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Of the many population changes taking place in Asia, an important one is the emergence of giant megacity regions. Just how many of these there are, and how large they are, depends on definitions. But according to the UN Population Division’s latest study, 12 of the world’s 20 largest urban agglomerations are in Asia, and 23 of the world’s 40 largest agglomerations. Actually, however, a much larger proportion of Asia’s population is living in cities in the 1 to 5 million range than in the megacities. Both deserve our attention.

The health implications of the increasing proportion of Asian populations living in the million-plus cities urgently need further investigation. In 19th century Britain and Europe, cities were the locus of very high mortality rates, and their populations had to be renewed by in-migration from the countryside (United Nations, 1953: 52-3; Glass, 1964; Preston and Haines 1991). But in developing countries in recent decades, cities had a considerable health advantage over rural areas. Recently, Brockerhoff and Brennan (1998) have shown that the earlier advantage of lower infant mortality rates in the cities of Latin America and Africa has largely been lost. There has been a tendency to extrapolate such findings to Asia, despite the fact that the long-standing urban advantage in health and mortality indicators in Asia has been maintained. One problem is that some observers compare urban slum conditions with rural areas, and then suggest that rural health conditions are better than in urban areas. Yet done carefully, even this comparison usually shows that urban slums have a health advantage over rural areas (National Research Council, 2002). (In the majority of the 87 surveys assessed by the National Research Council, mortality risks facing the urban poor were lower than those faced by rural children, although in 25 of the surveys, the urban poor face significantly higher risks than the general rural population).  

There are good reasons why Asian cities have long had lower mortality rates than the countryside: in particular, the higher concentration of health services there, and the higher average incomes than in small towns and rural areas. Nevertheless, there are specific health hazards in large cities, some of which may have cumulative impacts which are not yet fully understood. Problems such as air pollution, garbage and sewerage disposal issues, particularly in slum and squatter areas, hypertension and mental health problems resulting from the pace of urban life, come to mind. Instability in large cities can also lead to insurgency and revolution. Dependence on urban car and bus transport in many Asian cities has health implications, including traffic accidents, increased respiratory problems due to pollution, fragmentation of neighbourhoods, intrusive noise and restrictions on physical exercise. 

Higher rates of cancer and coronary heart disease in urban places as compared with rural areas in the U.S. (Ford, 1976) could well be related to high levels of air pollution, higher incidence of risk factors for heart disease such as lack of exercise, diet high in saturated fat, obesity and cigarette smoking. Note also the sociological arguments for higher levels of alienation in cities. These hypotheses require further investigation in Asian cities.

It is also important to recognize that workers suffering health ailments resulting from the nature of their work in urban areas may frequently return to rural areas. (Examples – perhaps female electronics workers in Malaysia who migrate to urban areas, but suffer serious eyesight and other problems after working for a few years in the electronics industry). This group has to be taken into account in examining health problems in urban areas.  

The continuing mortality rate differential in favour of large cities in Asia disguises wide areal differences and differences between socio-economic groups within these cities. Better information on death rates and morbidity rates for disaggregated areas within cities, and for the population subdivided into socio-economic groups will give a better indication of the extent of disadvantage of some groups, and provide a sharper focus for interventions. For example, air-borne diseases likely to be higher in crowded, poorly ventilated houses. Note winter peak in mortality in Mongolia for this reason (Neupert 1996: 59-60). Areas affected by salt-water intrusion as a result of excessive removal of groundwater through deep wells  - for example, the Tanjung Priok area in Jakarta – have been shown to have much higher incidence of cholera, because potable water has to be purchased from vendors, and the poor living in these areas can ill afford it. 

Even where overall mortality and morbidity is lower in cities than in rural areas, the patterns may differ considerably, and this requires different strategies of preventive and curative health care. Understanding the differentials is crucial to this.    

Another important line of inquiry would be into health promotion measures in Asian cities. Can adequate provision of parks, playgrounds and sporting fields encourage higher levels of exercise? Or are the barriers to healthy life styles more cultural? (Note increased participation in fun runs and fitness activities in Bangkok over time). Scope for community action. What about children’s level of physical activity? Problem of lack of safety for children to ride bicycles, play football or badminton in the street. Or is it more a matter of culture change – the attraction of watching TV, and the emphasis on academic performance above all else for children in many East Asian cities.   

Some ideas for priority setting in public expenditures related to health in urban areas (see Wongboonsin and Indaratna, 2000): 

Magnitude of problems

Severity

Technical capability and feasibility

Economic feasibility

Social concern and acceptability 

And with regard to the areal concentration of effort: 

Level of crowdedness

Relative magnitude of health problems

Access to clean water and sanitation

Level of exposure to risk factors, particularly related to the environment

Level of community action and initiatives

Access to health care
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