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Introduction

This paper focuses on anumber of key issues that have
emerged in the interaction between environment, de-
velopment and health over the past decade. Many of
the issues stem from the intricacies of the relation-
ships of health with the physical and biological envi-
ronments and the nature and scale of human activ-
ities. Many of these were spelled out in the 1992 report
of the World Health Organization Commission on
Health and Environment, Our planet, our health
(WHO, 1992). However, the decade of the 1990s has
wilnessed a number of specific trends that have had
yet further impacts on the interrelationships among
cuvironment, health and development and many have
affected the very course of development itsclf. These
include continued rapid urbanization, meagre success
in addressing the problems of poverty, the (ransition
of post-socialist economies, the etfects of structural
and economic adjustment policics, health sector re-
form and cost recovery, These have at limes operated
specifically within the health sector and, at other
times, broader policies of economic restructuring
have impacted on entire national and regional poli-
cies. Their elfect has often been to restrict countries’
public sector expenditure and their concomitant abil-
ities to implement cnvironmental improvements.
This puper conlines itself in the main to health im-
pact and outcomes of these phenomena although it
should be stated at the outset that they are often diffi-
cult ta disentangle {rom the wider impacts on devel
opment as a whole. In addition, this paperidentifies the

contributions of others in this special issue in the com-
plex field of health, environment and development.

It sets the context for the papers that follow in this
collection, It is not, however, feasible to provide in a
single paper a comprehensive overview of environ-
ment, health and development. Rather, the paper
identifies a number of main issues and areas of con-
cern. These include communicable and vector borne
discases; epidemiological transition including popula-
tion ageing; and the nature of health and health care
under conditions of social and economic transition.

Key issues in the relations between environment,
development and health

The classic conceptualisation of the interactions be-
twoen cuvironment and health involves a tripartite re-
lationship between the physical environment and bi-
ological environment and the nature and scale of hu-
man activities (WHO, 1992). These three components
interact and have effects on human health, sometimes
positive and sometimes negative. This can, broadly
speaking, be seen in three contexts: the negative effects
of industrial development in the past, the removal of
negative effects 10 other, often less developed coun-
tries by exporting waste or by transplanting polluting
production processes, and the impact of development
projects on human health (health impact assessment).

A key issue relates to the scale of the above envi-
ronmental changes, Many health impacts related to
the ¢cnvironment occur at a global or at least a regional
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scale. However, people live and have their daily activ-
ities at a local scale. So what is crucial for well-being is
what is happening in local environments. In this con-
text, urbanization, poverty, service provision, disease
profiles and the like become critical in the face of su-
per-regional or cven global environmental change.
Consequently, it is cracial to view the local expression
of environmental change in its wider global context
and to see the interdependence which underlies local-
ly unique situations. Health geography is well suited
to conduct such research.

Another set of issues revolves around economic re-
form, economic and structural adjustment, health sec-
tor reform and the impacts on health and weli-being.
This is particularly important today in the context of
the indebted countries many of which are in the poor-
er Third World, and those in transition, mainly former
communist countries in Central and Eastern Europe.
There is relatively little evidence of the direct impacts
on health of these policies although the suspicion is
that economic and structural reforms often impact on
the poorest and most vulnerable groupsin any society,
who are most dependent on public sector expenditure
and support. When economies are re-orientated tore-
duce such support and to emphasise the role of the
market and free enterprise, there is great concern that
social and spatial inequalities will be exacerbated.
Even structural adjustment policies implemented
*with a human face’ may fail to protect the most vul-
nerable from the effects of retrenchment.

Special attention must be paid to the relations be-
tween urbanization, urban and peri-urban growth, en-
vironmental change and impacts on health. These are
all very closely bound up with population change and
movements, and especially the socio-economic devel-
opment of growing urban populations in developing
countries {Harpham 1994; Harpham & 'lanner 1995;
Verhasselt 1997). A key factor in improving or disad-
vantaging health is seen as poverty, particularly in de-
veloping countrics in which rapid urban growth has
been accompanied by massive urban poverty (Draka-
kis-Smith 1996, 1997). The process of urbanization is
widely regarded as one of the majaor global environ-
mental changes directly affecting human health today,
but the actual impacts of urban environment on health
are complex and still relatively poorly understood (Ste-
phens 1995; Verhassell 1997). The problem is in part
definitional, as definitions of the urban environment
tend to be physical and exclude the complex social as-
pects of the process. Stephens (1995) calls for a real
commitment to rethinking the management of cities to
address health issues and multiple deprivation. This is
echoed by many other authors, with regard to vulner-
able people in particular in the urban environment,
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such as children and their parents (Hardoy et al. 1992;
Sattcrthwaite etal, 1996). Indeed, a new environmental
agenda is needed for cities, which enhances the capac-
ity of city authorities, NGOs, community organizations
and others to identify and address their environmental
problems. Without this approach, it is likely that the
scale, complexity and ramifications of urban and devel-
opmental issues will remain intractable. However, ex-
penditures and policies oriented to improving environ-
mental and public health in many developing country
cities are undoubtedly threatened by economic crises,
structural adjustment and the sheer weight of human
numbers in rapidly expanding cities.

Epidemiological transition and population ageing

With increasing life expectancy in parts of the devel-
oping world, the classical WHO definition of health as
‘a state of complete physical, mental and social well-
being and not merely the absence of disease or infir-
mity’ should be translated into a value estimate of
quality of life and be broadened to include an indica-
tion of the so-called ‘healthy life expectancy’.

With the increase of lifc expectancy, the phenom-
enon of growing proportions of the elderly population
is no longer a “privilege’ confined to Western industri-
alised countries. Many developing countries, especially
those in the rapidly industrialising middle-income
group, are now experiencing a similar situation (Phil-
lips 1994: Phillips & Verhasselt 1994: UN 1996). This is
accentualed by the change of social structures conse-
quent upon urbanization and cconomic development.
It involves a trend towards the constitution of nuclear
families in an urban environment, due in part to limited
living space and especially to social preferences which
move away from multi-generation households. Tn
countries such as China, strong population policies
such as the one-child policy, will cxacerbate population
ageing and changing family structures, even if helping
to curb population growth (Bartlett & Phillips 1997).
However in the countrics of Central and Eastern Fu-
rope the environmental depletion of the past decades,
the stress of the transitional stage and the breakdown
of the existing system of public health interact, result-
ing in a decreasing life expectancy and probably an
even stronger decrease of quality of life.

The epidemiological or health transition is now well
advanced in many countries, especially amongst mid-
dle-income countries in the developing world, and the
emergence of ‘madern’ morbidity and mortality pro-
files is clearly to be seen (Phillips 1994; Frenk et al.
1996). This means that chronic and degenerative dis-
eases — heart diseasc, cancers and cerebrovascular
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disease — arc hecoming major causes of death and dis-
ability. With demographic ageing also now clearly evi
dent in many populations, the diseases and needs of cl-
derly populations are coming to the fore. Indeed, WHO
{1997) estimates that chronic diseases are responsible
for more than 24 million deaths annually, almost half of
the 52 million deaths. Global epidemics of cancers,
heart disease and other chronicillnesses are forecast. In
terms ol development, it is important to recognise the
needs for developing countries to provide resources for
these conditions, and Lo train statf and other expertise
[or the future. At present, many countries, especially
the poorer ones, are in a type of delayed transition, in
which their populations — or sections of them — arc at
risk from both infectious and chronic conditions, a sort
ol double jeopardy. Until such time as environmental
improvements, public health provision and poverty re-
duction enable thesc countries to progress bevond this
stage of transition, resources will be needed [or all types
of disease and conditions, placing extra burdens on al-
ready strained countries,

Communicable and vector-borne diseases

1t is tempting to think that, as the epidemiological
transition proceeds gradually towards its late stages in
which chronic and degenerative diseases tend to pre-
dominate, there is no longer any significant threat to
human health from infectious, parasitic and vector-
borne diseases. Vast advances have been made in re-
cent ycars in an understanding of the modes of trans-
mission and the means of control of many of the previ-
ously highly feared lifc-threatening infectious discas-
s, such as tuberculosis, malaria, leprosy and diar-
rhoeal discases. However, it is incrcasingly apparent
that many populations, particularly the poor in devel-
oping countiies, are still subject o these and numer-
ous other infectious and parasitic diseases. These pop-
ulations oflen also face the double jeopardy of the de-
layed epidemiological transition, subject not only to
chronic diseases of modernisation but also to the in-
fectious discascs, now relegated to a minor place in
most developed countrics, not o mention exposurc to
the perils of often largely unregulated industrialisa-
tion (Bobadilla ¢t al. 1993; Phillips 1994; Lankinen et
al. 1994; Harpham & Tanner 1993).

Inmost regions of the developed world, infectious and
parasitic diseases account {or under 5 per cent of all
deaths. TTowever, in many of the developing world
countries, and increasingly in Central and Eastern
Europe, itis not uncommon to see communicable dis-
cases contributing a much higher percentage of
deaths and certainly contributing substantially to loss

of disability-free life. There has been a marked real-
isation in receni years that the battle against infee-
tious diseases is not over (Phillips & Verhasselt 1994,
Lankinen ct al. 1995). The World Health Report of
1996 [ocused on this issue and has some remarkable
statements. Until a few years ago, there was optimism
thal the long struggle against infectious diseases was
over; this cautious optimism may have turned into ‘a
fatal complaccney’ that is costing millions of lives ev-
ery year. Indeed, the papers in this issue of GeoJour-
nal illustrate that, in many countries and environ-
ments, communicable and infectious discases are still
very significant and even resurgent. Dengue, cholera,
diarrhoeal diseases amongst children, and many other
diseases aresull rife. Antibioticresistance, new strains
ol infections, new infections such as HIV/AIDS and a
number of little-known but lethal threats now cxist.
Geographical mobility also means that diseases once
spatially fairly restricted are now at times striking in
regions once thought safe. “The re-emergence of in-
fectious diseases is a warning that progress achieved
so far towards global security in health and prosperity
may be wasted” (WHO 1996, p. 2).

Iris surprising 10 many that the mosquito is, even at the
end of the twenticth century, identified as ‘public
health enemy number one’ (WHO 1996). WHO notes
that it is the vector for many important diseases, includ-
ing malaria, dengue and vellow fever, Together, these
cause millions of deaths annually and hundreds of mil-
lions of cases. Malaria alone 1s estimated to have 300
500 million cases per annum, %0% in Africa, and be-
tween 1.5 and 2.7 million deaths. Amongst all infectious
discases, malaria continucs to be one of the largest con-
tributors to the burden ot discase. Similarly, dengue is
of incrcasing importance and is rapidly spreading in
many areas, flourishing in areas of poor housing and
cnvironmental sanitation. fris the most important mos-
quito-borne viral disease. As many as 2,500 million
people in all continents except Europce are at risk and
there are an cstimated 20 million cases annually. Dif-
ferent species of mosquito are involved in these diseas-
es and some, such as those involved in the spread of
lymphatic filariasis and Japanese encephalitis, have
specific habitats and very particular environmental re-
quirements. These render their control very complex,
because it generally requires sustained efforts on the
part ol many participants; public hcalth, public services
and individuals. A key geographical fcature is that
mosquitoes are frequently extending their areas of n-
fluence over humans. Increased populations are ex-
posed to them, both from international travel but espe-
cially from forest clearance and agricultural and sctile-
ment expansion, as well as irrigation and water
schemes, The health impact assessment of such pro-
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jects therefore gains huge relevance and has crucial ge-
ographical and public health implications (Birley
1995). Climate change may also be extending the areas
in which mosquito and other vectors can survive, open-
ing a whole new area of environmental epidemiology
for spatial research (often combining epidemiological
skills with knowlcdge of GIS).

A number of other infectious diseases are also on the
increase and many are very intransigent. Tuberculosis,
often associated with co-infection from HIV, has over-
whelmed many control programmes, and not only in
developing countries. Drug resistance and paticnt atti-
tudes often make its treatment very difficult. Other in-
fectious discases can also be addressed with immuniza-
tion programmes, including diphtheria, of which an out-
break spread in the early 1990s from Europe to the
Western Pacific. Tragically, diseases such as leprosy still
afflict a number of poorer countries although progress
is being made towards its climination with multidrug
therapy. Polio eradication may be in sight and there has
been areduction in cases of about 83 % since 1988; it has
effectively been eliminated in a number of regions in-
cluding the Americas, and very much reduced in most
of Europe, although outbreaks in the Russian Feder-
ation have required focused attention. Other new or in-
creasing infectious diseases such as somc Scxually
Transmitted Discases (STDs) and HIV/AIDS do not,
sadly, seem to hold out the hope of a vaccine or reliable,
affordable, drug therapy in the near future. For the time
being, their centrol seems to be dependent as much up-
on changes in social and sexual behaviour as on ad-
vances in medical science (Orubuloye et al. 1995; Awu-
sabo-Asave et al. 1997).

Numerous other infectious diseases occur individually
and in epidemics and many rely for their futare control
(their climination being unlikely) on improved public
and environmental hygiene and the reduction in pover-
ty. These include diarrhoeal diseases, especially
amongst children and infants, cholera and cpidemic
dysentery, as well as schistosomiasis. Virtually all are
associated with poverty and/or poor environmental
health. Food safety, in terms of preparation and stor-
age, and water quality, has also become a high priority
for many development agencies and the WHO.

Economic adjustment & health sector reform in
developing countries: impacts on health and health
care

Many countries particularly in sub-Saharan Africa,
Latin Amecrica and the Caribbean and increasingly in
Asia, have over the past decade or so either sought or
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had imposed on their economics by international
agencies various forms of ‘economic adjustment’ in-
volving stabilisation and structural adjustment pro-
grammes (Weil 1990; Asthana 1994; Messkoub 1992)
The underlying reasoning is that the ‘debt crisis’ arose
out of incfficient economies, unproductive bureau-
cracies and the lack of ability 1o cope and competce in
international markets. The aim of economic adjust-
ment policies is ultimately 10 reverse such perceived
inadequacies and to improve economic performance.
They are therefore intended to increase cconomic
growth, address balance of payments problems and
generally enable structural changes within national
economies. These policies have generally required
long and short term restructuring of economigs and
the expenditurcs therein. Principal features have
been austerity measures, devaluation, redirecting ex-
penditure from consumption and curtailed public ex-
penditurc. This has generally meant the reduction of
support for major public sectors and activitics such as
education, health, welfare and food subsidies. Eco-
nemic stabilisation programmes would ollen focus on
the removal of short term budget deficits; structural
adjustment policies (SAPs) aimed for economic and
structural changes in the longer term and included be-
lief in and reliance on trade liberalisation and priv-
atisation. The focus has usually been on improving the
productive sectors. The exponents of cconomic ad-
justment have tended to place reliance on the suppos-
cdly efficient operation of the free market and so-
called neo-liberal economic policies, particularly the
liberalisation of markets to promote export earnings.

However, as noted earlier, the effects of economic ad-
justment, particularly with its emphasis on retrench-
ment of public expenditure, may impact disproportion-
ately on the poor and those most dependent on the
public sector for employment and its services. Many
have feared that austerity and SAP programmes will
have deleterious effects on health, especially of the
poor and vulnerable groups in developing countries
(Starr 1994; Ugalde & Jackson 1995; Reed 1996). Ex-
penditurce on public health and infrastructure would be
likely to be curtailed and nutrition would also suffer.
Evidence is mixed as to the real impacts of SAPs, as
some effects on health are longer term whilst others
may be immediate. Evidence of impacts on health is
poenctally direct aud reguires sensitive monitoring,.
‘Adjustment with a human face’ has been advocated by
some development agencies to minimisc the impacts of
the measures on the most vulnerable groups among the
poor, women, children and elderly people.
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Health and transition in Central and Eastern
European countries

The fall of communism left many of the countries of
Central and Eastern Europe with severe cconomic
problems and an instable political situation. Their
cconomies are in a process of transformation from so-
cialist planned states to a weslern-type regulated mar-
ket. Stale enterprises have been and still are being
privatised. The construct of total employment col-
lapsed with the end of state socialism and basic social
security had to be reorganized, leaving vulnerable
groups, such as women and unemployed older pcople,
as well as some groups of [ormer state employees, in a
difficult situation.

Not only is the economy being translormed, but the
whole fabric of society is affecied. Control over the
health care system is being decentralized and parts of
health care privatized. Public health, a government re-
sponsibility, is easily neglected in such situations. Tradi-
tionnally, most of the health care systems were relative-
ly well-staffed, in reality over-statfed, but the mix of
skills and specialisation is not that which is needed to
solve the current problems facing the population
{McKcce 1991). These health carc systems are now in a
process of transformation towards social insurance
based systems (Marrée & Groencwegen 1997). There
1s, however, a serious problem concerning the afforda-
bility of a broad social insurance system, covering most
of the population and most of the health services, Many
people and many employers will not currently be able
or wish to pay the necessary contributions.

The legacy of environmental pollution (Yarnal 1996)
and the economic recession and structural disorder
which followed the end of the communist period in
Eastern Burope and in the former Soviet Union, have
most probably a serious negative cffect on the health
situation, Life expeclancy among males decreased, re-
sulting in an increased sex diffcrential (WHO World
Health Statistics Annual for 1996; Nanda et al. 1993;
Philipov 1996). High rates of cardio-vascular discases
are often observed. Stress also leads to psycho-social
disorders, unhealthylile styles, such as smoking and ex-
cessive alcohol consumption and increased suicidal be-
haviour, linked with daily difficulties and the uncer-
tainly about the future. As in the former USSR, envi-
ronmental conditions have deteriorated with deleteri-
ous effects on public health (Malkhazova et al. 1997).
Pollution rates in these countries are the highest in Fu-
rope. In these circumstances, a reliable and smooth
working public health system is all the more necessary.
Health targets need to be adapted to new threats, tak-
ing account of the new situation created by emerging
and re-emerging diseases and by the changing health

situation and changing health status in the transitional
countrics.

Conclusion

A major issue in both developing and transitional
countries is that of sustainablce health. Health can to
an extent be regarded as an individual right but, at the
macro level, it can also be considered an output of effi-
ciently managed development.

Sustainability in health is based upon several com-
ponents such as food security, political stability, cnvi-
ronmental control and equal accessibility to good
health care. Generally, this invalves economic growth,
low fertility rates and broad development across a
range of sectors, including agriculture, industry, cdu-
cation, housing and welfare. The burgeoning burden
of poverty may in the short and longer term be affect-
ed by cconomic policics such as econoemic and struc-
tural adjustment.

Countrics all over the world have been implementing
*health sector reform’, often involving reduced direct
public exponditure, publie-private sector partnerships,
focusing of resources and the like {World Bank 1993,
Berman 1995). The ideca of reform is to increase effi-
cicney, equity and cffectiveness in the health sector and
health, which on the facc of it appears a very reason-
ablc objective. However, there is considerable debate
as to how far reform in any country has actually had
effects on health. There is little doubt that economic
crises, cpidemiological and demographic transitions,
dramatic political transtormations (in Eastern Europe,
China, Vietnam and Latin America) have often de-
manded some reform or redirection of the health sec-
tor (Zwi & Mills 1993; Cassels 1995). The debate often
focuses on the nature, speed and impacts of reform.
Cost effectiveness, quality and equity all need to be
considered and discussed. This is by no means only a
develeping country issue and, indeed, health sector re-
form is currently morce marked in many developed and
transitional countries. From a gcographical perspec-
tive. given its cconomic as well as service-oricnted im-
perative, health sector reform has the potential of exa-
cerbating geographical inequalitics. Hard-to-reach
places and difficult to service communities could suffer,
especially as thelr health care costs will be relatively
higher than elsewhere. Existing imbalances in provi-
sion of and access 1o good quality health care could be
worsened if a focus is on efficiency and cost effective-
ness, to the exclusion of cquity considerations. Collec-
tion of evidence of the impacts of health seclor reform
on actual health is at an early stage. However, the im-
plications for the design and implementation of pack-
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ages of essential health services and the importance of
burden of discase assessment for estimating health
need in the context of hcalth system reform are begin-
ning to become apparent (Bobadilla & Cowley 1995;
Lozano et al. 1995).

The health systems which in many countries should
offer protection against diseasc have. as WHO warns,
in extreme cascs, cither collapsed or have not ¢ven
been built. Health sector reform may increase effi-
ciency in some systems; however, elsewhere, the
health sector is suffering [rom vicissitudes of under-
Investment, neglect or privatisation, which may un-
dervalue public health and cxclude the most needy.
Evidence of these chianges in cconouies undergoing
rapid transition is provided in a number of papers in
this volume, drawing on evidence from countries as
diverse as Romania, Camhadia and Argentina.
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