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Typical Scene in the Korail Slum.
One billion people including 150 million children live in urban areas like this.

IMRs in some of these underserved areas are of the order of 160/1000 LB.
Edited by Paul Freeman
:
	Call to Action
To use Urban Health as a catalyst to meet MDG 4 and 5

these steps are proposed:

1. Determine the global urban burden of infant and under

    5 mortality, with a focus on the urban poor

2. Foster development of national level urban policy,

    strategy and plans for MNCH

3. Identify high burden target countries and a subset of cities to

    develop the urban evidence-base for delivering MNCH

4. Support development of urban (slum) surveillance and

    information systems to monitor progress

5. Convene multi-sector municipal planning in selected

    cities, focused on the development of urban health systems

6. Develop coordinated urban plans across MDGs: 4, 5 and 7
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Summary

The goal of this workshop was to develop an understanding of the scope of urban health and the special needs of disadvantaged urban dwellers and how best to meet these needs. Urban community-based primary health care (CBPHC) is an essential part of meeting these needs.  

In the first section of the workshop overviews were given of the current state of the evidence for CBPHC and of urban PHC in developing countries. Presentation of the key findings from the Systematic Review of the Effectiveness of CBPHC in Improving Child Health that the CBPHC Working Group is conducting showed that there is strong evidence supporting specific community-based interventions for all the common childhood illnesses in developing countries. However, there are limited studies on how to deliver them effectively. A major lesson for health systems arising from this Review is that health systems need a new paradigm in how they work with communities. Community members need to be involved as partners and resources, not just consider as “targets.”  The Review found that there are relatively few studies published providing evidence of the effectiveness of CBPHC in urban environments. Of the over 380 studies in the above Review only 43 are urban or periurban. 

The overview of urban PHC in developing countries showed that the world is undergoing unprecedented urban growth that is especially affecting developing countries. One billion people including 150 million children now live in urban slums. Of this growth 60% is due to natural growth and therefore Family Planning must be an essential part of urban health programs. National and city wide mortality figures hide the much higher rates found in urban slums. Common urban causes of child mortality are similar to those in rural areas and so the interventions are largely the same. The difference between urban and rural health lies not in the interventions but in their delivery. Lessons learned from successful urban health programs were presented with an emphasis given on the need to invest in local people, organizations and relationships.

The presentation on Megacities made the point that delivering urban Primary Health Care is not simply a technical problem but rather one that needs to be addressed taking into account the local social and behavioral context. There are unique health consequences of size and population density and these must be taken into account. The discussion following on from this presentation emphasized the need for good policy, political commitment, cross section collaboration and an interdisciplinary approach at all levels if urban health is to be improved.
Presentations on the current status of urban community-based delivery systems demonstrated that good results can be achieved. In general, key elements of this success were favorable local government policy, commitment and leadership; community organization and participation both in groups and as CHWs, and shared vision and partnerships between all key stakeholders. These needed to be added to the essential element of the use of evidence-based maternal and child health best practices. The presentations and subsequent discussions highlighted the importance of using cross-sectional approaches and interdisciplinary project teams.
Comparison of urban and rural primary health care systems was used to highlight the need to strengthen all the components of health care systems if we are to strengthen urban health. These components, discussed in detail, are: human resources, health information, management of medicines and health technologies, health care financing and health service delivery. The need for a new urban health paradigm that includes addressing key underlying determinants of health was also presented. Steps in A Call to Action to use Urban Health as a catalyst to meet MDGs 4 and 5 were proposed along with an urban-based research agenda underpinning these steps. 

The presentation on understanding urban health systems illustrated the interacting variables that can be affected by health policy. These variables are: financing, organization of health services, payment and incentives, regulation, influencing beliefs, preferences and care seeking. Influences on donor participation were also discussed.

The workshop also addressed selected challenge areas through small group work reported back in plenary. These areas were: Urban HMIS, the Private Sector, Equity, Incentives, PHC competencies for urban health and Scaling Up.
The workshop demonstrated that urban health in developing countries is a major area of need. While the evidence base for urban health programs needs strengthening, the experience and projects presented demonstrated that with a shared vision and strong partnerships between key stakeholders a systematic approach to urban health can produce measurable results

Introduction

This report is based on the presentations and group discussions which took place during a day long workshop just prior to the annual conference of the American Public Health Association in Philadelphia, 7th November 2009.  The Community-Based Primary Health Care (CBPHC) Working Group of the International Health Section of the APHA has been conducting these workshops on an annual basis for 11 years to promote CBPHC. This report is distributed to all members of the Working Group and published on the website of the International Health section, APHA.  The report is based on PowerPoint Slides of the workshop presenters as detailed in the text and the notes taken at this workshop by Sandy Hoar, Danika Barry and Yana Sigal as edited by Paul Freeman. In reporting on this workshop we have tried to present a balance between presenting key points and providing sufficient detail for a readership which includes colleagues not familiar with the topic. 
The general goals of the workshop are to: 
1. Learn about the unique aspects of CBPHC in cities

2. Define the core components and distinguishing factors of urban versus rural community based health systems

3. Learn from best experiences, and develop insights into best practices
Please read this report in conjunction with the accompanying files covering key PowerPoint slides presented.

Section 1
Urban PHC overview and SOTA Evidence

Overview of current evidence base for CBPHC
by
Henry Perry. Senior Associate Johns Hopkins Bloomberg SPH
Henry’s overview presented key findings from the Systematic Review of the Effectiveness of CBPHC in Improving Child Health that the CBPHC-WG is currently conducting and related them to rural and urban health. A supplement detailing this review will be published in the Journal of Health Population and Nutrition, Journal of the International Diarrheal Disease Center in Bangladesh. A summary of all key findings of the Review is available online at 

www.coregroup.org/storage/documents/finalcbphcreport_july2009.pdf
Efforts to document CBPHC effectiveness through the CBPHC-WG, began with “From Bangladesh to Boston: Lessons in Community Healthcare,” Eds. John Langley and Henry Perry, Management Sciences for Health 2002.  CBPHC is generally defined as any activity devoted to health, in the community, outside of the health facility.  The Review is an update to “Family and community practices that promote child survival growth and development” UNICEF/WHO 2004 but instead of just interventions, the Review discusses major factors affecting delivery as well. If you examine the file  CBPHC Review HBP-  6NovShort-4.doc
  listing some key overheads from Henry’s presentation, accompanying this report, you will see the key findings of the review so far. Our Review incorporates the findings from the above UNICEF/WHO review and all other major published reviews concerning CBPHC for child health until 2009. 

Further key points worth noting based on findings of the Review are:
· Only 16 of 78 developing countries are on track for MDG4 (for reducing under 5 mortality) including only Eritrea in Africa. At the present rate, it won’t be achieve it until 2115.

· Family planning is not covered in the review at this stage. However, it will be addressed as it is important for child health since effective family planning averts child deaths. 

· Some interventions, such as home-based treatment of pneumonia, need more study.
· Except for malaria interventions, there is lack of evidence about effectiveness of community –based programs in Africa, especially compared to South Asia.

· There is need for more effectiveness studies at scale of community-based program integrating reproductive and child health.
· There are relatively few studies published providing evidence of the effectiveness of CBPHC in urban environments. Of the over 380 studies in the review only 43 are urban or periurban. Most of these studies are concerning hand washing or micronutrients.

· There is evidence concerning many CBPHC interventions but limited studies on how to deliver them effectively. Much more needs to be done to establish ongoing evaluation of programs as they are implemented.

· Community members need to be involved as partners and resources, not just consider as “targets.”

A major lesson for health systems arising from the Review is that health systems need a new paradigm in how they work with communities. Development of a framework that includes planning, implementation and evaluation involving the community at all these stages is essential for this. 

Two exciting urban studies included in our review are:

a. Asha, New Delhi, India 
b. Curamericas in Bolivia (El Alto and Montero)

Asha serves 300,000 slum dwellers in Delhi through CHWs. It can be seen as an “urban Jamkhed”. The project promotes community involvement and uses CHWs, community-based health centers, and mobile teams. Home visitations are an important part of activities.  Of all births in this population, 94% are attended by a skilled attendant in the community or in a health facility. As a result of this program the local under 5 mortality rate is 29.7/1000 compared with 74/1000 for all of India and the MMR is very low. Completed immunization coverage is 92% and practically all pregnant women receive three antenatal visits.  However, this program needs an independent assessment of its impact for the sake of establishing the scientific credibility of its achievements.

At Montero in Bolivia a Census-based, impact-oriented (CBIO) approach to CBPHC is being implemented by Andean Rural Health Care (Consejo de Salud Rural Andino)/ Curamericas Global. This project began in 1986. It provides regular home visitation and services at three primary health care centers for 40,000 people who are mainly indigenous people who have migrated from the highlands. Initially IMR was 180/1000 with high rates of malnutrition, diarrhea and other common childhood illnesses. Now the IMR is 7/1000 and is the national model for TB services. The project has trained 1000 TB workers from throughout the country.

The program is sustained from multiple sources: fees provide 12% of funding, the municipality 56%, the Ministry of Health 12% and income generating activities 20%. The project includes eye and dental services, water testing, a maternity care unit, a program of home immunization of dogs and cats (in response to a rabies epidemic), a computerized information system and income generating activities.  Through the Salud Familiar Comunitario Intercultural, the Bolivian MOH has based its new health policy in large part on the Montero program, with home visitation a key element.

Urban Health Overview
by

Diana Silimperi, MSH Vice President Center for Health Services
Diana’s presentation gave an overview of the current situation of urban health in developing countries. Slides from her presentation, including commentary are included in the accompanying file 2.urbanoverview.pdf. The evidence base for the effectiveness of urban health projects is limited.

Key highlights from her presentation are:

1.  Our age is the age of the city. New urbanization is characterized by rapid growth, poverty, and slum with impacts for municipal government, the economy, environment and health. These four factors are integrated and so it is important that we address them accordingly. 

2. There has been unprecedented population growth in the last century. This growth has become increasingly urban. This urban growth is happening disproportionately in less developed regions; particularly in small cities and towns (and not megacities alone). It is not happening equally in all regions (the highest increases are in Africa and Asia.  Sub Saharan Africa is urbanizing faster than any continent; about 5% every year. However, economic growth will often not be commensurate with this population growth, especially in Sub Sahara Africa, and so poverty and deficiencies in health and other services will increase further unless we are proactive. 

3. Family Planning is important. 40% of population growth is due to rural to urban migration or demographic reclassification; but the rest is due to natural growth; especially in Africa. 

4. One billion people live in urban slums including 150 million children. These numbers have big implications for MDG 4. If current trends continue these numbers will double in 20 years. The highest percentage of local urban dwellers living in slums, 67%, is in Sub-Saharan Africa.

5. National and city wide mortality figures hide the much higher rates found in urban slums. For example in Nairobi, Kenya: overall city IMR 39; in high income settlements <10; all slums 91; Embakasi settlement 164. (Slide presentation includes Indian and Bangladesh examples).

6. These disparities can be seen for numerous indicators: immunization, antenatal care, etc.

7. Under 5 MR in Bangladesh is higher in urban poor areas than anywhere else. 

8. Urban causes of child mortality are similar to rural (pneumonia, diarrheal disease, stillbirths, malnutrition/anemia, birth injury and/or asphyxia); so the interventions are largely the same.

9. The fundamental difference between urban and rural health lies not in the interventions but in the delivery of these interventions—the lack of adequate health systems to meet the health needs of women and children in disadvantaged urban settings.

10. Lessons Learned from successful urban health projects.

1 Use people from the community.
2 Coordinate across multiple stakeholders; public-private innovative partnerships; university- community.
3 Invest in local analysis, mapping, data collection.
      From 40-50% of urban slums are unmarked and unregistered in   

      India. This is very important for delivery and better planning.

4 Adapt interventions to local needs. No cookie-cutter approaches

5 Plan for financial and institutional sustainability; use local infrastructure and people.
6 Build management that is accountable for results: use local data, and examples.
7 Undertake simultaneous advocacy and policy reform along with implementation; esp. important for CHW to work effectively—need to have government recognition. Start with diarrhea, where there is an evidence base, then work up to community treatment of pneumonia.
8 Use intersectoral collaboration and cost-sharing, cross-cutting support systems.
9 Recognize and utilize urban networks and diversity of communities

      (not just geographic proximity), but those based on culture,   

      common interests and common work sites.

10 Leverage urban advantage; i.e. population density, people more open to new ideas, new technologies (e.g. cell phones and PDA’s)

Most importantly, invest in people and relationships; the same thing can be said for rural settings.

Megacities and Urban PHC: A Conceptual Framework
By
Greg Pappas Aga Khan University
Greg’s presentation presented a conceptual framework covering megacities and their particular social and behavioral realities. The implications are that delivering urban Primary Health Care is not simply a technical problem but rather one that needs to be addressed taking into account the local social and behavioral context.
Key points from his presentation are:

1. 2007 a turning point in history of humanity; now more than half of the planet lives in cities. 

2. Why Megacities and Health? Megacities have implications for health that go beyond just size alone.

3. Read “Planet of Slums” by Mike Davis! We need to study more social sciences in public health. Study of urban settings is real science, whose object is human behavior and social reality- this is highly contested and political. It gets away from an easy definition of objectivity. Can be equally rigorous, and equally challenging of our own assumptions and conceptual frameworks.

4. Megacities definition: pop. > 10 million. Pear Delta in China is the most advanced aggregate: 50 million people living in one functioning social, economic unit. 

5. Which cities are the largest megacities, is debated as there is a wide range in population estimates.

6. There are several ways for public health to look at megacities

a. Megacities are the cutting edge of globalization: highly networked hubs, within themselves and with one another; population magnets

b. Can be defined in terms of dysfunctions in relation to size, density, and processes; and their relation to adverse health outcomes and optimal city size.

7. Manual Castells, talks about the neoliberal transformation in this current phase of globalization, for the last 40 years. Global policymakers have encouraged government disinvestment- in public services investment (including public health) and deregulation. During this profound economic transformation has occurred a parallel spatial transformation, i.e. megacities.

8. Anthony Giddens, “The Consequences of Modernity,” 1990, Globalization is not just economics. There rare many dimensions of globalizations; 4 main poles of power and dynamism.
9. There are unique health consequences of size/density. For example dengue spread in Karachi. There a quarter of the population does not have piped water and so store water in open containers in houses. In doing this they created an ideal environment for an explosion of vectors of this disease that is hard to control because of the numbers and environment involved. 
10. Criminality is the underbelly of globalization, particularly megacities. Gangsters are globally connected through these hubs. Read: “Maximum City” about criminality in Mumbai.

11. He is currently working on review for WHO on urban PHC, “PHC Now More Than Ever.” 
12. Vast majority of current urban PHC is in the private sector, for rich and poor alike; only about 20% of care is provided in public centers. Government policy must address quality and access to care in private sector.

13. World Bank has a good conceptual framework for good governance. This is an important area.

Large group discussion focusing on previous presentations

After a short break Diana led a short open discussion session involving the presenters and many participants. There are many sources of the input in each area mentioned below. Key sources will be mentioned in those cases where it may be of interest for further follow up by readers. 

The key inputs from this session were in regard to:

· Family Planning- The MDGs cannot be attained without addressing population growth yet this is not being adequately addressed now.  There is a need to address it, but perhaps more comprehensively, and certainly in a more integrated manner. 

Even the Lancet series do not include family planning. It is amazing how little research there is on the integration of family planning into community based approaches (Henry Perry). Since family planning has fallen out of political favor, we are a generation behind. Diana noted that there has been some recent work on family planning in cities in Africa.  Past family planning policies have done a lot of violence to primary care, leading to separate clinics and ministries. In Iran, a religiously conservative society integrating family planning into primary care has been highly successful (Greg Pappas).

· Urbanization and urban growth need to be considered in terms of local contexts.
Need to be careful how we talk about Urbanization is the % urban vs. % rural. Urban growth is the % growth. There are also many urban hierarchies. Most urban growth in developing areas is in small towns; this is often where worst morbidity is. In Nairobi, there is a lot happening in large slums, like Kibera, but in most of Africa there are many fill-in settlements, that can actually be quite functional. Can’t generalize to, say, Addis Ababa. (Charlie Teller). Slum settlements are just one category; there are often pockets of urban poor interspersed with reasonable areas (Diana).
· Evaluation of urban programs needs to be strengthened.

Henry will talk about the evaluation approach for the future of these programs in a future presentation.

· Adequate interdisciplinary approaches are needed

A trained urban planner who later got involved in health challenged the group: 

Due to the inadequate interdisciplinary approaches, there has been horrible urban planning with detrimental effects on economics and health. What are the socio-cultural and political barriers to a more effective approach to urban health? There is a huge opportunity, a lot of the data and cases are there, so what can we do? 

Greg answered that what urban planning has learned, and what public health is beginning to learn, is that we need to work with political processes effectively as partners. We can’t believe we’re outside of it. We also need to work with emerging social movements, e.g. social movement around HIV, public health learned to connect effectively with this, but we need to do this more.

· Appropriate policy is important across all sectors if we are to improve urban health. There is a need to delineate those activities which require advocacy to improve health and those which require management and technical expertise. Often all are needed.

The health consequences of neoliberal policies are incompletely understood but some World Bank, US Government, and business  advocates emphasized deregulation and disinvestment. This disinvestment in social services and needs contributed to poor outcomes for the vulnerable community members. This is very different from the period before, which believed in heavy government subsidization and investment in public needs. We now have privatization in many areas such as water systems. The main health implication is neoliberal policies are widening disparities; this has been demonstrated worldwide (Greg Pappas).

Common factors in many urban areas are that they were originally built for a small colonial population with corresponding political and resource allocations.  The uncontrolled establishment of squatter settlements upsets these social structures and requires changes that are often resisted. Even the existence of these squatter populations is often resisted especially because of the changes in resource allocation and infrastructure changes (such as sewers) that need to be made to meet the basic needs of their residents (Jean Capps).
Issues of governance and political will are at the nexus; i.e. local government and accountability (Diana). 

Section Two   Current Status of Urban Community Based 
                                      Delivery Systems

This topic was covered through several presentations on current urban projects.
“End of Magical Thinking” Sustainability Evaluation of the Saidpur and Parbatipur Municipal Health Partnership Model in Bangladesh, with CONCERN, ICF Macro

By
Eric Sarriot MEASURE Evaluation Project, MACRO International 

This presentation focuses on the evaluation of the sustainability of the Siadpur and Parbatipur Municipal Health projects and the Partnership model used there in urban Bangladesh. PowerPoint slides including commentary are included in the accompanying file 3.End Magical Thinking.ppt. 
Key points of the presentation were:

1. In evaluating projects what the project intended to achieve is as important as the information available about its achievements.

2. Municipal health is important in Bangladesh because of the large unmet health needs (138/1000 Under 5 Mortality in poor urban areas compared with the national 110/1000). By 2010 1/3 of the national population in Bangladesh will be urban. 

3. The above USAID Child Survival Project (CSP) began in 1999, with a 2-year entry phase involving baseline assessments and ongoing consultation and planning with stakeholders.

4. The project was implemented from 2000-2004.
5. A mid-term evaluation took place in 2002 and the design of project was revise following this with an emphasis on sustainability using the Sustainability Framework (see below).

6. After the original CSP ended in 2004 it was expanded into 7 new municipalities. Post-project assessment in 2005 included Ward Health Committees and municipality institutional capacity assessments. 

[The Sustainability Framework is used to endeavor to monitor changes in key areas that affect the sustainability of community health. These key areas, as expressed for this project, are Health Outcomes, the Environment, Services, Ward Health Committee (WHC) capacity, Municipality Capacity and Viability. Evaluation of progress in relationship to each of these focal areas is based on a score developed from a composite of progress of several indictors used in association with each of these areas.  Several carefully selected indicators are used for each of these key areas in order that a valid reliable and realistic quantification of progress in sustainability can be achieved.  The results of the Sustainability Framework assessment are expressed in a “radar diagram” that is presented for this project in slide 5. Examination of this diagram shows baseline values and the progress by 2004 and 2007.

General information on this Framework can be obtained by reading Eric Sarriot, Jim Ricca, Jennifer Yourkavitch, Loe Ryan and the Sustained Health Outcomes (SHOUT) Group. 2008. Taking the Long View: A Practical Guide to Sustainability Planning and Measurement in Community-Oriented Health Programming. Calverton. MD: Macro International Inc.].  

7. The Municipal Health Partnership Model was key to the success of these projects. (Slides 6 and 7).

The core elements of this model are:

· Local government leadership

· Coordination of public and private service providers

· Networks of existing local resource persons

· Best practices in maternal and child health 

· Community organizing and health promotion in each Ward

· Social protection for the poorest 

· Facilitation with extremely limited additional financial inputs

Municipality (Cabinet, other department health staff), organized Ward Health Committee. These committees were created, to organize the community and were in charge of running health volunteers and health promotion. Health policy, technical advice and facilitation were provided by government and CONCERN resources. 

8. The project achieved good results compared with baseline, that were largely sustained in post-intervention studies in 2007, and 2009. (See slides 8 and 9). These results were generally better than DHS Bangladesh national levels.

9. Between 2004-2009 Community Health Volunteers, had a 17-27% CHV drop-out with an overall net drop-out after replacement. This is not too bad after 5 years. 

10. Ward Health Committees became well institutionalized, but have had decreasing self-efficacy. They collect their own funds from their municipalities.  The WHC leadership is elected by public officials and so are supportive of local government system, but on the down-side, especially when activities slow-down, there can be huge power and accountability issues. More advocacy arising from within communities is needed to increase local leadership activity and accountability.

11. Overall the Model was found to be effective, partially sustained but sustainable. However, a lot more needs to be done to sustain community health progress.
BRAC Manoshi Urban Maternal, Neonatal and Child Health Project Dhaka, Bangladesh

by

Henry Perry
Henry’s presentation described the Manoshi Urban Maternal, Neonatal and Child Health Project implemented in Dhaka, Bangladesh by BRAC. The accompanying file 4.Manoshi MCH project.pdf contains key PowerPoint slides from this presentation.

This presentation covered:

1. An overview of BRAC. 

BRAC, an NGO started in Bangladesh in 1982, is the world’s best example of implementation of the ideals of Alma Ata and Health for All at scale.  BRAC uses a multi-sectoral approach to development, health improvement, and empowerment. Its programs are self-sustaining with local income through economies of scale, vertical integration, and formation of profit-making related businesses. The 4th slide in this presentation gives a picture of the vast extent of this organization’s reach.  See the BRAC website http://www.brac.net for further details.

2. The Manoshi project.

 Bangladesh has massive population growth that particularly effects urban areas (see slide 5), but   it’s one of only 16 countries on track to achieving MDG 4.  BRAC implements the project in the “ultra-poor”, Korail Slum (slides 6 and 7). The project builds on a census-based approach of mapping and numbering of all households, regular visitation of all homes by CHWs, registration and monitoring of births and deaths (slides 8 to 12). Its key features include strong community participation, CHWs who provide many types of services and strong links to referral services. The CHWs are not salaried (they generate their income locally), are well-trained and well-supervised.  

 The Shasthya Shebika (CHWs) sell products locally for a profit. BRAC produces the products sold, and also makes a profit on them. A well developed computerized health information system includes forms that stay on client’s walls and are filled by the CHWs during their home visitations. Mothers are taught to develop “piggy banks” to store savings to be used for referral if needed for complications during pregnancy.  Within the slum Urban Birth Huts have been established, managed by a former Traditional Birth Attendant trained by BRAC, in antenatal, neonatal and interpartum care. BRAC also hires people who work in city hospitals to ensure that attending slum dwellers get competent care. The project is supported by a $25 million grant from the Gates Foundation, has 3 more years to go on the initial grant  and its being scaled up to reach all 8 million slum dwellers in Bangladesh.

 A monitoring and evaluation program has been developed (using a wedge-step design), so that areas receiving the program are evaluated in comparison to appropriate control areas. The project and control groups have not been randomized, in terms of the chronology of stages of scale, but that is doable for other projects. 

3.  Implications of the Project (Slide 13)

This project is of great moment because it uses affordable practical current evidence-based health interventions and is being implemented with methodology that appears to be sustainable using relatively minimal resources, at scale in urban slums. BRACs extensive experience using these methods successfully elsewhere (see their website) offers hope that this project will be successful.

If the project is shown to be effective, it could become a global model and provide sorely needed evidence for the effectiveness of community-based integrated approaches to improve child health for the urban poor.

Urban PHC Partnerships to Improve Public Health: or How Sultanabad Got Its Nahla
by
Greg Pappas
This presentation was an example of how urban partnerships can be successful in improving public health. 

Key points of this presentation are:

1. Nahla: means “gutter” or “sewer line” in Urdu.

2. Pakistan has had huge population growth since founded in 1947, and 22 changes of government.  

3. Karachi has had exponential growth, 18 million people. Of these people one quarter have no piped water. Over 60% of slum children are malnourished and outbreaks of cholera, other diarrheal diseases and dengue occur regularly. 

4. Sultanabad is a slum build on a trash dump with 600,000 people and only one partially functioning sewer. In the middle of this community was an elite public school. The slum people would cut holes in the public school walls to drain their sewage. Long standing tension existed  between this school and the slum dwellers. To relive the sewerage problem for the slum it was necessary to build a sewer line inside the school wall, underground to get from the slum to a large open sewer line.

5. New slum mayor, Menajuddin Khattak approached Greg Pappas to help build this sewer line. 

6. Greg talked with the Habib school staff. These staff wanted their students to learn about the real community outside the school walls. A Sultanabad clean up day and health fair was planned and implemented bring the school and slum dwellers together. This fair warmed relations, and building of this rapport, the project to start the sewer line was commenced. A year and a half later, a functioning sewer line was completed. Subsequently following on from the disruption due to the assassination of Benazir Bhutto, the second portion of the “nahla” was not started. 

7. While this is a nice story, half of Karachi is similar or worse, and most slums do not have relationships with the Aga Khan University or schools like Habib. 

Diana Silimperi, commented on some key themes of the above project presentations. 

These themes were:

1. All worked very strongly with municipal health departments, and strengthened his relationship

2. BRAC experience highlights importance of having not just community-based volunteers/workers, but having an entire referral system, with people at secondary hospitals ensuring that community gets care there as well. 

3. Need to also pay attention to intra-societal barriers, much distrust and lack of knowledge between the rich and poor who often live side-by-side

Community-based Health Care(CBHC) in Afghanistan

by
Dr. Said Habib “Arwal”, Director of Community-based HC
Ministry of Health Afghanistan.

In this presentation Arwal presents an overview of major health problems in Afghanistan with a focus on CBHC. This focus is mainly on rural areas as urban CBPHC is in its early stage of development. His presentation can easily be followed through his slides in the accompanying document 5.CBHC in Afghanistan-Arwal-7Nov2009-2.pdf. Limited details will be presented here.

1. There have been over 30 years of fighting in Afghanistan.  Slides two and three outline the poor health situation in the country. Data collected by a Johns Hopkins team in 2003 found that the current overall literacy rate is low (35-40%), per capita GDP $415 USD and life expectancy, 46-47 years. 

2. The Government Community-Based Health Care Program began in 2005 with just Dr. Arwal. There are now 15-20 people in his department. at the government level.  The main elements of the program, that so far is implemented only in rural areas, are Community Health Workers (CHWs),  Community Health Supervisors (CHSs), separate male and female Community Health Shura (Councils) and Family Health Action Groups (FHA Groups) There are now 21,000 CHWs (Slides 4 to 6).

3. Work on an urban strategy has only begun recently to meet the needs of the ever increasing urban population. So far there are no urban CHWs.

4. Urban CHWs will focus more on behavior change than their rural counterparts and improving the access of the urban population to available, but often unused health services.  They will also not need to prescribe drugs as much as these should be available elsewhere. 

5. Since there is a nomad population of two million, it is planned that 390 CHWs will be trained for nomads in next 6 months. 

6. There has been an almost exponential increase in family planning consultations at Health Posts ( run by CHWs) and health facilities from 2004 to 2008 (Slide 10).
7. As outlined in slides 11 to 13, the international NGO “Future Generations” had a key role in facilitating the growth of CBHC in Afghanistan. In 2005-2006 Future Generations, funded by USAID had a pilot-project to train CHWs and Women’s Action Groups. Follow up evaluation in 2008 found under 5 mortality had decreased 46%. (Slide 12)

8. In 2009, the CBHC department began scaling up this pilot program to 5 other provinces, and plans to take it nationwide. 

Large group discussion focusing on previous presentations

Key points that arose through discussion are listed below by their area of focus.

CBHC in Afghanistan

Dr Arwal stated that appropriately trained CHWs are especially needed for nomads as there are no health facilities for them in the desert. From the start of the program onwards all CHWs have been volunteers. CHWs receive in-kind donations from the communities they serve, otherwise the program would not be  affordable. The government is responsible for supplies and drugs. 

Challenges and constraints to scale up. 

Diana: Scaling up requires planning from the beginning, even pilots that are likely to be scaled up later need to planned accordingly, likely costs need to be examined, and alignment with government programs need to be considered.

Greg Pappas: At national levels there are problems of governance. He does not like WHO’s global governance efforts, to the extent that they have turned into fundraising efforts, that may undermine local sustainability. For example there are enough financial resources within Pakistan to address many key health issues. On the other hand, generally, there is a clear need for resources from wealthy countries to deal with many health problems in developing countries.  A more effective way needs to be developed to provide this support in a way that does not undermine local sustainability.

Henry Perry: BRAC became famous for the successful scale up of it’s Oral Rehydration Treatment Program to most of Bangladesh. BRAC developed a systematic practical repeatable affordable approach to scaling up that is well worth reading. [A few of the key lessons learned from the BRAC National ORT Promotion Program are:
· Pilot everything

· Training should be based on active learning

· Use objective criteria to monitor program, and checks of quality should exist at each level

· Performance should influence pay

· Evaluate frequently, and modify program on the basis of evaluation results

· Build teamwork, reach out to men and opinion leaders as well as to mothers

· Collaboration between NGOs and government enhance program effectiveness

· Through developing greater levels of trust at the community level, citizens can actively become involved in improving health practices


(Zaman and Karim, Learning to Reach Health for All, 2005) ED]
What do we mean by interdisciplinary project teams?
Karrie Stewart: from Northwestern University, has been the token anthropologist on many CDC projects, and wondered if few people know what anthropological methodology is; so what do we mean by interdisciplinary? Greg Pappas’s experience is that all good examples of successful health care delivery and research teams he can think of are made up of members from multiple disciplines. Henry Perry noted that during presentations at a recent NIH meeting, the Presidents of Duke, Hopkins, Boston University and Emory, all noted that the interest and commitment to global health is the fastest growing area, in interdisciplinary studies. [Perhaps case studies of what the perspective of disciplines, other than one’s own, bring to solving health problems, need to be an ongoing part of continuing education for all graduates especially in the global health arena.]

Balancing the priorities of outsiders with those of the community

Henry: CBIO (Census Based Impacted Oriented approach) is a way to find out people’s own priorities, within an epidemiological perspective. [See Henry Perry, Nathan Robison, Dardo Chavez, Orlando Taja, Carolina Hilari, David Shanklin, John Wyon Attaining health for all through community partnerships: principles of the census-based, impact-oriented (CBIO) approach to primary health care developed in Bolivia, South America. Social Science & Medicine 48 (1999) 1053-1067]

Eric:  We need to have ongoing dialogue between community members and groups, health and other facilitating professionals, and donors and policy makers at all stages. In this way all appreciate what others have to contribute and their priorities.  Active community participation in this process and project implementation is an important part of balancing priorities and meeting those of the community that projects can reasonably address.

Section 3
Urban-Rural PHC Delivery System Comparisons

                        Making the Case for Focusing on Urban PHC

In this Section Diana Silimperi makes the case for strengthening urban health systems. She highlights the key elements that need to be addressed to strengthen any health system. As she works through these elements she highlights the key differences between urban and rural health systems. In his presentation Dan Kraushaar highlights the policy issues that need to be addressed to strengthen urban health systems and in dealing with donors to support such strengthening.

Rural-Urban Health Systems Comparison
By

Diana Silimperi
The details of this presentation are well presented in the accompanying file 6.APHAUrbRuralHSystemComp.pdf that contains the PowerPoint slides from this presentation with accompanying commentary
. Elaboration on the highlights mentioned here, especially the urban-rural contrast, is well presented in that file.

Key points focusing on urban health are:

1. Scaling up Project Lessons Requires Health System Strengthening.  

To strengthen urban health we need to see it as a health system with several key components that need to be strengthened. These components (of course also present in rural health) are: human resources, health information, management of medicines and health technologies, health care financing and health service delivery.
2. Leadership Management And Governance

Urban Health involves multiple agencies: private, local and municipal so that leadership is often fragmented and responsibility diffused. Common vision is often lacking- a key problem that is often also present in rural health between government and community. Good planning and strategies are often lacking.
3. Human Resources

The private sector is dominant in urban areas while seldom seen in rural areas. There are diverse providers and competencies, unequal distribution, and shortage of skilled personnel in smaller cities and poorer parts of all cities.
4. Health Information

Health information systems are often underdeveloped in urban areas. Urban areas present many challenges not often seen in rural areas, because of heterogeneity and movement of people in cities.  Especially in urban areas, great importance needs to be placed on mapping and organizing spatially for appropriate planning.

5. Management Of Medicines And Health Technologies 

Problems in these areas are magnified in urban areas due to such issues as the black market, unregulated quality, minimal regulation, and the quantities needed to deal with large populations.
6. Health Care Financing 

Financing in urban areas faces many issues due to cost, the predominance of the private sector and lack of adequate public health care planning and budgets--diverse fee schedules, high out-of-pocket payments, insurance, delivery costs not well estimated.
7.  Health Service Delivery

Urban health services usually suffer from: limited primary health infrastructure, dependency on hospitals for primary health care, huge variation in quality of care, limited effective regulation in terms of licensing and accreditation, and communication breakdown between facilities and providers.

New Urban Health Paradigm (Trudy Harpham, ICUH 2008) 
A new paradigm is proposed to deal with urban realities. Multiple causations need to be considered including both social and economic determinants. Concepts of inequity and social capital need to influence implementation so that diverse needs are met and maximal sustainable mobilization of resources achieved.  This approach means that each city needs to be seen as a whole so that each slum or neighborhood is not seen in isolation from all the forces that constantly remodel it. All major disciplines-- social science, epidemiology, public health,  urban planning and policy (as appropriate to each circumstance)--need to be applied in a practical integrated manner and multi-sector partnerships built across a plurality of providers so that solutions address real problems. 

A Call to Action was proposed to use Urban Health as a catalyst to meet MDG 4 and 5 These steps were proposed:

1. Determine the global urban burden of infant and under

    5 mortality, with a focus on the urban poor

2. Foster development of national level urban policy,

    strategy and plans for MNCH

3. Identify high burden target countries and a subset of cities to

    develop the urban evidence-base for delivering MNCH

4. Support development of urban (slum) surveillance and

    information systems to monitor progress

5. Convene multi-sector municipal planning in selected

    cities, focused on the development of urban health systems

6. Develop coordinated urban plans across MDGs: 4, 5 and 7.
An urban based research agenda was proposed to help these processes. Illustrative research actions would include:
• Expand information base on the “urban poor”

• Undertake systematic studies of urban morbidity and mortality

• Cost and evaluate integrated urban MNCH package delivery

• Document quality of care

• Evaluate diverse incentives and payment with regard to outcome

• Evaluate public-private health partnerships

Understanding Urban Health Systems

Producing Health Outcomes in a Complex Environment

by

Dan Kraushaar. Former senior health advisor Gates Foundation
Good policy is essential if urban health systems are to be strengthened in all the seven areas mentioned in the previous presentation, good health outcomes achieved and the MDGs meet. Dan Kraushaar’s presentation addresses specific variables that can be manipulated to produce this underlying good policy.   His presentation with illustrative examples is included in the accompanying file 7.Kraushaar APHA 2009 policy levers.ppt.

Key points from this presentation are:

There are 5 Interacting Variables that can be manipulated at policy level: 

financing, organization of health services, payment and incentives, regulation, influencing beliefs, preferences and care seeking.

1. Financing: 

Sources of funding for health services for different income groups need to be tailored to the ability of each group to pay and the health implications for all of different types of health needs not being met. Common funding sources are taxes, out-of-pocket, social and private insurance.  Given the available sources of funding, ability of clients to pay and local health needs (seen in both public health and personal terms)  

· What are the services to be funded from public resources? 

· Who do you target to benefit from the services? 

· What policies should be created to influence the most appropriate macro organization of financing to improve equity and risk sharing?

2. Organization of health services

This organization can affect who has real access to health services. Cultural and other factors in addition to economic ones can affect who can and actually does use the services provided.

Important factors that can be influenced through policy are: 

· the mix of health providers (public, private or a combination of providers);  

· what services are provided by the public sector and which by private providers;

· who should own health facilities and 

· to whom should they be accountable for their performances. 

For all services and facilities-especially private ones- it is important to hold those providers accountable in achieving societal goals. Ownership-real or virtual through control of funding- is important because it determines the objectives which will be pursued by organizations. 

3. Payment and incentives

Influencing how providers are paid and the incentives built into that method of payment. Incentives affect provider behaviors generally and specifically:

· How providers interact with consumers

· The quality of services provided

· The amount of money spent on health

· The distribution and retention of the work force

· The coordination of services

· The type of service provided. 

4. Regulation

Regulation includes the full range of legal instruments with which governments influence individuals and providers and what they do and how they act.

Three major purposes of regulation:

· to provide safety protection for the general population

· to enhance social equity by assuring everyone has access to basic health care

· to correct market failures.

5. Shaping beliefs, preferences and demand: marketing to influence lifestyles 

Elaborate methods- e.g. making the desired behavior a more rewarding or easier thing to do through advertising- exist in urban areas to shape people’s values, beliefs, preferences, expectations and lifestyles.  Few of these methods are used as a public policy tool.

These methods have influenced people’s lifestyles, their care seeking and ultimately their health status. Those same methods can be instruments of public policy.

The above 5 variables can be seen as “control knobs” that can affect urban health system performance, can determine who benefits from public subsidies and the level of health that results. They can be used as instruments to affect health system performance. They can influence both supply and demand and can be used to predict system performance.

Donors

Donors are driven to fund by:  evidence, trends, burden of problem (quantification), political imperative, and the presence of clear and compelling gaps in current efforts to address the problem.   Key evidence includes such details as: the extent of the problem, location, equity issues, and effectiveness of interventions and programs.

The current state of urban health

Our evidence base is relatively weak. A political imperative is not yet present. There is a misperception of the extent of the health burden. Current trends are not clear and systems for measuring it are not well developed. [One could say that we are ignoring the ever growing elephant in the room in the mistaken hope that it will not sit on us.]

Large group discussion focusing on previous presentations

Key points that arose through discussion are listed below by their area of focus.

Urban versus rural health

There should be no wall between urban and rural health care – both need to be addressed. Though different systems are needed for delivery of health in urban and rural areas, planning for both and interaction between the two areas can be addressed at a national, city and provincial level, as appropriate to each local situation.  The general consensus at a recent conference on urban health in Nairobi was that there is a huge need to address growing urban poverty and the challenges to governance accompanying this uncontrolled growth. It is not clear whether as much donor financial resources are now being placed into urban areas as rural areas. It appears that we are in the early stages of waking up to and addressing the issues of urban health. 

Conceptually there has been interaction between health systems for urban and rural areas (for such issues as migration and referral) but in practice this interaction needs to developed better through pursuit of such issues as better use of information technology. Under MDG8 there should be development of partnerships, rather than competition between urban and rural health systems. The evidence is not clear as to whether donors overall place a higher priority on urban versus rural health systems.

Donors

Are not always neutral politically and so fund accordingly.  They invest to achieve, usually measurable, outcomes in a limited period of time, rather than slower, but perhaps more locally owned sustainable outcomes over longer periods. Public health generally has not done a good job demonstrating to donors what they have “bought” in donor terms–especially the visual measurable return on investment.

Section 4         Dealing with Selected Challenge Areas

The workshop addressed selected challenge areas through small group work reported back in plenary. These areas were: Urban HMIS, the Private Sector, Equity, Incentives, PHC competencies for urban health and Scaling Up. Each group reported in the plenary in relation to several common themes: a description of the challenge area; the evidence base in relation to this area (if any); the results of experience-based approaches, and potential new solutions in this area.

1. Urban HMIS and Mapping for Coverage

The urban health information system (HMIS) guides policy. It has many useful aspects that enable: definition of clients and the interplay of the many factors that determine their health; client access to and use of service, and definition of the determinants that affect social as opposed to physical access to services. GIS is a recently used component that enables mapping for coverage. The current evidence for urban HMIS is weak. Minimum data standards, ICD codes, DSM codes, and health metrics to be used need to be standardized. A balance needs to be developed between clinic-based and population-based databases and linkages established with databases from other sectors including vital statistics. Privacy issues also need to be addressed. GPS, GIS and new software approaches are potential new solutions that can improve programs and data. Household panel surveys can be used to complement clinic data and the internet used for information dissemination. However, technology is not an answer by itself but rather only useful to the extent that the data it collects is analyzed and applied correctly. 

2. Private sector

This sector was defined as that which provides non-public service usually but not always guided by profit maximization. The challenge of this sector is how do we enable its positive factors while minimizing the negative aspects? Areas of concern are: achieving value for money; balancing profit motives with good standards for clients; addressing societal values;  limits on government ability to regulate and enforce (if needed) standards for access, quality, and  accountability. There is mixed evidence of the success and failure of public private partnerships and controlling services through incentives. 

Potential new solutions include: changing incentives, increasing public accountability, improving the ability of senior personnel to regulate and provide supervision, and continuing education of the providers, their managers and clients to shape personal/cultural beliefs and preferences, and improve demand for quality.

3. Equity

Equity is concerned with the factors which limit the access of the poor, especially women, to quality preventive and curative health services. Where some care is available the poor may have no say in determining its quality.  There is evidence that reaching all households regularly ensures that at least some reasonable degree of equity is achieved.  

Issues from many sectors need to be considered to improve equity: land issues (lack of ownership by urban poor), lack of social capital, lack of awareness of rights and entitlements, lack of community organizations and infrastructures. Potential new solutions include programs to build social capital, organize community, identify and strengthen leaders, and build new programs based on the experience from successful model programs.

4. Incentives

Incentives (monetary/non-monetary) for health care providers are concerned with the motivation, performance and retention of CHWs, [members of community organizations, health care and other professionals including managers in the public and private sectors. 

Incentives for mothers and other clients is of course another major area that the participants chose not to include here due to time limitations]  Community is not well defined in urban areas and caregivers might not be able to be reached during evenings or when not on official duty. Incentives need to motivate health care providers to develop caring attitudes so that systems provide someone to meet community members major needs whenever they occur especially in emergency situations “after hours” when many preventable deaths occur. The evidence base for the effectiveness of incentives was considered “controversial” with that which is available more from rural than urban areas. Effective incentives include: building self-esteem or recognition for work well done– these incentives can be more motivational than payment. Some apparently successful incentives for CHWs include means to “do their job” such as giving a bike for work. Potential new solutions include use of the Care Group model in urban area.

5. New PHC competencies for urban health

Delivery of quality urban health care can be facilitated by developing urban health skills training tracks for the various health workers working there.  The different roles of professionals, community health workers and policy makers need to be considered in developing these tracks. The evidence base suggests that these topics should be generally adapted and included: projections of population growth, poverty growth, disparity; application from rural health to urban health; the WHO commission on social determinants; and integration of agencies and effective governance. Online learning can be used to reach more people. Instead of focusing on quantity we should focus on quality.

Potential new solutions mentioned included: organizing/advocating for populations, interdisciplinary involvement, empowering community health workers, translating lessons learned from rural to urban settings, and from the US to international settings and vice versa.

6. Scaling up

Scaling up involves spreading health care approaches that have proven successful in limited areas to larger area. Programs that can be successfully scaled up usually: 

· involve the use of  evidence based interventions using simple technology that can be maintained locally;

· are of affordable cost on a large scale;

· require a limited level of basic and ongoing training that can be given and received through local resources, processes and communication channels; 

· can be managed by local competent managers;  

· allow local experimentation/adaptation; 

· are sustainable on a large scale in the target demographic area through the resources that planners know are likely to be available ; 

· must be culturally appropriate (as these issues are magnified during scale ups);

· need to be planned and evaluated, with subsequent scale up in mind, at the stage of the planning of the original pilot project.
There is some good evidence that urban health programs can be successfully scaled up. For example:  immunization campaigns in many large cities; the use of ORS in Bangladesh urban areas by BRAC or the scaling up of ORS throughout Egypt funded by USAID. The components of successful scale up by BRAC have been mentioned above (Page 17). Potential “new” solutions mentioned include: applying and adapting to local circumstances the lessons learned and the methods proven in urban Bangladesh by BRAC, and making maximum use of human resources from within the community. The latter can be aided by strengthening organizations involved in urban health- government, private and those within communities,- to implement this BRAC methodology and deal with constant change through building local learning organizations. [By the latter, a particular approach is intended combining Senge’s principles of building learning organizations with those of Appreciative Inquiry. In this process, properly facilitated, a common vision and a positive adaptive incremental approach to planning is developed; teams are built and all key stakeholders grow to appreciate the strengths of the members of their team and other organizations and their interdependence] 

Concluding Remarks

This session was led by Diana and Paul. Content of this session included an overview of the highpoints of the day’s presentations and 

thanks to all presenters, participants and organizational staff and the completion of evaluation forms 

Key points:
· The workshop looked at context of what is happening globally in urban settings. Clearly the greatest need in these areas is interlinked with urban poverty.
· Health programs can partly address this need but a multisectoral approach is clearly needed.
· Megacities have specific needs and can present specific hubs of innovation that can be used for smaller cities. 

· While cities can be a nexus of dysfunction adding such complexities as crime, such causes of dysfunction can be overcome if organizations work together with a shared vision.
· Community health workers and community level organizations are essential partners in urban health.
· Good policy and committed political will are similarly paramount.
· Providing basic infrastructure – such as water sanitation/sewage systems- is also key.
· Improvements in urban health systems are unlikely to achieve lasting improvements unless a systematic approach is followed addressing all the key components of health systems--human resources, health information, management of medicines and health technologies, health care financing and health service delivery. Community members can be mobilized as key partners in all these areas.
· Dr Siad Habib requested that key presentations from workshops like this be made available “virtually” for his workers in Afghanistan. Perhaps there may be some scholarships for a few of his staff to attend ongoing education/dialogue in the US.
TOOLS FOR URBAN CBPHC

This year we invited participants to make small group presentations on “tools” that could be used to strengthen urban CBPHC. We define tools broadly to include methods and instruments across the array of implementation:  mapping, survey and data collection instruments, job aids, supervisory and quality checklists and materials geared to minimally literate CHWs. This session ran for one hour after lunch. Most presentations ran for less than thirty minutes including time for discussion and so could be repeated. Outlines for each presentation, as provided by their facilitator are listed below.
Creating a Map Using Google Earth and a Field GPS Unit

Sandy Hoar

npaseh@gwumc.edu
The presentation showed step-by-step how to create a simple map by translating the data from an inexpensive field GPS unit to the free downloadable Google Earth.  Labels and pictures can be included, the image can be printed, emailed, saved as a; pdf, or placed into PowerPoint.  The data also can be placed into an Excel spreadsheet to be used in a full GIS (geographic information system). 

Appropriate Technology to Test for Potable Water and Point-of-use Water Treatment 
Angela Brown 
npaseh@gwumc.edu
The presentation showed how to test for potable water without the need for electricity, expensive equipment, or extensive education. It also showed how to explain that clear water may be contaminated and methods for point-of-use (home) sedimentation, filtration/clarification, and disinfection.  Resources in different languages were given.

Finding Hungry Children 

Priscilla Benner   Mama Project  mamaproject@enter.net
Based on the new WHO International Growth Standards, we have constructed tables and tools for rapid assessment of children's nutritional status in resource poor settings such as urban slums. 

Growth is a major indicator of the health of the individual child and of the community. New international growth standards childhood now exist that give guidance for growth of children up to age 19.  However, growth charts can be confusing to parents and volunteers.  For this reason, our program has designed tools to help our staff and volunteers to better accurately assess nutritional status both for the purpose of the care of the individual child, and for assessing the situation of the community. The data can help us to choose where to focus efforts, and also to document impact. 

Nutritional Anemia is not just an indicator of Micronutrient Malnutrition, but also an indicator for the cumulative burden in the community of diseases such as malaria, and intestinal parasites. Maternal anemia is a strong predictor of mortality.  For this reason, a tool for the rapid and inexpensive estimation of blood hemoglobin can be of value for both the individual and it is a quantifiable indicator of the health of the community and impact of interventions.
Migration Dynamics and Urban Health: How to assess role of rural-urban linkages in reducing health inequalities

Charles Teller, Senior Scholar, Population Reference Bureau and Visiting Professor, Institute for Population Studies, Addis Ababa University, Ethiopia (cteller@prb.org)

Key Tools:

1- Definitions of Migratory Status and Mobility: Permanent, temporary, seasonal, circular, commuter; refugee, displaced person (IDP), homeless, etc.

2- Community-based migration collection tools: census, enumeration, registration, surveillance, rapid survey, event-history migration surveys, routine health statistics, etc.

3- Linkages analysis: comprehensive studies to understand role of social, cultural and geo-spatial networks in the lay-referral system and access to health services and environmental health.

Main points: The developing world is rapidly urbanizing, and with lowering fertility, the main dynamic is becoming rural-urban migration. There is debate over the relative health status of poor urban populations versus their rural sending areas, and most studies still show the urban poor have better (and improved) health status than the rural poor*. That is probably due to the positive selectivity of permanent rural-urban migrants compared to temporary or circular migrants. Health programs need to identify and monitor different migrant and non-migrant segments of the urban poor and understand the role of socio-cultural networks, neighborhoods and rural-urban linkages** in negotiating their lay-referral system and accessing the modern health system. Tools from a case study from 5 major regions of Ethiopia on Migration, Health, Gender and Development are presented to illustrate the point***.

-----------------------------------------------------------------------------------------------
*Montgomery, M. R. and A. C. Ezeh, 2005. “Urban Health in Developing Countries: Insights from Demographic Theory and Practice”. In Sandro Galea and David Vlahov (eds), Handbook of Urban Health: Populations, Methods and Practice. New Jersey: Springer, Chapter 17, pp. 317-360. 

**Gete Zeleke, P. Trutman and Aster D. (eds.), 2007. Fostering New Development Pathways: Harnessing Rural-Urban Linkages to Reduce Poverty and Improve Environment in the Highlands of Ethiopia, Addis Ababa

*** Teller, C. and Melaku Eshetu, 2000. ”Migration, Urbanization and Health in Ethiopia: Health Situation Comparison Before and After Migration Among Different Migrant Status Groups,” Population Assoc. of America Meetings, March.

elearning Materials as a Resource to Support Global Health

Tom Hall thall@epi.ucsf.edu  and  www.globalhealthedu.org
The Global Health Education Consortium has been developing various educational tools to increase the reach and effectiveness, and reduce the cost of education through the use of eLearning.  This session will review the merits, limitations, prerequisites and resources relevant to eLearning.  While not focused specifically on urban health, the session will have high relevance to those working in this field. 

The link to >80 eLearning modules http://globalhealthedu.org/resources/Pages/default.aspx
So Close Yet So Far - A Tool For Closing the Gap Between Urban Communities and Clinics  
Richard Lamporte  rlamporte@jhpiego.net
This presentation provided a practical discussion of Jhpiego's urban health programming framework, called Community Problem Solving Cycle (CPSC).  The CPSC is tailored to optimize generating local solutions to local problems, while also drawing on evidence-based interventions to maximize results.   The presentation outlined the CPSC, addressed how it specifically focuses on closing the community-clinic divide and draws on local assets to sustain interventions.  
The CPSC is tailored to optimize generating local solutions to local problems, while also drawing on evidence-based interventions to maximize results.  It is designed to expand understanding and joint action across communities and clinics, while also allowing for customized interventions in both spheres.  It is a tool, not a recipe, where how one implements with whom is as important as the concept itself.
Connecting Partners and Priorities for CBPHC   

Henry Perry, heperry@jhsph.edu. 
This session was based on the ideas and strategies developed by the CBPHC Sub-Working Group on Funding, Research, Programs and Training since the 2008 APHA meeting.  These included in-depth discussion of five tangible “products” we believe will achieve our goals. This session was be used to actively connect other members into their realization. 
Electronic Resources Available On Internet
Melvyn Thorpe from Johns Hopkins Bloomberg School of Public Health also emailed in links for intern based resources for CBPHC, (many free) for us to share. These links are:

http://www.jhsph.edu/delta_omega/Internet_Resources/programs.html
http://www.jhsph.edu/delta_omega/Internet_Resources/onlinedata_computing
� All PowerPoint presentations at this workshop were edited down to be no more than 500 Megs as is required to conform to APHA website size limitations without loss of key content.


� Please ignore slide numbering in the commentaries accompanying each slide.
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