private sector for implementation 

of the Programme of Action should also allow bet

ter periodic reporting of expenditures and 

resource mobilization efforts in the future.) The 

State of World Population report will serve as a 

reference source for evaluating on-going progress 

towards the attainment of ICPD goals. The sources 

for the indicators and their rationale for selection 

follow, by category. 

Monitoring ICPD Goals 

Indicators of mortality 

Infant mortality, Male and Female Life Expectancy 

at Birth: Source: United Nations Population Divi

sion, World Population Prospects: the 1994 Revi

sion (United Nations publication). These indicators 

are measures of mortality levels, respectively, in 

the fi rst year of life (which is most sensitive to 

development levels) and over the entire life span. 

Maternal Mortality Ratio: Source: UNICEF/World 

Health Organization working group analysis 

(1996). This indicator is a measure of the level of 

women's mortality related to pregnancy and deliv

ery. It presents the number of deaths to women 

per 100,000 live births which result from conditions 

related to pregnancy, delivery and related compli

cations. Previous editions of The State of World 

Population report and reports of UNICEF and WHO 

used estimates of this quantity based on a combi

nation of national, small area and cl inical data 

which were subject to considerable uncertainty. 

New estimates have been produced based on ana -

lyses which take account of the quality and avail 

ability of data which use a statistical model (which 

takes into account regional variation, data types 

and the proportions of births with a trained atten

dant) in many countries where civi l registration 

systems do not provide adequate coverage. Preci

sion is difficult, though relative magnitudes are 

informative. Estimates below 50 are not rounded; 

those 50-100 are rounded to the nearest 5; 

100-1000, to the nearest 10; and, above 1000, to 

the nearest 100. Most estimates are for around 

the year 1990. 

Indicators of education 

Male and fema le gross primary enrolment ratios, 

per cent reaching final grade of primary educa

t ion, male and fema le gross secondary enrolment 

ratios, male and female adult illiteracy: Source: 

UNESCO, Trends and Projections of Enrolment by 

level of Education and by Age, 1~]0}5 (as 

assessed in 1993), 1993; World Education Report 

1993, 1993. Gross enrolment ratios indicate the 

number of students enrolled in a level in the edu

cation system per 100 individuals in the population 

who are in the age group appropriate to that level. 

It does not correct for individuals who are older 

than the level-appropriate age due to late starts, 

interrupted schooling or grade repetition. Illiteracy 

definitions are subject to variation in different 

countries; three widely accepted definit ions are in 

use. Insofar as possible, data refer to the propor

tion who cannot, with undertanding, both read 

and write a short simple statement on everyday 

life. Adult illiteracy (illiteracy rates for persons 

above 15 years of age) reflects both recent levels 

of educational enrolment and the history of past 

education attainment. 

Indicators of reproductive health 

Contraceptive access/knowledge 

Source: United Nations Population Division. These 

indicators are derived from sample survey reports 

and estimate the proportion of women having 

knowledge of a method of family planning and 

knowing a source from which contraceptives can 

be obtained. All contraceptive methods (medical, 

barrier, natural and traditional) are included in the 

first indicator; source information is more relevant 

to medical and barrier contraceptives and to mod

ern periodic abstinence methods. These numbers 

are generally but not completely comparable 

across countries due to variation in populations 
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surveyed by age (15-49 year old women being 

most common) and marital status (e.g., currently 

or ever married women; or, all women) and in the 

timing of the surveys. Most of the data were col

lected during 1987-1994. 

Births per 1.000 women aged 15-19: Source: United 

Nations Population Division, World Population 

Prospects: the 1994 Revision, (United Nations publi

cation). This is an indicator of the number of births 

in a single year per 1,000 women aged 15-19. It is 

an indicator of the burden of ferti lity on young 

women. Since it is an annual level summed over all 

women in the age cohort, it does not reflect fully 

the level of fertility for women during their youth. 

Since it indicates the annual average number of 

births per woman per year, it could be multiplied 

by five to approximate the number of births to 

1,000 young women during their late teen years. 

The measure does not indicate the full dimensions 

of teen pregnancy as only live births are included 

in the numerator. Pregnancy wastage due to still

births and spontaneous or induced abortion are 

not reflected in the ind icator. 

Other health indicators 

Access to basic care: Source: The World Tables 

1995, The World Bank, 1995, derived from World 

Health Organization sources. This indicator meas

ures the proportion of the population who can 

reach local health services by the usual means of 

transportation within one hour. It is sensitive to 

the distribution of services in relation to popula

tion (including urban concentration). 

Births with trained attendants: Source: 

UNICEF/WHO wcrking group adjustment of est i

mates originally published in Coverage of Mater

nity Care: A Tabulation of Available Information, 

Third Edition, World Health Organization, 1993. 

Some estimates differ from prior publications. This 

indicator presents estimates, based on national 

reports, of the proportion of births attended by a 

doctor, a registered nurse o, midwife or a trained 

midwife or traditional birth attendant. Data are 

from the period 1985-1993. 

Demographic. social and economic indicators 

Total population 1995, Projected population 2025, 

Average annual population growth rate for 

1995-2000. Source: United Nations Population 

Division, World Population Prospem: the 1994 

Revision (United Nations publication). These indica

tors present the size, projected future size and cur-
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rent period annual growth of national popula

tions. Annual growth rates reflect levels of fertility, 

mortality and migration. 

Percent urban, urban growth rates: Source: United 

Nations Population Division, World Urbanization 

Prospects: the 1994 Revision, (United Nations publi

cation). These indicators reflect the proportion of 

the national population living in urban areas and 

the growth rate in urban areas projected for the 

period 1995-2000. 

Agricultural population per hectare of arable land: 

Sources: (agricultural population) FAO, The State 

of Food and Agriculture 1993, 1994; (arable land) 

FAO, Production Yearbook, 1991, 1992. This indica

tor relates the size of the agricultural population 

to the land suitable for agricultural production. It 

is responsive to cha nges in both the structure of 

national economies (proportions of the workforce 

in agriculture) and in technologies for land devel

opment. High values can be related to stress on 

land productivity and to fragmentation of land 

holdings. However, the measure is also sensitive to 

differing development levels and land use policies. 

Total fertility rate (period; 1995-2000): Source: 

United Nations Population Division, World Popula

tion Prospects: the 1994 Revision (United Nations 

publication). This measure indicates the number of 

children a woman would have during her repro

ductive years if in each five year age interval from 

ages 15-49 she had the number of children that 

women of that age currently have in the popula

tion as a whole. The data refer to the average pro

jected for the period 1995-2000. Some countries 

may reach the projected level at different points 

within the period. This projection is based on data 

available as of 1993; new projections will be pre

pared in 1996, taking account of more recent data. 

Contraceptive prevalence: Source: United Nations 

Population Division, World Population Monitoring 

1996: Selected aspects of reproductive health 

(draft, United Nations publication, ESA/P,WP.131). 

This indicator is derived from sample survey reports 
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and estimates the proportion of married women 

(including women in consensual unions) currently 

using, respectively, any method or modern meth

ods of contraception. Modern or clinic and supply 

methods include male and female sterilization, 

IUD, the pill, injectables, hormonal implants, con

doms and female barrier methods. These numbers 

are roughly but not completely comparable across 

countries due to variation in populations surveyed 

by age (15-49-year-old women being most com• 

mon; slightly more than half of the database), in 

the tim ing of the surveys, and in the details of the 

questions. All of the data were collected 1975 or 

later. The most recent survey data available are 

cited; nearly 80 per cent of the data refer to the 

period 1987-1994. 

Gross Domestic Product per capita: Source: The 

World Bank. 1995. World Tables 1995. This indica

tor measures the tota l output of goods and ser

vices for final use produced by residents and non

residents, regardless of allocation to domestic 

and foreign claims, in relation to the size of the 

population. As such, it is a an indicator of the eco

nomic productivity of a nation. It differs from 

Gross National Product by not adjusting for 

income received from abroad for labour and 

capital by residents, for similar payments to non• 

residents, and by not incorporating various tech

nical adjustments including those related 

to exchange rate changes over t ime. This measure 

does not take into account the differing pur· 

chasing power of currencies. Future editions of 

The State of World Population report may include 

purchasing power parity adjustments of "real 

GOP" as the data become available. 

Central government expenditures on education 

and health: Source: The World Bank. 1995. World 

Tables 1995, These indicators reflect the priority 

afforded to education and health sectors by a 

nation through the proportion of government 

expenditures dedicated to them. They are not sen

sitive to differences in allocations within sectors, 

e.g. primary education or health services in rela

tion to other levels, which vary considerably. Direct 

comparability is complicated by the different 

administrative and budgetary responsibilities 

allocated to central governments in relation to 

local governments, and to the varying roles of the 

private and public sectors. 

External assistance for population: Source: UNFPA, 

Global Population Assistance Report 1993, 1995. 

This figure provides the amount of external assis-

tance expended in the year 1992 for population 

activities in each country. External funds are dis

bursed through multilateral and bilatera! ,::sistance 

agencies and by non-governmental orgm!izations. 

Donor countries are indicated by their contribu

tions being placed in parentheses. future editions 

of this report will provide other indicata, ,, to better 

provide a basis for comparing and evaluating 

resource flows in support of population :,nd repro

ductive health programmes from vario l!s national 

and international sources. Reported re9·onal total 

include both country-level projects (in · ~ble) and 

regional activities (not elsewhere in t 0 '"i'e). Some 

less populous recipient countries are al: -' not repor

ted here. 

Under-5 mortality: Source: The World Ba·Jc 1995. 

World Tables 1995, based on informtt'on from 

UNICEF. This indicator relates to the iroO::·!ence of 

mortality to infants and young children. I' reflects, 

therefore, the impact of diseases and 01h0' causes 

of death on infants, toddlers and young children. 

More standard demographic measures are infant 

mortality and 1-4 year of age mortal 'ty rates, 

which reflect differing causes of and frequency of 

mortality in these ages. The measure is, therefore, 

more sensitive than infant mortality to the burden 

of childhood diseases including those preventable 

by improved nutrition and by immunisation pro

grammes. Under-5 mortality is expressed as deaths 

to children under 5 per 1,000 live births in a given 

year. 

Per Capita Energy Consumption: Source: The World 

Bank. 1995. World Tables 1995. This indicator 

reflects annual consumption of commercial pri

mary energy (coal, lignite, petroleum, natural gas 

and hydro, nuclear and geothermal electricity) in 

kilograms of oil equivalent per capita. It reflects 

the level of industrial development, the structure 

of the economy and patterns of consumption. 

Changes over time can reflect changes in the level 

and balance of various economic activities and 

changes in the efficiency of energy use (including 

decreases or increases in wasteful consumption). 

Access to Safe Water; Source: The World Bank. 

1995. World Tables 1995, based on WHO reports. 

This indicator reports the percentage of the popu

lation with reasonable access to a safe water 

supply (and includes treated surface waters or 

untreated but uncontaminated water such as that 

from springs, sanitary wells, and protected bore

holes). It is related to exposure to heath risks, 

including those resulting from improper sanitation. 




