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Executive Summary
This paper was developed as part of a study commissioned by the German Red Cross (GRC) on
Response to COVID-19 in Urban Settings. The wider study aims to answer the following four questions:

e What are the lessons learned from previous and current response to epidemics and
pandemics in urban settings?

e How did national societies/organisations position themselves in the response to COVID-19 in
urban settings?

e What capacities did national societies/organisations deploy in response to COVID-19 in
urban settings and were these effective?

e What were the gaps and opportunities that presented themselves during the response to
COVID-19 in urban contexts?

This paper aims to capture lessons learned from previous and current response to epidemics and
pandemics in urban settings through a document review. The paper provides a comparison of the
characteristics of different epidemic diseases and their impact on key areas (i) governance (ii) health
systems (iii) social and (iv) economic.

The history of epidemic diseases in urban areas has in part contributed to aspects of modern urban
planning, and certain elements of modern architecture have partly emerged in response to disease
outbreaks and measures to contain them. Modern sanitation systems, urban parks, building
ventilation and light are all examples of how infectious disease outbreaks have influenced urban
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Currently 56% of the world’s population live in urban areas’, with this set to rise to 68% by 2050
Approximately 24% of global urban populations live in slums and informal settlements. Urban poor
and slum communities are characterised by poor and over-crowded shelter conditions, high density
of population, poor sanitation (toilets, drainage) and limited access to clean water, often providing
conditions for the fast spread of epidemic diseases. They face not only the challenges of chronically
poor residential environments, the acute effects of an epidemic, but also the direct and indirect
impacts of the preventive measures that follow.

Limitations of the study included the lack of urban specific literature. To mitigate this, wherever
feasible an urban lens has been applied to more general lessons around epidemics to provide urban
specific learnings. Gaps in literature also highlighted an often inconsistent approach to research on
epidemic impacts, illustrated by a much greater focus on the health implications of
epidemics/pandemics than the broader governance, societal and economic impacts of disease
outbreaks.

The urban specific findings of the study are summarised below as they relate to governance, social
economic and the health of urban populations.

Governance

e The importance of communication during epidemics/pandemics in urban areas cannot be
overemphasised. The plethora of communication channels in urban environments is both
positive and negative. The presence of diverse communication channels in urban
environments allows information to be disseminated on mass. However, this can also be the
same route for the spread of mis-information. Ensuring that communication is targeted and
appropriate to vulnerable portions of the urban population, such as migrants or those living
in informal settlements is important (e.g. using languages that migrants use). In addition,
identifying trusted sources to communicate with targeted urban populations can overcome
mis-information.



Social

The greater distrust of government in urban environments and the natural fear of government
authorities by certain groups such as migrants and refugees that are concentrated in urban
areas coupled with the novel nature of many epidemics forcing regular changes in control
measures and policies may result in disobedience and breaking of control measures put in
place. This risks increasing transmission and increases in cases.

The fact that large segments of urban populations rely on daily wages and lack diversity in
income earning opportunities means that control measures imposed must be undertaken
concomitantly with economic support measures. These economic measures must be
undertaken with transparency and clarity on entitlements and avoiding delays or broken
promises of assistance which may ultimately result in a breakdown of law and order.

The mental health and psychosocial impacts of restrictions such as lockdowns, travel bans and
curfews is widespread. Urban environments are more policed, due to the comparatively
extensive resources available in urban centres (numbers of police stations, Officers and
material resources). This in turn can increase the isolation of vulnerable people such as the
elderly impacting on mental health wellbeing.

Overcrowding associated with informal urban settlements combined with epidemic control
measures that restrict movement and reduce livelihood opportunities in urban areas
exacerbate exiting GBV risk factors. The risk of violence against women and children can
increase as a result of fear of women to seek assistance due to the risks associated with
contracting the disease, closure of health facilities and social services. This emphasises the
need to maintain access to support services to vulnerable groups in the population.

School dropouts are more likely to increase in urban areas given the reliance of households
on the informal sector for livelihoods and the additional needs of households to secure
income. In addition, consideration should be given to gender disparity, given the heightened
risks of increased pregnancies and sexual exploitation of girls associated with school closures.
Programmes to incentivise school attendance should therefore be considered in tandem with
programmes that reduce the economic pressures on households, such as school feeding,
which often acts as a safety net for the most vulnerable households.

Economic

Health

The predominance of informal sector workers in urban areas with increased risk of
unemployment, absenteeism and costs of medical treatment; attributed to epidemic disease
outbreak and control measures imposed; as well as their lack of inclusion in social protection
mechanisms means that economic relief and recovery programmes should be prioritised.
Specific focus on countries that rely heavily on remittances is needed. Declines in remittances
as a result of repatriation of migrant workers predominantly employed in the informal sector
in urban environments has cut-off millions of households from vital income sources.
Ensuring that social protection mechanisms, particularly safety nets equally support rural and
urban populations and address the needs of the vulnerable in society in developing countries
should be a focus of future efforts to address epidemic/pandemics.

Maintaining rural to urban links is essential. Supply chains often involve the transport of goods
from rural areas to urban areas. This is particularly important for food commodities in order
to maintain food security.

Urban areas have conditions, particularly in informal and unplanned settlements for the
spread of epidemic/pandemic diseases due to poor sanitation, reduced access to water and
overcrowding. Risk awareness and mitigation measures can be communicated to urban
communities alongside material support, such as hygiene and sanitation materials and
improved water sources and systems to combat disease spread.



The rural to urban migration phenomenon experienced during epidemics/pandemics often
results from the greater availability of health services in urban settings as well as the stigma
associated with contracting the disease (more easily identifiable in rural areas). Ensuring the
health services are provided in rural areas and countering stigma should be key strategies
adopted to control the spread of disease.

Wealth and mothers education are the key determinants of vaccination coverage. While
evidence remains limited and is masked by generalised immunization data for urban areas,
wealth inequality between those living in informal urban settlements and slums and urban
centres and suburbs is indicative of likely disparity in immunization rates. Immunisation
should be designed in collaboration with all communities particularly those more marginalised
urban poor and slum-dwelling communities in order to include the specificities of the local
context.



1.0 Introduction

The history of epidemic diseases in urban areas has in part contributed to aspects of modern urban
planning, and certain elements of modern architecture have partly emerged in response to disease
outbreaks and measures to contain them. Modern sanitation systems, urban parks, building
ventilation and light are all examples of how infectious disease outbreaks have influenced urban
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However, as COVID-19 has shown, the poorest and most vulnerable in society often bear the brunt of
infectious disease, as well as the blame for epidemics. Geographic and urban approaches to
contagious disease have gone through phases of exclusion (e.g. leper colonies) and inclusion
(quarantined confinement areas), which were often rooted in class and racial discriminatory practices
to contain the poor/immigrants from infecting the rich during outbreaks, for example, the burning of
immigrant Mexican neighbourhood of Los Angeles during the bubonic plague in 1924%,

Currently 56% of the world’s population live in urban areas, with this set to rise to 68% by 2050,
Approximately 24% of global urban populations live in slums and informal settlements, with the
highest levels in sub-Saharan Africa (56%) and Southern Asia (31%)", with individual countries with
almost all of their urban population living in slums e.g. Central African Republic (96%, 2009)*".

Urban poor and slum communities are characterised by poor and over-crowded shelter conditions,
high density of population, poor sanitation (toilets, drainage) and limited access to clean water, often
providing conditions for the fast spread of epidemic diseases. They face not only the challenges of
chronically poor residential environments, the acute effects of an epidemic, but also the direct and
indirect impacts of the preventive measures that follow.

The current COVID-19 pandemic highlights the importance of ensuring that the specificities of urban
contexts are recognised given that over 90% of COVID-19 cases are occurring in urban areas™'. With
over one billion people living in informal settlements and slum-like conditions, COVID-19 is
exacerbating the vulnerability of these specific population groups™¥.

This paper was developed as part of a study commissioned by the German Red Cross (GRC) on
Response to COVID-19 in Urban Settings and aims to capture lessons learned from previous and
current response to epidemics and pandemics in urban settings through a document review. The
paper provides a comparison of the characteristics of different epidemic diseases and their impact on
key areas (i) governance (ii) health systems (iii) social and (iv) economic .

Recent calls by the Global Preparedness Monitoring Board for greater preparedness for a potential
“rapidly spreading, lethal respiratory pathogen pandemic”™, mention the amplifier effect and
vulnerability caused by urbanization, however, specific preparedness actions for urban settings were
lacking in its action plan.

Where the literature lacks urban specific data, an urban lens has been applied to more general lessons
around epidemics to provide urban specific learnings. Gaps in literature highlight an often inconsistent
approach to research on epidemic impacts, illustrated by a much greater focus on the health
implications of epidemics/pandemics than the broader governance, societal and economic impacts
of disease outbreaks.



2.0 Characteristics of Epidemic and Pandemic Diseases and their Importance

This section describes efforts made by the scientific community to define a pandemic and applies
these parameters to highlight the specific characteristics of epidemic diseases, specifically Zika,
Dengue, Ebola, SARS, MERS, HIN1 and COVID-19. The understanding of these characteristics is
important to analyse the likely impact on any population and the most vulnerable, many of which are
located in poor urban areas and slums.

2.1 What makes a Pandemic?

Between 2011-2018, WHO tracked 1483 epidemic events in 172 countries™. A meeting of National
Institutes of Health held at the beginning of the HIN1 pandemic, was asked to develop a more detailed
definition of pandemics beyond the simple definition of ‘a worldwide spread of a new disease’. They
proposed eight characteristics of pandemics (Table 1), which can be helpful in understanding the
critical components of the disease and their relationship and impact in urban areas™.

Table 1. Defining a Pandemic

Feature Description

1. Novelty/New Mostly unknown to the medical profession
2. Minimal population | Frequent absence of specific IgG antibodies
immunity
3. Explosiveness Determined mainly by size or density of population and factors related to type

of transmission, for example vector population

4. Fast disease movement | Type and speed of human transmission

5. Wide geographic | Social interaction of populations, widespread common source
extension
6. Infectiousness Ability of microbes to produce disease (minimal infective dose)
7. Contagiousness Proportion of completely asymptomatic cases, super-spreaders, and evident

and pathognomonic disease markers

8. Severity Need for hospitalization, artificial ventilation, or intensive rehydration;
chronicity or death

2.2 Why is it important to understand the Pathogen and its Impact?

Table 2 below applies the definition of a pandemic described above to recent epidemic/pandemic
diseases to determine the different characteristics of each disease.

Understanding the characteristics of the pathogen is important because a disease’s characteristics,
coupled with the control measures, determine the impact a disease will have on different parts of the
population. Some key characteristics of a pathogen and what they can tell us include:

o Age/sex specificity of the pathogen tells us how the community may be impacted. For
example, does the pathogen affect age and sex groups that are more family carers (e.g.
women or the elderly), the income earning age group of the population, or, as in the case of
Zika, particularly those of reproductive age and new-borns?

e Long incubation periods coupled with a high percentage of asymptomatic carriers, facilitates
transmission and makes contact tracing more challenging.

e High reproductive numbers R, and overcrowded conditions, as often found in urban
environments, increase the potential for a fast moving and explosive pandemic (Table 1).




High case fatality rates can create fear and panic within communities, whereas low case
fatality rates can create doubt in the community of the need for strict control, potentially
resulting in the flouting of rules and measures, heightening the risk of transmission and spread
of the disease.

Pathogen and disease transmission through close contact or air-borne require more
community and individual ‘behavioural compliance’, such as Ebola and COVID-19. They rely
heavily on effective communication to bring about these behaviours, rather than effective
physical interventions. Diseases that have the ability to be controlled by more physical and
environmental measures (e.g. Zika, Dengue), have the potential to be more easily controlled,
than those requiring more significant and extended behavioural change.

Understanding the characteristics of the epidemic disease therefore enables tailoring of

both policy and responses to cater for the needs of different population groups who may
be more at risk or more vulnerable to the pathogen.

The types and duration of measures put in place to control the epidemic or pandemic have an
important impact and interaction with urban populations. For example:

Those diseases which cause more extended lockdowns, shielding and quarantine go beyond
the urgent need for a short-term health response to the need for a longer multi-sector
response which supports lives and livelihoods more broadly.

However, novel or emerging epidemic/pandemic disease characteristics are often little is
understood about their characteristics often resulting in governments scrambling to
understand their characteristics and having to make policy decisions with minimal or
incomplete information.



Table 2. Characteristics of Different Epidemic/Pandemic Diseases

Characteristic

Transmission
Countries

Median Age

%
Asymptomati
C

Vaccine
Available

Main
Transmission

Incubation
Period
Average
Case fatality
rate

Ro basic
reproductive
numbers

Zika Virus Cholera Ebola Viral COVID-19 (SARS- H1IN1 (pdmO09)
Disease (EVD) CoV-2)
87 (2019) 34 (2018) 4 (2020) >100 (2020) 218 (Nov 2020) 29 (2003) 27 (2020) 214 (2011)
1970=9
32 (16 days- 23; 26 (all 28 (all ages) 12 (primary 59 (15-89) 35 (0-92) 43 (all ages) 20 (all ages)
100) ages) infection) and 20 Substantial
(secondary immunity in the
Infection) elderly.
80% 80% 1-19%;27% 40-80% 80-90% 13% 13-26% (could be 5-35%
higher in children)
Not yet Yes Yes yes (only for Yes (new) No No Yes
approved those previously
infected)
Vector Food/Water/ Contact with Vector (mosquito) Airborne Airborne Airborne Airborne
(mosquito) Hands blood, bodily Respiratory Respiratory droplets; Respiratory Respiratory
fluids of an droplets; Surface Surface contact droplets; droplets; Surface
Sexual infected person contact (less Not well contact (less
contact/ important) understood important)
blood
3-14 days 12 hours -5 8-10 days (2 -21) 4-10 days 5-6 days (up to 14) 2-7 days (up to 10) 5 days (2-14) 2-3(1-7)
days
8-10% 50% (no Average 66% (all 1% >1.6% 3% 35% 0.05%
16% perinatal treatment) ages)
FR < 1% (with
treatment)
3-6.6 1.7-2.6 1.5-2.5 1-65 highest in 1.5-3.5 1-2.75 1 1.46-1.48

sub-tropical




3.0 Learning from epidemic and pandemic disease outbreak impacts

This section details how the epidemic diseases reviewed (Zika, Dengue, Ebola, SARS, MERS, H1N1,
COVID-19) have impacted:

1. Governance —including trust and public Action, communication and misinformation, violence
and security

2. Social impacts - including Social - Travel/Quarantines; GBV/Domestic Violence; Education

3. Economic impacts — macro and micro

4. Health systems impacts — including general systems and health workers

Where possible, we identify the specificities of these impacts as they relate to urban contexts.

Figure 1 below provides a framework for analysing the interaction of an epidemic disease with key
aspects of populations living in urban areas. The framework demonstrates the inter-relationships
between governance, social, economic and health system determinants that can ultimately lead to
appropriate outbreak response.

Figure 1. Interaction of a pathogen with key aspects of urban living

Pathogen

Governance

In attempting to analyse the impact of the pathogen on one aspect of urban living, such as governance,
it is likely there will be impacts on other aspects such as social and economic determinants. Equally,
the impact of an epidemic on social and economic development of urban populations is likely to
impact governance. Suggesting that a multi-sectoral analytical approach should be pursued to
understand the impact of epidemic diseases on urban environments.

3.1 Governance

UNDP offers a useful definition of governance as “the exercise of economic, political, and
administrative authority to manage a country’s affairs at all levels and the means by which states
promote social cohesion, integration, and ensure the well-being of their populations™.



Communication, Information and Misinformation

In the absence of constantly flowing information from a respected source, rumours will fill the void
and take on a life of their own. If officials are not available for comment, reporters will find their own
experts and launch their own investigations™.

While there is more than sufficient evidence that communication in an epidemic/pandemic is critical,
communication has not consistently been recognised as a key strategy by governments for
epidemic/pandemic control and therefore rarely prepared for. Including recent government
experience to SARS, five key learnings have been highlighted, all of which require preparedness:

1. Build Trust

2. Announce Early

3. Be Transparent

4. Respect Public Concerns
5. Planin Advance.

Myths and misinformation are easy to spread during an epidemic outbreak due to the population’s
concerns and anxiety, particularly without a reliable and trusted source of verified information. In the
West Africa Ebola outbreak, misinformation and rumours filled gaps in communication left by
humanitarians.®V

Public Trust and Compliance with Epidemic Control Measures

For political and/or economic reasons, governments may hesitate to rapidly declare an epidemic,
attempt to cover it up, or downplay its significance®. At the same time both national and local
authorities often have competing interests within a finite budget; locally they may have insufficient
authority to institute response measures promptly. Insufficient epidemic preparedness capacities at
a subnational and local levels and difficulties in accessing national capacities, may inhibit
epidemic/pandemic response™. This delay or downplaying of the importance of the epidemic can
have long-lasting negative consequences on trust put in authorities. A lack of confidence in a
government undermines compliance with control measures and can allow counter-productive
behaviours to flourish, as evidenced during an outbreak of viral encephalitis (Malaysia, 1999) and the
outbreak of hantavirus pulmonary syndrome (Brazil 2004)*",

In the early stages of the HIN1 outbreak in the United States, there was a lack of trust in government
whereas health professionals were the most trusted individuals™. In Monrovia (Ebola, Liberia 2014),
a lack of trust between the population and government hindered community mobilisation and public
education®™. In DRC, distrust in government authorities was associated with low compliance with
messages of social and behavioural change and refusal to seek formal medical care or accept vaccines,
which in turn increases the risk of spread of Ebola®*. Similar trends were experienced in Puerto Rico
and the Philippines with Dengue.® A recent survey of populations in the Group of Seven wealth
nations (G7) demonstrated a declining trust in government response to COVID-19 with the United
Kingdom demonstrating the largest decline.

Understanding who the public trust was critical in consulting and delivering risk communications in
Nepal. A new media organisation, Sharecast, that promotes citizen participation through media and
local radio and trusted by the community, was able to work with relevant national experts to launch in

April 2020, an independent nationwide survey to understand citizen knowledge, attitudes, and
practices regarding COVID-19*", The survey was able to feed into the national COVID-19 taskforce
and may represent a way forward for partnership between government and bodies trusted by the
community, for the benefit of a more effective epidemic response.

A recent OECD study demonstrated that while trust in governments was low, trust in public services
such as health and local police was higher. The study found that trust was very closely correlated with
compliance to measures for the control of COVID-19.*V



Research in New Zealand™" points to the trust which political leaders and health experts were able to
cultivate amongst the population as a key reason for why results there have been so strikingly
different than in other developed countries; trust built on consistent, clear communications from the
government communicated with kindness and empathy, which brought together “a team of 5
million”*",

Violence and Insecurity

The potential for violence and social disorder increases as a result of myths and misinformation, is
exacerbated by the lack of information on government restrictions, as well as perceived or
unexplained inconsistencies. The threat of breakdown in law and order has in past epidemics resulted
in concerns by countries for national security such as in the Mexico Cholera outbreak in 1991 and
during the HIN1 outbreak®i,

In 2015 as fears grew about the spread of the Ebola outbreak beyond West Africa global concern
resulted in a resolution by UN Security Council®®, and governments in their preparedness planning
e.g. US (2006), UK(2008) and Australia (2006), viewed pandemic influenza as a national security
threat.

The COVID-19 pandemic has exacerbated existing global challenges, further exposing the underlying
causes of insecurity, social and economic inequality with overtones of racial tension and nationalism.

The Armed Conflict Location & Event Data Project (ACLED)" identified more than 4,000 episodes of
violence associated with COVID-19-related restrictions (March-May 2020), with protests and riots by
citizens and under-protected healthcare workers, a common outcome in many countries. The Africa
Centres for Disease Control and Prevention (Africa CDC) has also already warned that if people lack
trust in their government’s responses, there is even a greater risk of violent outbreaks in that region*',
and violent extremist groups/organized crime gangs have exploited the pandemic in most regions*'.

3.1.1 Specificities for Urban Contexts

Epidemics/pandemics can impact on governance in urban contexts in a similar way as in rural areas.
However, specificities of urban environments can exacerbate these impacts.

Communication, Information and Misinformation in Urban Areas

e The plethora of information sources available in urban areas (TV, Radio, Newspapers,
Blogs, Social Media), increases the potential for rapid misinformation spread. However,
their availability equally raises the potential to reach large numbers of people, if well
prepared for with good government-media partnerships. The Ebola crisis in West Africa
revealed that poor messaging resulted in the public misunderstanding, and as a result, risky
behaviour, such as not seeking health care and hiding cases®". Without clear
communication from trusted sources, the task of correcting misinformation becomes even
more difficult; without a trusted source, there’s no way to verify potential fake news (Lagos,
Nigeria, COVID-19 2020)*".

e Urban centres and in particular informal settlements often attract migrants, the displaced
and refugees. Migrants and refugees are often missed for reasons of language differences
as most risk communication is in the language(s) of the resident population, therefore
missing key vulnerable groups. A fear and distrust in authorities by these groups often
prevents them coming forward with symptoms for testing and therefore coupled with
overcrowding and poor sanitation in informal settlements can be a source of greater
transmission and sickness™i. Migrants in Singapore made up 93% of the countries COVID-
19 cases""

Public Trust and Compliance with Epidemic Control Measures




e Urban centres are often the seats of power and where there is underlying distrust of
government. For example a study across seventeen African countries found that “Distant
citizens were less likely than their urban peers to translate service dissatisfaction into
discontent with their government; distant citizens had more trust in government and
more positive evaluations of both local and national officials” i

e The novel nature of some epidemic diseases means that knowledge is nascent and
governments have to act without a full understanding of the disease in its attempts to
reduce risk. This process of ongoing learning about the disease, with resulting fluctuation
in policy making, coupled with the difficult conditions brought about by preventative
policies in dense urban areas, as well the plethora of different information sources can, if
not done in completely transparency way, spread distrust as Government and policy
appear inconsistent.

Security and Violence in Urban Areas

e In urban areas large segments of the most vulnerable in the population survive in the
informal economic sector, eating from what they earned that day. Estimates suggest a 60%
decrease inincome for 1.6 billion informal workers as a result of COVID-19 and concomitant
restrictions*’. Therefore, maintaining regular information flows is important in order to
quell potential anger given the precarious livelihoods of large parts of urban populations. A
lack of transparency and clarity on entitlements, delayed response to promises of
assistance and insufficient assistance in densely populated poor urban areas, is an
evidenced recipe for a breakdown of law and order (Lagos, Nigeria, COVID-19)'.

e Lockdowns implemented without consideration for those who eat from their daily work, at
best result in attempts to escape from quarantined areas as was the case from the
Westpoint informal settlement in Monrovia (Liberia, Ebola, 2014), and otherwise in violent
unrest (Lagos, Nigeria, COIVD-19 2020)".

3.2 Social Impacts

There have been some unexpectedly positive side effects of the abrupt shifts in human behaviour in
response to the covid-19 pandemic. There have been fewer cars accidents, crime is falling, and some
other infectious diseases are fading from hospital emergency departments, leading to some
postulating that the pandemic may lead to more permanent behavioural change'’. In addition,
spontaneous initiatives to support vulnerable people have been generated, such as the ‘Teens helping
Seniors’ initiative in the USA which delivers food shopping to the elderly' and the 750,000 people
who signed up in a matter of days to volunteer to support the National Health Service in the UK.

However, where proximity and contact are important for disease transmission, typical control
measures include travel bans, quarantine and local and in-country movement restrictions
implemented as part of the epidemic/pandemic control measures e.g. Ebola crisis in West Africa" and
most recently in response to COVID-19"; these measures on a global scale have greatly impacted on
the social wellbeing of populations.

Mental Health

Social, cultural and behavioural practices contribute to both control and spread of epidemics. Control
measures put in place for pandemics and epidemic emergencies, including SARS and HIN1 (Swine
Flu), have been associated with difficult coping behaviours, anxiety, suicide attempts and mental
health disorders, including post-traumatic stress and depressive disorders, with quarantines, social
isolation and limitations on freedom as important contributing factors.

GBV/Domestic Violence



Disasters exacerbate pre-existing gender and power related inequalities and vulnerabilities. Evidence
from epidemics documents increased domestic, sexual and gender-based violence where lockdowns,
guarantines, and sickness (i) increase economic pressures on households (ii) restrict movement from
the home (and therefore ability to move away from abusers) (iii) restrict access to protection and
reproductive health services and (v) increase alcohol and drug use. Epidemic diseases where
lockdowns and movement restrictions are more severe and lengthier (e.g. Ebola, COVID-19) intensify
and prolong this vulnerability to domestic violence"'i, Many countries during the COVID-19 pandemic
highlight an increase in domestic violence e.g. China where police reports indicated a 300% increase'™.
However, South Africa restricted the sale of alcohol during lockdown periods to reduce the potential
the burden on healthcare systems - whilst other countries were experiencing increases in domestic
violence, they reported decreases of domestic violence of almost 70%”, in addition to an 87%
reduction in rape and similar decreases in other violence related crimes compared to the same period
in 2019%,

Education
Restrictions on movement in epidemics/pandemics have often, although inconsistently, been coupled
with school closures where epidemic/pandemic disease transmission is through contact or airborne.

The experiences of school closure have varied across countries™', particularly since its implementation
and protection measures have been quite different e.g. policy on mask wearing by students and
teachers. Despite previous experience in the 2009 HIN1 epidemic, many Ministries of Education were
not well prepared in terms of procedures, with many decisions being last minute and not involving
heads of schools e.g. COVID-19 (UK, 2020).

Several studies indicate that there is limited impact of school closures on reduction of transmission
for airborne diseases™ !, whilst others suggest that early closure of schools can delay the epidemic
peak, supporting the ability of health care infrastructure to cope (US, HIN1)*". Spanish health
authorities indicated that schools accounted for limited transmission, 6% (COVID-19, Oct 2020)™".
Data from the SARS outbreak in mainland China, Hong Kong, and Singapore suggest that school
closures did not contribute to the control of the epidemic™". Others suggest more positive impact of
school closure on the epidemiology of the disease, particularly if age-specific attack rates show
children to be highly susceptible™i. A Swiss study reviewing micro-movements of the population
(phone tracking) February-April 2020, found that closing schools (which also impacted more parents
staying at home) reduced mobility of the population by 22%, which in turn greatly reduced the number
of COVID-19 cases™,

Non-health negative impacts of school closure on the other hand, beyond potential impacts on child
education, include absenteeism of workers (due to child care), increased costs for childcare, economic
impact on households due to wage loss”™ and increased vulnerability for at-risk children.* Schools
however, also provide a good avenue for awareness and preparedness through delivery of risk
messaging and can be a route to overall community engagement™.

3.2.1 Specificities for Urban Contexts
Mental Health
e Given the heightened risk of spread of epidemics in urban environments, travel bans,
guarantines and movement restrictions are more often implemented and have potentially
greater social consequences in urban than in rural areas, and are likely to be more policed
(COVID-19, 2020).

e With extended movement restrictions, particularly where older people are more vulnerable
and more isolated, even in better resourced environments, depression from such isolation
can lead to a desire to end life (France, COVID-19)>,

GBV/Domestic Violence




e Overcrowding at household level (rather than overall population density), particularly in
urban informal settlements coupled with greater movement control measures (and
therefore also reduced livelihood opportunities) in urban environments, put more stresses
on families and exacerbate existing GBV risk factors."

e The reduced ability of women to move to reach safe spaces or reduced access to specialist
health/social services due to closure or diversion of resources to fighting the outbreak, or
of fear of exposure to disease through movement, can increase risk of violence against
women and children (e.g. Ebola resulted in closure of health facilities in West Africa)™".

e The zika virus, like dengue, is more prevalent in urban areas due to the poor infrastructure
and sanitation in crowded urban and peri-urban informal settlements. Domestic violence
related to financial and psychological stresses caused by homecare demands, and stigma
related to looking after children disabled by the zika virus have been reported™".

Education
e As part of social support measures, schools in some countries have remained open for
children at risk and children of frontline workers, resulting in schools in many urban areas
with near to 50% of children still in attendance (COVID-19, UK)>,

e Arecent survey on the plight of children during the Covid-19 pandemic found that 12% of
children in urban areas reported needing a lunch meal that right now cannot be accessed
due to school closures compared to 8% of rural child respondents. Such findings suggest a
greater impact on child food security and wellbeing as well as additional economic
pressures on parents and carers in urban environments.>

e Economic pressures resulting from epidemics often mean it is harder for children to return
to school after long closures (COVID-19)™ii, This is more likely to occur in urban areas given
the reliance of vulnerable urban populations on the informal economic sector for
livelihoods and the need of households to engage children in these activities when the
situation is even more severe.

e As part of the impacts of extended school closure, young girls are particularly at risk of
school dropout with documented increases in pregnancies and sexual exploitation resulting
from concomitant population density and the greater exposure to men in urban
environments, as well as vulnerability brought about by increased poverty and loss of family
members™>, with both Sierra Leone™* and Liberia™* reporting increases (Ebola, 2014).

e However, the often greater concentration of schools in urban areas, coupled with
increasingly urbanised societies, also provides a good existing network through which to
deliver risk messaging and preparedness.™i

3.3 Economic Impacts

Epidemics and pandemics have direct health impacts such as death and morbidity which can be
debilitating leading to long term disability. Epidemics and pandemics also have important
repercussions for local, national, regional and global economies. All epidemic (and pandemic) disease
outbreaks have economic consequences at both the macro and micro (household) levels. The
interconnectedness of modern economies means that most impacts go far beyond individually
affected areas and national borders.

A number of factors associated with an epidemic or pandemic will have an economic impact. These
include disease morbidity and mortality rates (perhaps more than actual numbers™), duration of
illness, hospitalisation rates, disease transmission type, ability to prevent, treat or vaccinate, type of



prevention actions needed, fear of disease, confidence in handling of the disease, geographic extent of
the epidemic/pandemic, duration of epidemic/pandemic, disease vulnerability by age/sex/socio-
economic groups.

Macro-Economic Impacts

Many studies on the economic effects of epidemics, focus on the disease-associated medical costs or
foregone incomes due to morbidity and mortality, but others indicate the most significant real costs
are generated by changes in spending behaviour by households and companies in affected countries,
as was the case with SARS, but that would be similar for ‘SARS-like’ pandemics™*". The global cost of
the SARS epidemic was estimated at US$54 billion and USS 45-55 billion cost of the 2009 H1IN1
pandemic™. The increasing economic inter-dependence of such changes in behaviour, have wide
reaching consequences for the global economy, although many studies focus only on individual
countries and regions, with MERS in South Korea being cited frequently for its tourist-related losses
of US$2.6 billion™,

The latest World Bank analysis on the economic impacts of COVID-19 predicts a global GDP reduction
of 5.2%™i with an additional 88-115 million people pushed into extreme poverty in 2020, that
COVID-19 has triggered a global (economic) crisis like no other, leading to the deepest global recession
since the Second World War™®*, Many are concerned that preventative measures for COVID-19,
including lockdowns, worsen the impact on economies and that there is a trade-off between health
and economic costs. However, recent research indicates that overall, countries that have contained
COVID-19 also tend to have had less severe economic impacts than those that haven’t, suggesting
that there is no dichotomy between saving lives and saving the economy*“.

The economic impacts of some epidemic diseases can have both short and long term effects. The
economic impacts of Zika in Latin America and the Caribbean were an estimated USS7-18 billion 2015-
2017, mainly from tourism*“. However, in the long term, this could reach $US30 billion as a result of
a reduction in productivity as a result of drop-out from workforce for childcare (especially women).

In a similar way, the economic impacts of Dengue are also due to loss of productivity and the direct
costs of health care. In Latin America, this was estimated at over SUS3 billion per year, with other
estimates putting it at over SUS10 billion*“,

The West Africa Ebola (2014-16) outbreak was estimated to have cost between $US2.8 and 32.6 billion
in lost GDP " with an even greater comprehensive economic and social burden to be SUS53.19 billion.
The most significant component, $18.8 billion, was deaths from non-Ebola causes. However,
economic impacts were not confined to those countries directly affected. In 2014 there was an
estimated $1.08 billion relative reduction in U.S. merchandise exports to Ebola-affected countries,
along with the loss of 11,000 export supported US jobs in 2015*". The humanitarian support provided
by governments to such epidemics is not only about saving lives, but protecting their own economies.

Whilst there are less documented impacts of the economic effects of Cholera, the evidence still clearly
outlines its devastating impact. Peru documented US$770 million losses due to reductions in tourism
and food exports (1991) and in 2015, 14 Asian countries estimated USSUS8.5 million in public sector
costs, SUS12.1 million in lost productivity and an additional US$985.7 million productivity losses due
to premature deaths estimated *.

Focusing at a smaller scale, not all cities/urban areas are affected in the same way during
epidemics/pandemics. Those cities and countries that don't have a diverse economic structure are,
unsurprisingly, more vulnerable and hardest hit, for example, Poland’s mining and industrial cities
during the COVID-19 pandemic*. Similarly, unprecedented global travel restrictions and ‘stay home’
measures for COVID-19 have created unprecedented challenges for cities relying on tourism; a Kenyan
Ministry of Tourism survey noted 65% of respondents reported more than 90% of bookings cancelled,
where tourism contributes 10% of GDP*', whilst covering a more limited number of cities.



Micro-Economic Impacts

A study of the economic impact of Ebola in Liberia in 2015 found that the majority of sampled
households reported a decrease in their income, compared to their income prior to the outbreak
(whether affected or not by Ebola). This indicates that the impact of the Ebola epidemic is not only
limited to communities directly affected by the epidemic, but also communities indirectly affected
where Ebola was not reported, demonstrating inter-community economic linkages. The study also
found that the community-level incidence of Ebola negatively affected crop production of farm
households, which may have exacerbated the problem of food insecurity throughout the country. The
study highlighted that epidemics may have long-lasting and comprehensive negative effects on the
livelihoods of a society, and their effect extends beyond the communities directly affected by the
epidemics, potentially impacting a country’s recovery and economic impacts of the epidemic may
extend well beyond the end of the health crisis*,

A study on the economic impact of COVID-19 on household income in Myanmar found similar results
to those of the Ebola study. Many rural households in Myanmar have incomes from both agricultural
and non-agricultural activities. The widespread closure of factories, stores, and other non-farm
businesses due to a lockdown period, have affected almost all Myanmar households. Incomes fell
greatly for rural and urban households that rely heavily on vulnerable non-farm income sources. This
led to significant increases in poverty during the lockdown month*“¥,

A study on the impact of Dengue in Puerto Rico found that the monetary costs of health care absorbed
a significant percentage of the household weekly income®. Similarly, a study in 2015 across 14 Asian
countries estimated $20.2 million in out-of-pocket household expenditures due to losses in work and
costs of treatment due to Cholera, which can have long term impact on the poorest households. “ It
may be that the damage inflicted by epidemic disease itself e.g. loss of income due to sick leave and
deaths, medical costs related to treatment, causes the greatest impact on household economic
security and concomitant impact on national economies.

The stigma associated with epidemic diseases can also have impacts at the micro-economic level. For
example, during the SARS outbreak fear and misinformation reportedly resulted in job losses as well
as impacts on the ability of workers to find work in Hong Kong®'.

The loss of informal employment and Micro, Small and Medium Enterprises (MSME) as a result of
restrictive control measures, impacts those who are already the most vulnerable. This was recognised
in Kerala India (COVID-19, 2020), where social protection measures were deployed rapidly, as in other
countries. Soon after a lockdown was announced, a relief package was launched, including the
distribution of food items to all households with a national ID card (Aadhaar card) and the provision
of basic services for those in need. These measures were complemented with income support, such
as advance payments of old age, widow and disability pensions, and transfers to the self-employed
and informal workers, as well as loans provided through women’s cooperatives and the provision of
jobs through rural employment guarantee programmes®i.

However, at the same time 55% of the world’s population (4 billion people) are not covered by social
insurance or social assistance. Globally, only 20% of unemployed people are covered by
unemployment benefits, and in some regions the coverage is much lower".

Preventative measures for epidemics/pandemics may also disproportionately impact the livelihoods
of specific ethnic or religious groups. The culling of pigs during the HIN1 (Swine Flu) pandemic in
Egypt, affected mainly poor and marginalised Christians living in slum areas, fanning at the same time
sectarian flames®

3.2.3 Specificities for Urban Contexts



Urban economies account for approximately 80 per cent of global GDP® and are therefore critical
economic centres.

Most poor urban populations are engaged in informal or precarious employment. The economic
effects of epidemics/pandemics are especially severe for households relying on the informal sector,
which represents 90 per cent and 67 per cent of total employment in low and middle-income
countries respectively®’. Of the top 20 countries with the highest levels of ‘vulnerable
employment’® 85% of these are in sub-Saharan Africa®™.

A disproportionate percentage (63%) of workers in the informal sector are women, being the
primary sector for income for women in many developing regions (95% South Asia, 89% sub-
Saharan Africa, 59% Latin America/Caribbean)®. Women are also over-represented in the hardest
hit sectors of the COVID-19 pandemic, such as tourism, hospitality, and services™.

e Any epidemic/pandemic disease which results in quarantines at household or community
level as a preventative measure, will have a disproportionate impact on those working from
hand to mouth in the informal sector residing in poor urban areas and slums. Where little
consideration, provision or compensation is made for those who will not eat today if they
do not work, means that such residents have little option but to use all means to undertake
critical livelihood activities to feed their families, risking exposure and spread of disease, as
happened in the Ebola outbreak in Monrovia, Liberia .

e Significant proportions of the most vulnerable in urban environments rely on daily wage or
Micro, Small and Medium Enterprises (MSME) ,with little if any productive assets or social
safety net access. Reduced customers and/or trading opportunities reduces income earning
and raises the prospect of debt. For example, in the Liberia Ebola context Petty Traders
raised concerns that it could take 6-12 months for vendors to recover from debts and
rebuild business capital®

e Movement restrictions introduced as a result of Ebola in West Africa impacted the supply
chain of food and other agricultural commodities, breaking key rural to urban links and
impacting food security in urban areas V.

e Epidemic mosquito-borne diseases including Dengue and Zika are associated with poor
urban and peri-urban areas®’. Economic impacts for these households are often two-fold
where those affected are unable to carry out paid work in the short and sometimes long-
term, but also require often expensive and sometimes long-term medical costs®". The
ability of women in urban and peri-urban areas to earn a living is disproportionately
affected by Dengue and Zika (directly and indirectly), because of their role as primary carers
of those affected for considerable time by Dengue and Zika, and the longer-term need for
caring for children born with Zika-related disabilities™".

e In the first month of the COVID-19 crisis, on average globally, informal workers worldwide
lost as much as 60 per cent of their earnings. In Africa and Latin America this figure was
nearly 80 per cent®™i, This has therefore had particularly devastating impacts for women.

e Arecent survey found that “despite the greater impact of lockdowns and social distancing on
urban communities, the proportion of respondents who reported that any individual in their
household received government support since COVID-19 is lower among urban households (25%)
than rural households (34%). In addition to this 43% of urban respondents reported losing some
sort of social security net (such as government benefits, grants, transfers or pensions) that they
had before the pandemic compared to 23% of rural respondents.®™

e Remittances from migrant workers play an increasingly important role in alleviating
poverty and sustaining growth. Most internal economic migration is rural-urban and most
international migrants reside in poor urban areas. Lockdowns, loss of employment, and
social distancing prompted a chaotic and painful process of mass return for internal
migrants in India and many countries in Latin America. International migrant labour is often




engaged in low paid work in urban areas with precarious contracts with little social
protection, often in industries that have been greatly affected lockdown closures e.g.
catering, construction, manufacturing and hospitality industries®. In 2019 remittance flows
equalled foreign direct investment and government to government development
assistance. However, COVID-19 has spurred a dramatic remittance reversal with an
estimated historic decline of 14% by the end of 2021, cutting off the main source of
income for many millions of households.




3.4 Health Impacts
Health Systems

In general, when health systems are put under pressure through epidemics and pandemic, how well
they can be protected depends on a number of factors. These include:

1. speed of acknowledgment of the epidemic/pandemic (to start response)
ability to reduce or control the number of cases (so that health systems can cope)
immediate availability of resources and equipment to protect staff (where infection is through
contact or respiratory) and the general public
availability of health sector human resources to divert to support treatment of cases
level of infectiousness and rate of hospitalisation of cases
availability of treatment/development of vaccines
duration of the epidemic/pandemic — exhaustion of Health Care Workers, fatigue of
population of control measures linked to the overall impact on lives and livelihoods
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Overall, the impacts on health systems and services include:

e Diversion of staff and facilities to epidemic disease treatment

e Temporary and permanent reduction in Health Care Workers (HCWSs) due to - quarantine of
at risk staff, exhaustion of HCWs; HCWs becoming patients of the epidemic and ultimately
death

e Overall reduced health service provision e.g. 18% (Ebola, West Africa, 2014-16), 74%
reduction in routine referrals from GPs (COVID-19, UK Mar-Jun 2020)

e Reduction of health seeking behaviour e.g. 70% loss to follow-up, 12% missed medication and
1.3% death (COVID-19, Ethiopia, May-Jun 2020)>*%

Such health system effects can have a broader and longer term impact on key health indicators, often
beyond the morbidity and mortality of the epidemic itself, particularly in low resource settings.
Liberia, with 10,678 cases and 4810 deaths from Ebola estimated a doubling in maternal mortality
(111%) and infant and child mortality increases of 20 and 28% respectively)® from HCW losses. This
indirect impact on maternal mortality estimates to an additional 4022 women would die per year in
childbirth as a result of doctors, nurses, and midwives lost to Ebola.*"

Evidence also suggests that it can often be more the reduction in the demand side of health services,
particularly due to fear that impacts health service utilisation, rather than a lack of health services for
reductions in service utilisation, leading to increased illness severity, morbidity and mortality®*.
Recent evidence from the USA indicates that states with the highest numbers of COVID-19 deaths also
experienced large increases in deaths due to other causes®™.

Health Care Workers

Epidemic diseases where contact and proximity are important in transmission show important risks
for health workers. Evidence from Ebola outbreaks indicate high fatality rates in health workers with
Liberia and Sierra Leone losing 8% and 7% of the entire country’s health care workers®!,

In airborne coronavirus, HCWs represented 23% (SARS), 19% (MERS) and 4% (COVID-19) of cases™,
In a hospital in Spain at the beginning of the COVID-19 outbreak (24 March 2020), it was reported that
30% of health workers had been sent home®™™, In a survey of 37 countries™>, HCW case fatality rates
due to COVID-19 were highest in Europe/US (up to 0.2/100,000), with countries such as Mexico losing
in absolute terms 1162 health care workers (0.9/100,000), representing almost 50% of the health
worker deaths reported in the Americas®™.

Evidence for the impact of Cholera on Health Workers was very limited. A small study in Nigeria®®
suggested that 32% of Health Care Workers (HCWs) knew of HCWs that developed symptoms, most
of which were found to be acquired in a hospital setting; 77% of HCWs also indicated no access to the
required emergency response supplies. Given that most Cholera cases are found in low resource



(particularly humanitarian) settings™ii, this would suggest that this is likely the case in other contexts,
and may include fatalities.

Immunisation

Novel virus’ with important morbidity and mortality usually now result in attempts to develop vaccines.
The Ebola virus, first identified in 1976 had the first vaccines worked on in the late 1970s. Since Ebola
outbreaks were rare, had been controlled quickly and were largely experienced in more rural locations,
commercial vaccine manufacturers demonstrated little urgency in advancing vaccines through clinical
trials®™V, That changed in 2014 when the virus moved to urban areas of West Africa and threatened
outbreaks beyond regional borders. Several vaccines previously tested only on animals were fast-tracked,
resulting in clinical trials in 2015, with final vaccine approval by the European Commission in November
2019CXXXV‘

Similarly for the Zika virus, first isolated in 1947, with more recent outbreaks in 2007 and 2013, vaccines
were quickly worked on after an epidemic in the Americas in 2017. However, with the 2017 epidemic
waning and with reduced spotlight, reduced interest and reduced funding has meant that a vaccine is not
yet ready to be deployed in the next epidemic™, The pandemic of COVID-19 has illustrated how the
public and private sector can work together with (likely almost unlimited) resources to produce a vaccine
for use in less than a year.

3.4.1 Specificities for Urban Contexts

Not only can different cities have completely diverse standards of infrastructure and social security,
but the same city can provide very varying conditions for their residents. Living in the slums
compared to more wealthy neighbourhoods, will expose the inhabitants to different risks®Vi,

Growing urbanization around the world has also shifted some infectious diseases, which have
traditionally been perceived as rural, to urban settings, through adaptations of their vectors
(Dengue, West Nile Fever, Leishmaniasis, Lymphatic Filariasis®*i") and through failure to identify
and control in rural environments quickly enough (e.g. Ebola®), as well as the expanding poor
sanitary conditions in poor urban and peri-urban settings (Cholera®™).

A large proportion of the limited financial and human resources in developing societies are
allocated to health care in urban areas™'. Health care and other public services are therefore often
more accessible in urban areas and a pull-factor for health workers and the population as a whole.
Whilst some epidemics may start in rural areas, frequent rural-urban movement means that urban
areas are often where cases in epidemics diseases have the potential for exponential growth.

Informal settlements and slums closely associated with rapid urbanization, are often overcrowded
with inadequate water, sanitation and basic services. As per WHO estimates, these factors
contribute to a higher risk of epidemic communicable diseases, such as Cholera™',

Health Systems
e Poor urban areas are not always where epidemics start, but it is here where the conditions
are ripe for an explosion of cases — with over 95% of COVID-19 cases globally being reported
in urban areas®'i,

e  Whilst urban areas are where more health services are generally available, it is also often
where the greatest number of cases exist. These more available health services
draw people from rural to urban areas to seek treatment, which can also support
transmission of epidemic disease.™"

e Those stigmatised by epidemic disease (patients more easily identifiable in rural areas),
have also participated in rural to urban migration.*"




e Evidence indicates that the risk for Cholera of household contacts of cases are 100 times
more than the general population®". Those within 50m of a confirmed case had a 36 times
higher risk than those living further away. The risk remains significant up to 450m from the
case during 3 days and remains significant for 23 days with 150m®". Given overcrowding
and close proximity of households in poor urban and peri-urban households, this indicates
that cases in urban areas could potentially over-run health services very quickly.

e Poor urban and peri-urban areas are also associated with higher incidences of Dengue®ii,
The combination of increasingly crowded living conditions, growing population density,
precarious homes (shacks), and poor water storage associated with poor and unreliable
water supplies, are the most likely factors determining permanent dengue transmission™”,
becoming a permanent drain on health systems.

Health Care Workers (HCWs)

e The literature identified does not discriminate between rural and urban areas in describing
the impacts on HCWs. However, given the focus of health care services and resources in
urban areas and the conditions in poor urban areas that make urban areas high risk for
many epidemic and pandemic diseases, HCWs in urban areas may be disproportionately
affected.

Immunisation
e Disparities can exist in immunisation coverage in rural and urban areas but these
differences are very country and context specific and therefore cannot be generalised.

e Wealth and mother’s education were significant predictors of vaccination rates in both
urban and rural settings in Tanzania®. Children living in urban areas in Haryana State, India
were found to be significantly more likely to be only partially immunized compared to
children in rural areas®. However, urban areas are not homogeneous and wealth
inequalities (and the greatest inequalities are often found within urban areas) can often
indicate great differences; generalised immunisation data for urban areas can often mask
huge differences.

e Incomparing the % of children with the 3rd dose of diphtheria, tetanus and pertussis (DTP3)
vaccine disparities between the 1° (poorest) and 5™ (wealthiest) quintiles, great differences
were found across countriesi’:

% DTP3 coverage — 1%t quintile | % DTP3 coverage — 5™ quintile
(poorest) (wealthiest)
Nigeria (2008) 21 79
India (2005) 44 83
Bangladesh (2007) | 84 89

e Whilst Bangladesh has reached almost parity, Nigeria falls very short. Both illustrate that
significant disparities can exist in immunization coverage between and within countries.
Some of Bangladesh’s success factors may be related to its overall improvement in country-
wide immunisation rates - from 2% (1985) to 65% (1992) to 84% (2014)i including:
portable cold chain and vaccination kits, community outreach strategy backed by intensive
media campaigns, household visits and requiring communities to provide a space for
vaccination®",

e Different factors affect immunization coverage in different urban poor and slum contexts
and therefore, immunization needs to be designed in collaboration with all communities,
particularly those more marginalised urban poor and slum-dwelling communities,
considering the specificities of the local context®",

4.0 Key Lessons from Previous Epidemics and Pandemics



This section summarizes the key lessons that can be drawn from this review of previous epidemics
and pandemics. Some lessons are broad in nature encompassing general considerations for
epidemic/pandemic response while others are focussed on lessons for urban epidemic response. As
noted previously, the study found a limited literature that distinguishes between rural and urban
epidemic response but was able to interpret findings to urban context whenever possible.

Each epidemic disease has specific characteristics such as means of transmission, age or sex
specificity, and reproductive number etc.. Understanding these characteristics is vital to be able to
tailor policy and response to meet the needs of the most vulnerable or at risk.

In many instances epidemic diseases are often considered as health emergencies, particularly early
on in the response. Evidence suggests a need to have a broader contextual and multi-sectoral
analysis that considers the implications of control measures on the most vulnerable in society.

Governments have often lead the response to epidemic or pandemic diseases. Understanding both
national and local government policies, capacities and response is important to be able to undertake
appropriate humanitarian response to epidemic and pandemic diseases.

Well designed communication, implemented regularly and targeted to include the most vulnerable
and marginalised in society delivered through trusted sources coupled with assistance can:

o Overcome mis-information and trust issues

o Enhance compliance with epidemic/pandemic control measures

o Reduce the incidence of violence

Despite examples of solidarity within communities the social impacts of epidemic diseases are
significant. Both Mental Health illnesses and GBV have been shown to increase. Ensuring that
vulnerable individuals are identified and supported can be the difference between life and death for
many of the most vulnerable in society.

The implications of school closures go beyond the education of children. There can be severe
consequences to child mental health and dropout rates (significantly higher for girls) can have long-
lasting effects on child development, national economies as well as raise protection concerns.

The economic impacts of epidemic diseases are considerable. The impact on households of control
measures, the inability to work as a result of illness and the additional costs incurred for medical
treatment compound existing employment fragility. This coupled with the lack of access to social
protection mechanisms places great strain on households. In addition the predicted drop in
remittance places many households in precarious financial situations.

Control measures, such as lockdowns, quarantines and curfews, are put in place to prevent the
transmission of the disease and protect health services from becoming overwhelmed. Evidence from
epidemic/pandemic studies suggests that frontline health workers suffer from increased morbidity
and mortality as a result of greater exposure to such diseases placing pressures on health systems
and services.

While many of these factors are common to both rural and urban environments the study found a
number of key lessons for response to epidemics/pandemics in urban settings.



4.1 Specific Lessons for Epidemic/Pandemic Response in Urban areas

Currently 56% of the world’s population live in urban areas®", with this set to rise to 68% by 20501,
Approximately 24% of global urban populations live in slums and informal settlements, with the
highest levels in sub-Saharan Africa (56%) and Southern Asia (31%).°il

Urban poor and slum communities are characterised by poor and over-crowded shelter conditions,
high density of heterogenous population, poor sanitation (toilets, drainage) and limited access to
clean water, often providing conditions for the fast spread of epidemic diseases. They face not only
the challenges of chronically poor residential environments, a reliance on daily and informal sector
employment, and the acute effects of an epidemic but also the direct and indirect impacts of the
preventive measures that follow.

Governance

Social

The importance of communication during epidemics/pandemics in urban areas cannot be
overemphasised. The plethora of communication channels in urban environments is both
positive and negative. The presence of diverse communication channels in urban
environments allows information to be disseminated on mass. However, this can also be
the same route for the spread of mis-information. Ensuring that communication is targeted
and appropriate to vulnerable portions of the urban population, such as migrants or those
living in informal settlements is important (e.g. using languages that migrants use). In
addition, identifying trusted sources to communicate with targeted urban populations can
overcome mis-information.

The greater distrust of government in urban environments and the natural fear of
government authorities by certain groups such as migrants and refugees that are
concentrated in urban areas coupled with the novel nature of many epidemics forcing
regular changes in control measures and policies may result in disobedience and breaking
of control measures put in place. This risks increasing transmission and increases in cases.
The fact that large segments of urban populations rely on daily wages and lack diversity in
income earning opportunities means that control measures imposed must be undertaken
concomitantly with economic support measures. These economic measures must be
undertaken with transparency and clarity on entitlements and avoiding delays or broken
promises of assistance which may ultimately result in a breakdown of law and order.

The mental health and psychosocial impacts of restrictions such as lockdowns, travel bans
and curfews is widespread. Urban environments are more policed, due to the
comparatively extensive resources available in urban centres (numbers of police stations,
Officers and material resources). This in turn can increase the isolation of vulnerable people
such as the elderly impacting on mental health wellbeing.

Overcrowding associated with informal urban settlements combined with epidemic control
measures that restrict movement and reduce livelihood opportunities in urban areas
exacerbate exiting GBV risk factors. The risk of violence against women and children can
increase as a result of fear of women to seek assistance due to the risks associated with
contracting the disease, closure of health facilities and social services. This emphasises the
need to maintain access to support services to vulnerable groups in the population.

School dropouts are more likely to increase in urban areas given the reliance of households
on the informal sector for livelihoods and the additional needs of households to secure
income. In addition, consideration should be given to gender disparity, given the
heightened risks of increased pregnancies and sexual exploitation of girls associated with
school closures. Programmes to incentivise school attendance should therefore be
considered in tandem with programmes that reduce the economic pressures on




Health

households, such as school feeding, which often acts as a safety net for the most vulnerable
households.

Economic

The predominance of informal sector workers in urban areas with increased risk of
unemployment, absenteeism and costs of medical treatment; attributed to epidemic
disease outbreak and control measures imposed; as well as their lack of inclusion in social
protection mechanisms means that economic relief and recovery programmes should be
prioritised.

Specific focus on countries that rely heavily on remittances is needed. Declines in
remittances as a result of repatriation of migrant workers predominantly employed in the
informal sector in urban environments has cut-off millions of households from vital income
sources.

Ensuring that social protection mechanisms, particularly safety nets equally support rural
and urban populations and address the needs of the vulnerable in society in developing
countries should be a focus of future efforts to address epidemic/pandemics.

Maintaining rural to urban links is essential. Supply chains often involve the transport of
goods from rural areas to urban areas. This is particularly important for food commodities
in order to maintain food security.

Urban areas have conditions, particularly in informal and unplanned settlements for the
spread of epidemic/pandemic diseases due to poor sanitation, reduced access to water and
overcrowding. Risk awareness and mitigation measures can be communicated to urban
communities alongside material support, such as hygiene and sanitation materials and
improved water sources and systems to combat disease spread.

The rural to urban migration phenomenon experienced during epidemics/pandemics often
results from the greater availability of health services in urban settings as well as the stigma
associated with contracting the disease (more easily identifiable in rural areas). Ensuring
the health services are provided in rural areas and countering stigma should be key
strategies adopted to control the spread of disease.

Wealth and mothers education are the key determinants of vaccination coverage. While
evidence remains limited and is masked by generalised immunization data for urban areas,
wealth inequality between those living in informal urban settlements and slums and urban
centres and suburbs is indicative of likely disparity in immunization rates. Immunisation
should be designed in collaboration with all communities particularly those more
marginalised urban poor and slum-dwelling communities in order to include the
specificities of the local context.
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