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1. Introduction

1.1 Background to health and health inequities in Iran

Equity in health is defined as the absence of systematic disparities in health or in the major
social determinants of health amongst different social groups. Inequities in health
systematically put groups of people who are already socially disadvantaged (for example
poor people, females and members of ethnic or religious groups) in an even worse position
with respect to their health (7). Differences in health that are systematic and socially induced
are unfair; they are modifiable and can be regarded as inequities in health (2). Due to
systematic differences in pattern of health within a society and across different
socioeconomic groups, differences in health status are not distributed randomly (3).

The Islamic Republic of Iran' has a middle-income economy and is one of the most
populated countries in the region, with a population of about 70 million. Iran is a multi-ethnic
and multicultural country with a rich heritage in different subgroups of its population. Half of
the country’s population consists of Persian-speaking Iranians, while Azerbaijanis account
for at least 25%. Other major ethnic groups include Kurds, Lors, Bakhtiaris, Baluchis, Arabs
and Armenians (4).

The health and demographic profile of Iran is in transition (see country profile in section 2.2).
However, in recent decades, the country has witnessed great progress in the development of
its health sector. Following the Islamic Revolution in 1979, more investments in public health
led to improved access to health services in the country. This was combined with the
development of a basic but robust rural primary health care network (3). A World Bank
report of 2007 showed a significant improvement in a number of health indicators, including
life expectancy, infant mortality rate, under-5 mortality rate, family planning programme
coverage and malnutrition rates in the Iranian population. Provision of care faces the
challenge of a rapid increase in the rate of urbanization in the country in the last three
decades. Less than half of the population lived in urban areas in 1980, but this has increased
to around 70% (table 1).

Table 1. Trends in urban and rural population distribution (%)

Year Urban Rural
1980 49 51
1996 62 38
1998 63 37
2000 64 36
2002 67 33
2005 67 33

" Henceforth referred to as “Iran”.



Table 2 shows data for a number of demographic indicators for urban and rural areas and for
males and females.

Table 2. Demographic indicators by urban/rural and by sex

Indicators Urban Rural Male Female
Crude birth rate 15.2 18.2 17.3 16.7
Crude death rate 5.0 5.0 5.6 43
Population growth rate 11.1 14.5 11.7 10.4
Dependency ratio 543 73.0 61.5 58.9
% population < 15 years 30.1 359 324 31.8
Total fertility rate 1.8 2.4 - 2.0

Source: Iranian Ministry of Health and Medical Education.

Based on current estimations, Iran demographic profile is experiencing a change from a
relatively young to a more ageing structure, and will become similar to a developed country’s
profile in the coming two decades (figure 1). This changing population structure is expected
to change the epidemiological profile and the burden of disease in the country (3).

Figure 1. Iran population pyramids, 2005 and 2025 (projected)
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Based on the information provided by the Statistical Centre of Iran, provincial mortality and
fertility are strongly related to the level of socioeconomic development in different provinces.
Thus, provinces have been grouped into five regions based on their mortality (particularly
child mortality) and fertility rates (figure 2). Region 1 includes provinces with the lowest
levels of mortality and fertility, and region 5 consists of provinces with the highest mortality
and fertility levels. Classification of Iranian provinces in figure 3 is based on socioeconomic
status (literacy rate and gross domestic product per capita). These figures illustrate the
association between health and socioeconomic status and the disparities that exist between



subpopulations within the country, which are particularly evident in southern Iran and among
the provinces.

Figure 2. Classification of Iranian provinces by mortality and fertility
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Figure 3. Modified classification of Iranian provinces based on socioeconomic status
(GDP/capita and % literacy)
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In order to improve health equity, the Iranian authorities have become increasingly concerned
with health inequities and social determinants of health based on geographical, economic,
cultural, population density and rural-urban differences. Iran, which is represented on the
Commission on Social Determinants of Health by Mr Seyed Alireza Marandi, former
Minister of Health, has taken major steps to focus on the use of scientific evidence on social
determinants of health and health equity in the formulation of national policies (5).

Results of health studies and statistical surveys reveal the existence of systematic differences
and inequalities in health not only between different countries but also across socioeconomic
groups in a country or city (2). Tehran’s population increased 15-fold from 210 000 in 1931
to more than 12 million In 2011. The share of Tehran’s population of the entire population of



Iran has also increased from 2% in 1931 to 15% in 2011. This is mostly the result of
migration from deprived rural and urban areas to the capital city in search of better living
conditions (6).

In sum, Tehran houses diverse ethnic and linguistics groups from all over the country. The
municipal authorities in Tehran are committed to work hard to utilize several mechanisms to
make the capital an equitable metropolitan city in 20 years time through facilitating the
proactive participation of its population to make the city a sustainable place for living (6).

1.2 Evaluation of Iran’s experience in Urban HEART pilot in Tehran

Evaluation of an implemented project can help managers and policy-makers have a common
understanding of the project’s outputs and provide them with an actual experience to enable
improved performance in future regarding programme design, management control, resource
allocation, capacity building, organizational learning and stakeholder management. A valid
evaluation can also help to redefine goals and objectives, initiate new activities, support and
reinforce existing ones, close down certain activities, adopt other means and technical
solutions or new strategies, decide on organizational development, and change the numbers
or training of staff, methods of supervision and means of decision-making (7). Evaluation can
be performed internally or externally: self or internal evaluation is performed by partner
members, preferably those who are directly involved in a project; external evaluation is
performed by experts who have not had any role or defined task in the project.

If these two types of evaluation give different results, then clarification is required. External
evaluation usually illustrates the strengths and weakness of the programme or project and
gives rise to suggestions to promote mutual understanding and consensus. External
evaluation can also be applicable to legitimize a programme or project for decision-makers or
government authorities. External evaluation mostly focuses on lessons learnt from a project
for further application in the evaluated programme or project, or in a similar future

project (8).

The World Health Organization (WHO), as the designer and agreement provider of the Urban
Health Equity Assessment and Response Tool (Urban HEART), decided to implement an
independent evaluation of Urban HEART (Tehran pilot project) prior to disseminating the
results and after fulfilment of the pilot project objectives.

It is expected that the technical documentation and evaluation results, targeted for wide
dissemination, will be useful for stakeholders in other urban areas to develop activities based
on the management performance in this pilot project, become more familiar with the tool and
apply it to decrease health differences, and finally consider lessons learnt in this project about
the procedures that should be avoided in other projects. To sum up, the evaluation result will
assist project providers to have appropriate performance levels in future experiences (9).



2.  Urban HEART pilot project in Tehran

2.1 Overview of Urban HEART pilot project in Tehran

Disparities in health status and opportunities within and between countries has become one of
the main concerns for the global community in recent decades. Poverty, economic
development and health were discussed by the international community at a number of
summits, including the United Nations Conference on Environment and Development (Earth
Summit), Rio de Janeiro, 1992, and the Copenhagen Social Summit, 1995.

However, achieving agreed targets for social and health equity has proved difficult. At the
Millennium Summit in 2000, the international community formulated the Millennium
Development Goals (MDGs), an aim of which was to achieve greater equity in a range of
parameters. Progress has been made in attaining some, but by no means all, of the targets in
the MDGs, and economic and social inequities and associated health inequities are still
widespread.

WHO, as an advocate of improved global health, launched the Commission on Social
Determinants of Health in March 2005. Nine knowledge networks supported the work of the
Commission. The main focus of these networks is on synthesizing knowledge to inform the
Commission about opportunities for improved action on social determinants of health. The
WHO Centre for Health Development in Kobe, Japan, was selected as the hub of the
Knowledge Network on Urban Settings. The Network concentrated on health development
issues, with an emphasis on health care delivery and urbanization, health systems, economic
and environmental aspects, and assessing health needs for health promotion. At the first
meeting of the Knowledge Network on Urban Settings in February 2006, the group reviewed
a detailed report on health challenges for the poor and identified 60 topics and issues that
were relevant to the synthesis of global knowledge and evidence on social determinants of
health in the urban setting (70).

The year 2007 was a turning point for urban health. One of the recommendations in the report
of the Knowledge Network on Urban Settings was the development of a tool for logical
planning on the issue of urban health. Such an evidence-based planning tool would address
the concern of policy-makers as to how they can best assess and respond to health inequities
within cities. During development of the tool, several international meetings were conducted
for diverse target groups who would be the critical focal points in urban health policy-
making, with the aim of pilot-testing the tool and learning lessons from different groups (/7).
The results of the pilot tests were collected and ensuing recommendations compiled
throughout 2008. Figure 4 illustrates the stages in the development of Urban HEART, and
figure 5 shows the general principles of the tool.

Urban HEART is a user-friendly guide for policy- and decision-makers at national and local
levels. While the tool may be described as “user-friendly”, its application requires a level of
competence that exceeds the skills of everyday community members. Specialists with access
to databases and community-level sociodemographic information need to be employed to
implement Urban HEART.

10



Figure 4. Stages in the development of Urban HEART

Figure 5. General principles of Urban HEART

General Principles of Urban HEART

Urban HEART has primarily been used as a planning tool by decision-makers at national and
local levels to:
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* assess and monitor inequities in urban health outcomes and social determinants of
health;

* identify viable and effective actions to optimize urban health and reduce inequities;
e determine priorities and plan for resource allocation.

Urban HEART will be suitable for situational assessment, monitoring and planning for cities,
particularly for highly populated cities, in tandem with the local government unit scorecards.
The applied scorecards consisted of six domains (physical and infrastructure, human and
social development, economic development, governance, health, and nutrition), with a total
of 65 indicators to assess equity in health. Officials in Tehran Municipality completed the
cards in this pilot work.

Figure 6 shows the key objectives of Urban HEART, and figure 7 gives the components of
Urban HEART.

Figure 6. Key objectives of Urban HEART
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It is important to recognize the core elements that form the basis for successful
implementation of Urban HEART. There is no one-size-fits-all prescription to resolve the
complex problems faced when attempting to reduce health and social inequities. Any action
needs to consider existing ongoing interventions; follow a cyclical rather than a linear
process; and engage all local stakeholders.

Three core elements form the basis of Urban HEART implementation (/2):

* sound evidence (including disaggregation, validation, consistency, representativeness,
confidentiality, data security and accessibility, and adjustment methods);

* intersectoral action for health;
* community participation.

WHO suggests that minimal costs may be incurred in getting data resources located within
the institutional mechanisms of national and local governments. It also recommends that data
should be obtained from existing information systems and regular records and reports to the
extent possible.

Among its key characteristics, Urban HEART:
* ensures consistency with local governance processes
» allows the integration of the results of the assessment in the local political debate
* facilitates linkages with other sectors
* ensures better chances of influencing budget allocation
* puts health equity issues at the heart of the local policy-making process.

To ensure feasible, efficient and sustainable application of Urban HEART, it is important
that its implementation be integrated into the planning cycle of local governments and
authorities, including planning and budgeting exercises. Urban HEART can complement
existing social and health initiatives by providing an equity lens. WHO has defined six steps
to implement the urban HEART process successfully, as follows:

Step 1: build an inclusive team

Step 2: define your local indicator set and benchmarks

Step 3: assemble relevant and valid data

Step 4: generate evidence

Step 5: assess and prioritize health equity gaps and gradients
Step 6: identify the best response.

Figure 8 demonstrates how to implement Urban HEART in practice, adjusting it to the
“input-process-output” model. It is estimated that if all steps are followed carefully and in
order, a cycle of Urban HEART will be accomplished in 3640 months.

13



Figure 8. Urban HEART implementation process
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Building an inclusive team during the pre-assessment phase is essential. Strategically, an
inclusive approach helps build political commitment. It is more likely that agencies and
communities will take ownership of the response to problems if they have participated
throughout the process and have played a key role in identifying problems. While team
building may be the most time-consuming step in the process, it may also be the most
important step. Conducting an environmental scan or stakeholder analysis will be helpful to
identify people who should join the team (/2). Based on experience, it is better to involve
social, economic and health policy stakeholders who have authority to share data with the
project; for example, there is benefit in engaging stakeholders involved with education,
police and law enforcement, sanitation and waste removal, roads and traffic management,
housing and finance, as well as centralized agencies that have access to diverse datasets. If it
is expected that new funding will be required for response strategies, it is important to engage
the finance departments early on.

Moreover, all relevant levels of government planning can be engaged, including national,
provincial, municipal and local district authorities, as well as community leaders, including
elected officials, grass-roots organizations and nongovernmental organizations (NGOs) (12).
It is also possible to recruit participants who can promote community empowerment or
people who have experience in analysing large datasets, for example from participating
agencies or universities. To make Urban HEART sustainable, a realistic budget, including
costs of meetings, venues, travel, meals, stipends, materials and personnel, should be
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provided. As mentioned before, integrating Urban HEART into existing programmes will
save money and time. New data analysis, however, may entail costs, requiring funding from
government agencies, NGOs and foundations (/2).

2.2 Islamic Republic of Iran: country profile

The Islamic Republic of Iran is a low- to middle-income country with a GDP per capita of
USS$ 1650 in 2001. The population was approximately 72 million in mid-2008. Iran has the
third largest population, after Pakistan and Egypt, in the WHO Eastern Mediterranean
Region. It is ranked 18th in size among the countries of the world.

Iran is a diverse country: over half of it is mountainous, a quarter is desert and less than a
quarter is arable land. Its mountains have helped to shape both the political and the economic
history of the country for several centuries. The mountains enclose several broad basins, or
plateaus, on which major agricultural and urban settlements are located.

Iran is located in south-west Asia and borders the Gulf of Oman, Persian Gulf, and Caspian
Sea (figure 9). Iran shares its northern borders with Armenia, Azerbaijan and Turkmenistan.
These borders extend for more than 2000 kilometres, including nearly 650 kilometres of
water along the southern shore of the Caspian Sea. Iran’s western borders are with Turkey in
the north and Iraq in the south, terminating at the Arvand Rud. The Persian Gulf and Gulf of
Oman form the entire 1770-kilometre southern border. To the east lies Afghanistan and
Pakistan. Iran’s diagonal distance from Azerbaijan in the north-west to Sistan and
Baluchestan Province in the south-east is approximately 2300 kilometres.

Figure 9. Map of Iran
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The climate of Iran is mostly arid or semi-arid (figure 10). Most of the relatively scant annual
precipitation falls from October through April. Iran enjoys rich natural resources, including
petroleum, natural gas, coal, chromium, copper, iron ore, lead, manganese, zinc and sulphur.
The country has high risk levels for natural hazards, such as periodic droughts, floods, dust
storms, sandstorms and earthquakes. Iran has a strategic location on the Persian Gulf and
Strait of Hormuz, which are vital maritime pathways for crude oil transport.

Figure 10. Climate map of Iran
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Iran is a constitutional Islamic republic. The country is divided into 31 provinces, which are
further broken into smaller administrative areas or districts. Tehran is Iran’s modern capital,
with a population of almost 12 million people. During the period 1975-2000, the population
doubled. The annual population growth rate declined significantly from 3.4% in 1986 to less
than 1.5% in 2000-2001. The fertility rate was high in the 1950s and 1960s and decreased
very little during the late 1970s. Following the revival of the Family Planning Programme
in1989 the fertility rate fell significantly, and by late 2000 had dropped to around 2.1 in all
urban areas as well as some rural districts. As more than 50% of the population is under the
age of 20, population growth will continue. The proportion of the elderly (age group 65+) has
risen to 5% and may soon pose the health and social system with major challenges.
Nevertheless, Iran’s demographic and social indicators are constantly improving. After
Pakistan, Iran is second in the world for number of refugees hosted. It was estimated that in
January 2007 there were 968 000 registered, and approximately 2 million unregistered,
refugees in Iran (13).

2.3 Description of pilot site

Tehran, located at the foot of Mount Tochal, is the capital and largest city of Iran, and the
administrative centre of Tehran Province. The city is famous for its numerous resorts on the
slopes of the Alborz Mountains, and for its museums, art centres and palace complexes.
Contemporary Tehran is a modern city featuring many tall structures, of which the Azadi
Tower and Milad Tower have come to be symbols of Tehran itself. It is the largest city in the
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Middle East and is the 16th most populated city in the world. Most Iranian industries are
headquartered in Tehran. In the 20th century, Tehran faced a large immigration of people
from all parts of the country (figure 11).

Figure 11. Tehran: population growth
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Tehran’s urban region underwent rapid population growth between 1950 and 1970, similar to
other metropolises of the world, and is now witnessing a slower growth rate. Since 1976, and
especially after 1986, development of the Tehran metropolis has been characterized by a
rapid growth of its suburban areas, which now contain 30% of its 12 million inhabitants.
Therefore, Tehran’s urban region is geographically very different from the 1970s, not only in
terms of population, but also socially, culturally, economically and administratively.

The distribution of population in the City of Tehran and its urban area is uneven, as the
Province of Tehran has both vast rural areas in the desert regions with low population
density, as well as very rich and well-irrigated arable lands that include populous, large
villages. The populated areas in the old quarters of the city are in clear contrast to the
industrial areas with very little residential population. Therefore, the average population
density in various locations varies considerably: the average density of the province is 5.3
persons per hectare, while in the City of Tehran it is 92 persons per hectare, and in the
province without Tehran, it is only 1.9 persons per hectare. Tehran is a capital with a low
average density because it contains large areas that have not been built on. The distinction
between the “city” and the “village” is still obvious, although they now have increasingly
similar social, cultural and economic features. The difference is striking between the high-
density areas in the southern half of the city (with 412 persons per hectare in districts 10, 14
and 17, and an overall average density of 300 persons per hectare) and the low-density areas
in northern quarters (with 40-90 persons per hectare, and densities of 44 for Vanak, 54 for
Zafaraniyeh, and 63 for Tajrish). Although southern quarters have a higher density, there is
no real contrast between the city’s north and south. Rather, a more complicated geographical
situation has been shaped; the city centre, which previously had a higher population density,
is now facing a decrease in residential population, and its density is now lower than the city
average (Ferdowsi has 92 persons per hectare). Municipal districts 21 and 22, which are
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recent additions to Tehran’s limits, are less populated, as the industrial zone between Tehran
and Karaj and areas of vacant and afforested lands are located within them.

Tehran’s borders have changed as it has expanded. Tehran was shaped as a rectangle with a
length of 30 kilometres, from the slopes of Mount Tochal to the north to the shrine of Shah
Abdol Azim to the south. The city’s 25-year expansion limits were defined, and those limits
are, more or less, in accordance with the present-day borders of the city. There are 22
districts, with a total area of 707 square kilometres. Districts 21 and 22 were added to Tehran
in 1991. These districts changed Tehran’s geometrical form to a triangle, with a base as long
as 50 kilometres. In the Comprehensive Plan of 1968, Tehran’s jurisdiction was set to cover
1800 square kilometres, which is the present basis for planning. With the growth and
development of rural centres due to immigration, and their transformation into large
settlements with their own boundaries, definition of Tehran’s limits has become a
complicated and intricate problem (figures 12 and 13).

Figure 12. Administrative districts of Tehran
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Although these changes have had little direct impact on the citizens, they have created
inconsistencies in administrative affairs and coordination of urban policies. The City of
Tehran is divided into 22 districts and 112 subdistricts (nahiyeh) (table 3). There are also
smaller subdivisions, such as howzeh and blocks. They have, however, no administrative
application. Recognized neighbourhoods, such as Shemiran, Bazar, Narmak, Lavizan, Tehran
Pars, Naziabad, Javadiyeh, Punak and Abbasabad, do not correspond to official divisions, but
approximately overlap with municipal districts and subdistricts. When Tehran’s population
was only 1 or 2 million, this diversity in administrative partitioning did not cause much of a
problem. Today, however, administration of a modern city requires logical management and
planning, and in particular, harmony and coordination with various organizations to promote
the quality of services and respond to the increasing needs of the population (/4).

Table 3. Tehran municipal districts and populations

District 1996 2006

1 249 676 379 962
2 458 089 608 814
3 259019 290 726
4 663 166 819 921
5 427 995 679 108
6 220331 237292
7 300 212 310184
8 336 474 378 725
9 173 482 165 903
10 282308 315619
11 225 840 275 241
12 189 625 248 048
13 245142 245 724
14 394 611 483 432
15 622 517 642 526
16 298 410 291 169
17 287367 256 022
18 296 243 317 188
19 227 389 247 815
20 356 079 335634
21 188 890 159 793
22 56 020 108 674

19


javascript:sort('ts',3,true,0)
javascript:sort('ts',4,true,0)

2.4 Implementation of Urban HEART in Tehran

Urban HEART was pretested in a selected country (Malaysia). After that, a pilot
implementation was conducted in a number of low- and middle-income countries in 2008—
2009, including Iran (figure 14).

Figure 14. Urban HEART pilot locations

The pilot of Urban HEART was formally launched in Tehran, Iran, 19-21 April 2008, in
collaboration with Tehran Municipality and the WHO Tehran Country Office. Tehran was
selected as a pilot site because it represented diverse populations and facilities, highly
urbanized and rapidly urbanizing communities, an urban-rural mix of population, and
supportive and progressive district leadership. Two main types of indicators were defined by
Urban HEART, as developed by the WHO Centre for Health Development, Kobe, Japan:

Health outcomes. This group of indicators is indicative of major outcomes or impacts of
multiple factors and drivers that reflect the performance of the health system and other
sectors associated with the determinants of health, and include:

* life expectancy at birth
* infant mortality rate
* under-5 mortality rate
* maternal mortality ratio
* specific disease morbidity and mortality rates.
Health determinants. These are categorized based on four policy domains:

* Physical environment and infrastructure consists of indicators for determinants
and interactions associated with living conditions at the household level, such as
access to safe water and sanitation services and exposure to indoor air pollution, as
well as indicators related to environmental conditions in the neighbourhood,
community and the workplace, such as exposure to road traffic and job-related
hazards.
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* Social and human development includes indicators related to determinants and
interactions that influence social exclusion or inclusion and may hinder human
development, for example by obstructing access to education, health services,
nutrition, food security and social services, and by creating obstacles to better health-
seeking behaviours and improved personal lifestyle and health practices.

* Economics includes indicators related to determinants and interactions associated
with economic barriers to health equity, including lack of access to credit and capital
and to job opportunities, limited potential for generating income, and other obstacles
to moving out of poverty.

* Governance includes indicators related to determinants and interactions involved
with governance, rights and political exclusion, such as those associated with the legal
status of the urban poor, property and ownership rights, participation in decision-
making processes, and priorities in the allocation of resources to improve health and
its determinants.

Countries and cities can include additional indicators based on their priorities, specific needs
and unique characteristics (/2).

In recent years, Iran has made notable achievements in the areas of developing successive
five-year plans (after the Islamic Revolution), formulating MDG indices, setting up
information systems in the Iranian primary health care network, and planning the 25-year
development programme (endorsed by all levels of decision-makers in the country). Based on
these experiences, it was decided to adapt the original Urban HEART indicators to the local
situation and extend them to cover all determinants of health. The ensuing 65 indicators in six
domains are shown in table 4.
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Tahle 4. I.ist of indicatars. Tehran [Trhan HEART
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The Tehran model was developed during a workshop held in Tehran with participants from
Urban HEART pilot sites around the world, and representatives from the WHO Kobe Centre
and the WHO Eastern Mediterranean Regional Office. The technical advisory committee of
Tehran Urban HEART developed a questionnaire to assess the approved indicators
(annex A). A pilot study was conducted to test the questionnaire, using 50 families in five
districts of Tehran — totalling 250 households — who were stratified randomly and selected in

late June 2008. After piloting, the following activities were undertaken by the technical
advisory committee (/4):

* adjust indicators and data-gathering methods based on pilot results
* establish executive teams
* undertake assessment

* develop interventions.
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3. Method of documentation and evaluation

Evaluation may be defined as the systematic collection and analysis of information on the
performance of a policy, programme, or initiative to make judgments about relevance,
progress or success and cost-effectiveness, and to inform future programming decisions about
design and implementation. Evaluation means asking good, critical questions about
programmes to improve them and help them be accountable for the wise use of

resources (/3). Figure 15 illustrates the logic model of programme action.

Figure 15. Logic model of programme action

outcomes/i
mpacts

Using this model, the process can be evaluated in a logical sequence:

* Input evaluation describes what was invested, such as staff, time, money, materials,
equipment and technology.

* Process evaluation examines what was done.
e QOutput evaluation shows what was reached or achieved.

* QOutcome-impact evaluation looks at what was changed (short-term, medium-term and
long-term results).

Based on the Urban HEART user manual (/2), there are six steps to follow in the Urban
HEART process. However, some steps may need to be revisited and repeated in the course of
an Urban HEART cycle. The cycle itself should be repeated and is intended to expand
cumulatively. Urban HEART is a continuous process. The steps are as shown in figure 16.

The Urban HEART implementation steps and logic model of programme action helped
development of the evaluation method for the Tehran pilot. The evaluation team of the
National Public Health Management Centre decided to do the evaluation in three phases:

* pre-assessment phase
* assessment phase
* response phase (response prioritization, policy development, impact and outcome).

The external evaluation team established a set of critical questions with WHO collaboration.
Annex A includes core questions in the evaluation process.

For data collection multiple techniques were used, such as interviews, focus group
discussions and document reviews, to generate both qualitative and quantitative data to assist
in answering the core questions.
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Figure 16. Six steps to implement Urban HEART

Step 1:Build an inclusive team

Step2:Define local indicator set and benchmarks
%

Step3:Assemble relevantand valid data

I‘.I

Stepd:Generate evidence

ﬁImI

Step 5:Assess & prioritize health equity gaps and
gradients

¥

step6:identify the best response

Available documents reviewed by the external evaluation team were as follows:

published article in Medical Journal of the Islamic Republic of Iran, 2010, 24(3): The
application of Urban Health Equity Assessment and Response Tool (Urban HEART)
in Tehran: concepts and framework.

an overview of the Urban-HEART Tehran experience (final report of project).
evidence based on health equity assessment in Tehran (final report in Farsi).

Narrowing the gaps in Tehran: identifying social determinants of health through
Urban HEART. Report written by Seyed Mohammad Hadi Ayazi, Mohsen Asadi Lari
and Mohammad Mehdi Golmakani.

minutes of technical advisory committee meetings and their recorded audio files.

Urban HEART pilot project in Tehran PowerPoint presentations for national and
international conferences.

Although these documents helped formulation of answers to some of the core questions

developed by the evaluation team, interviews and focus group discussions were needed to
obtain further information. Two focus group discussions were held during the evaluation.
Many of the technical advisory committee members participated in those sessions. Annex B
lists those who took part in the focus group discussions and interviews.

The evaluation team carried out all focus group discussions and interviews. The team sent all
the core questions by e-mail to each of the technical advisory committee members,
investigators, and technical supervisors of the six main domains, but none of them replied.
There were no ethical permissions required for the process, but for official permission the
team kept in touch with the main investigators. In addition, WHO wrote a letter to Tehran
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Municipality requesting those responsible to facilitate the evaluation process. All the answers
obtained were analysed and categorized for the implementation phase of the Tehran Urban

HEART project.

The external evaluation of the Urban HEART Tehran pilot aimed to:

* describe the content of Urban HEART as adapted to the pilot site

» describe the processes, structures and mechanisms of implementation

* review and validate the data generated for the health equity assessment

* describe intersectoral actions and community participation generated or strengthened

by the process

* describe the accomplishments of the project

* identify recommendations for improving and scaling up the implementation of Urban

HEART.

Table 5 shows the components of the evaluation of Urban HEART.

Table 5. Components of the evaluation of Urban HEART

Pre-assessment

Assessment

Response

Critical areas

Implementation process

Output, outcome, impact

Identify influential champions
Identify stakeholders

Undertake training for
stakeholders

Recruit participants from
various policy sectors, levels of
government and local
communities

Develop plans for
sustainability and succession
Document the team-building
process

Identify indicators to capture
issues of concern to local
decision-makers

Develop data collection
resources

Select indicators that are
measured at regular intervals

Identify obstacles and solutions

Develop data standards and
common units of
disaggregation

Perform data quality and
validity checks

Implement demonstration
project with a few easily
obtainable data

Share early results with
stakeholders

Review the technical
instructions to produce an
accurate Matrix and Monitor

Re-evaluate data quality

Use the Matrix results to help
plan the Monitor

Tailor meeting agendas and presentation
materials to particular stakeholder groups

Prioritize equity problems based on charts
Verify accuracy of the results

Consider the strengths, weaknesses,
opportunities and threats associated with
potential responses

Make sure selected response plan will
target health equity priorities

Make sure that intervention will not make
inequities worse

Gain community support in designing the
response plan

Know the right time, format and audience
for presenting the action plan for response

Ensure policy uptake and development
Undertake programme development and
implementation

Put in place monitoring and evaluation
mechanisms
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4. Documentation and evaluation results

4.1 Pre-assessment phase

Introduction

The main purpose of the pre-assessment phase is to identify the main objectives and
priorities, and to provide a relevant and feasible programming framework within which
programmes and projects can be identified and prepared. Based on the Urban HEART
guidelines and user manual, the external evaluation team considered the following items as a
checklist to determine whether and how the different subprocesses were undertaken in the
pre-assessment phase: identification of resources, time framework, stakeholder analysis,
justification plans, community participation plans, term of reference, plans about
sustainability and succession, team building, identification of appropriate indicators and
availability of data, data collection resources and methods.

Methods and materials

For documentation and evaluation of the pre-assessment phase of Urban HEART pilot
application in Iran, official documents and reports, Urban HEART team interviews, and
expert interviews were used. Two interviews with Urban HEART contributors and one
interview with committee members of the Research and Planning Centre of Tehran
Municipality were performed. In the next step, all recorded interviews, after precise listening,
were converted by the Urban HEART external evaluation team to written documents. In
addition, official reports of all meetings that had been performed by the Research and
Planning Centre, covering 58 meetings in all, were reviewed, as well as all official letters that
were issued by the Research and Planning Centre.

Results of Urban HEART pre-assessment phase

The results of this evaluation showed that the Research and Planning Centre of Tehran
Municipality oriented itself gradually to the concept of Urban HEART, but other potential
participants (stakeholders, mainly government officials) that could have been engaged in this
phase were not included. As a result, other sectors were not informed about the Urban
HEART project. Regarding engagement of national and local governmental officials,
although the Research and Planning Centre had invited some experts, it seems that other
national and local governmental officials outside Tehran Municipality were not engaged
actively in the Urban HEART project in the pre-assessment phase. In addition, a considerable
number of governmental officials in other major governmental sectors that are responsible for
providing and developing equity policies and programmes did not participate in development
of the pre-assessment phase. In summary, the Tehran Urban HEART team was mostly from
Tehran Municipality, as well as academics who are experts in the fields needed for technical
aspects of the project. Annex C lists the members of the team.

There was no one from the policy- or decision-making level of other governmental sectors on
the team. One of the technical advisory committee members said, during an interview: “The
municipality is the main responsible organization for many affairs of the city. Through the
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Urban HEART project, we were creating evidence for all policy-makers to manage and
reduce inequities. So it was not necessary to build up a huge committee of different people
with different ideas. It might present the project with serious problems.”

Organization of the technical working group was also assessed by the Urban HEART
external evaluation team. Documentation review and interviews showed that the technical
working groups were organized by the Social and Cultural Affairs Department of Tehran
Municipality and the members of the groups were invited according to their experiences and
based on the needs of the Research and Planning Centre of Tehran Municipality. Although
the Research and Planning Centre was multisectoral, the members were not representative of
their organizations, and they were not able to apply the decisions in their own organizational
system or draw the other sectors’ attention to Urban HEART concepts. However, evaluation
of the structure of the Research and Planning Centre showed that all members stated their
commitment and responsibility to develop the Urban HEART project in a collaborative
environment.

Another aspect assessed by the external evaluation team was engagement of stakeholders in
the Urban HEART project. Tehran Municipality was identified as the main stakeholder in the
project. The output of Urban HEART could be useful for many sectors, including
governmental organizations, especially the Ministry of Health and Medical Education, the
Ministry of Housing, and welfare organizations, but they were not included by the Research
and Planning Centre. The WHO representative in Iran provided knowledge and guidance to
focus attention on the responses of stakeholders, but for most of the pre-assessment phase
Tehran Municipality was the main organizer and stakeholder. Thus, Tehran Municipality was
the most supportive organization to develop and perform Urban HEART in Tehran.

Concerning the resources of Urban HEART, two major inputs were assessed: human
resources and financial resources. Findings showed that Tehran Municipality supported
finances and provided staff for implementing the project. In addition, experts who were
invited in the pre-assessment phase from other organizations contributed scientific resources
to the Urban HEART project in Tehran. Additionally, Tehran Municipality contracted the
Iranian Students Polling Agency to develop and prepare data collection methodologies and
gather all data in the assessment phase.

Regarding the designated timeframe for the pre-assessment phase, it was found that a
timetable had not been developed in advance, but was formulated based on the progress of
this phase.

Facilitating and hindering factors were other assessed items. Findings showed that
commitment of the Mayor of Tehran and all sectors of Tehran Municipality was the most
important facilitating factor. Additionally, no major barriers were observed, other than a lack
of insight into engaging other organizations as stakeholders for setting indicators and other
tasks.

After the inauguration of Urban HEART, subcommittees were formed to determine the most
appropriate indicators for equity assessment in Tehran in all four policy domains. Members
of the subcommittees included academics of Tehran universities and policy-makers in Tehran
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Municipality. Subsequently 65 indicators in six domains — physical and infrastructure, human
and social development, economic development, governance, health, and nutrition — were
developed. It seems that new indicators were developed from a planning perspective, and
there was no evidence of the community playing a role in developing new indicators. In April
2008, an Urban HEART workshop was conducted in Tehran with the aim of finalizing the
indicators. All pilot sites presented their studies regarding the indicators used in their own
countries to investigate inequalities in health. The Tehran team also presented its indicators,
which were approved by the other participants. The Tehran team considered five key points
in setting new indicators:

* They can be generalized.

* They can be extracted from all districts.

* They are measurable.

* They are health related.

* They are interrelated and affect each other.

In the next step, the Tehran team reviewed available sources of information at international,
national and local levels to determine the appropriate approaches for data collection for all 65
indicators. A technical advisory committee was set up to determine which data collection
approach was appropriate for the next steps. The technical advisory committee considered all
available tools in the six policy domains. According to the documents, various questionnaires
were used for this purpose. These questionnaires were either generated by experts or
previously validated, as suggested by the working groups. Then a comprehensive
questionnaire was developed to collect data for 42 indicators in 13 sections. Lists of the
indicators and components of the questionnaire are given in tables 6 and 7.
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Table 6. Indicators of Tehran Urban HEART

Domain

Indicators

Physical and infrastructure

Healthy water

Accidents and injuries
Air pollution

Noise nuisance

Access to public transport
Solid waste management
Health centre utilization

Human and social development

Education (net enrolment ratio, gross enrolment ratio,
primary school completion, higher education)

Violence (domestic, street)

Smoking/addiction

Smoke-free places

Mental health

Social capital

Economic development

Employment

Residency in normal home/persons/room
Fair financial contribution index
Household costs

Absolute/partial poverty

Social welfare index

Human development index

Governance

Annual reports

Contracts, transparency

Satisfaction

Responsiveness (hotlines)

Community participation (local elections)
Lawfulness

Standard activities

Health

Safe delivery

Vaccination

Teenage pregnancy

Breastfeeding

Infant, under-5, maternal mortality ratios
Health-related quality of life, disability index

Nutrition

Calorie poverty

Wasting

Stunting

Low birth weight (intrauterine growth retardation, neonatal
mortality rate)

Body mass index (obesity)

Food diary

Food costs, cereal costs
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Table 7. Components of Tehran Urban HEART questionnaires

No. Section

—_

Identification form

General particulars of the family members

Home facilities and assets

Health, vaccinations and mortality

Accidents and injuries

Domestic violence

Disabilities

Responsiveness, satisfaction

O | X0 [ Q|| DN | WD

Mental health

—
S

Quality of life

—
—

Household costs

[
[\

Smoking and addiction

—_
98]

Social capital

The Urban HEART team omitted the 13th section, finalizing the questionnaires with 12
sections. The validity and reliability of the questionnaires were examined through a pilot
study. Samples of the questionnaires are available in Annex D.

4.2  Assessment phase

Introduction

The assessment phase aims at describing problems and needs, and charting the local
resources available to make the most effective interventions. Thus, an appropriate assessment
is necessary for the best response. Consequently, all planning for effective response must be
based upon knowledge of the real situation, and of the various factors that have formed it.
Assessment is an activity that can firmly link planning to the realities in the field, and thereby
to the main goals of the project. The findings should guide and define the content of the
response formulation. The assessment phase of Urban HEART is an indicator guide designed
to identify differences between various population groups within the city or across cities
using indicators of key health outcomes. The external evaluation team focused on the
following subjects in the assessment phase: identification of obstacles and solutions, data
standards and common units of disaggregation, data quality and validity, data resources,
sharing of results, accurate Matrix and Monitor, and resources used.

Methods and materials

For documentation and evaluation of the assessment phase of the Urban HEART pilot
application in Iran, official documents and reports, Urban HEART team interviews,
telecommunications and expert interviews were used. Several interviews were performed
with the Urban HEART assessment phase executive committee (by the Iranian Students
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Polling Agency) and committee members of the Research and Planning Centre of Tehran
Municipality, and a document review was undertaken. For more transparency, technical
committee members and executive team members were asked to complete a chart presenting
all the required information about the assessment phase.

Results of Urban HEART assessment phase

The technical advisory committee subcontracted a private organization with good experience
in research and data gathering — the Iranian Students Polling Agency — to collect accurate
data during the assessment phase. The Iranian Students Polling Agency conducted the
assessment phase of Tehran Urban HEART over 55 days during mid-2008. The results of this
evaluation reveal that potential participants (such as stakeholders) who could have been
engaged in this phase were in fact not included, and there was no evidence to show how the
results compared with the expectations of the stakeholders.

Tehran Municipality had a strong foundation for the assessment phase. Academic experts
were selected to oversee the operations and results. These experts had a technical role, rather
than representing their respective organizations. The role of the community did not go
beyond responding to questionnaires. Data sources were mainly based on the components of
the questionnaires and data types were quantitative. The external evaluation team provided an
evaluation table to obtain the key points in data gathering. The table was sent to technical
advisory committee members and domain supervisors for completion, but unfortunately the
evaluation team did not get any response .

According to the interview with an Iranian Students Polling Agency manager, there were two
main monitoring systems to guarantee proper implementation of the survey. Every four or
five surveyors had a mentor to ensure proper fieldwork, and each district had a high-ranked
supervisor from academia to observe all relevant activities within the district and check the
quality of sampling, data collection, communication with families and compliance with
standards.

For the survey, at least 960 households were investigated in each of the 22 districts, and

22 300 questionnaires in total were distributed. The questionnaire took around 45 minutes to
be completed. Each surveyor investigated six to eight households per day. Field investigators
were asked to refer any problem during the survey to their mentors and supervisors using
their own cell phones for that purpose. District supervisors (university academic members)
were also encouraged to follow up their assigned field closely to provide feedback to the
investigators and to homogenize and ensure the consistency of the survey. Any comments
about the instructions and questionnaire, either from investigators or from supervisors, were
appreciated, and necessary amendments were made after the survey. A steering committee
chaired by the principal investigator of the project was responsible for any guidelines and
directions for the whole survey. In sum, there were 700 personnel for the assessment phase.
From 676 surveyors, 80 persons cancelled the contract before starting, 51 persons quitted the
job and 13 persons were fired. The main reasons for contract cancellation were difficulties
with the questionnaires and workload; inappropriate acceptance and behaviour of some
respondents; and unwillingness to answer the questions in some districts.
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The manager of the Iranian Students Polling Agency declared that both the technical advisory
committee and Iranian Students Polling Agency had done all they could to obtain validated
data, but he did not present any evidence for his claims. The provided Matrix was formed by
using appropriate software, which included just one type of disaggregation variable in 22
districts of the City of Tehran. A new spreadsheet was opened in charting software for the
data gathered for each indicator in 22 districts. First, the names of the districts were labelled
in columns. Then, in labelling the rows, the first column was used to label each policy
domain. In the second column, the names of the indicators were entered, following which
benchmarks were added. Different types of benchmarks for different indicators had been
defined by the working groups in advance. Based on WHO guidance, three colours were used
in the Matrix; red, yellow and green. The red colour defines the value worse than the selected
benchmark; yellow indicates performance that is equal to the benchmark; and green indicates
performance better than the benchmark. Unfortunately, there were no footnotes to identify
the sources of the benchmarks.

Project cost details were not given to the evaluation team, though table 8 shows estimated
costs for the Tehran Urban HEART pilot application presented in the international
conference, Brasilia, 2009.

Table 8. Estimated costs of Tehran Urban HEART pilot, Brasilia conference

Component Est. cost ($)
Workshops to determine indicators 70 000
Developing the questionnaires 20 000
Training surveyors 30 000
Conducting the survey (1000 families per district) 300 000
Data analysis and finding the gaps 100 000

/mapping/presenting data to districts

Setting interventions: workshops etc. 30 000

Conducting interventions -

Total 550 000

Additionally, based on the results of the interview with the manager of the Iranian Students
Polling Agency, 40 000 Iranian rials was paid for each completed questionnaire and 360 000
rials was paid daily to each mentor. There were 34 supervisors with daily wages of 160 000
to 180 000 rials, and eight top supervisors with daily wages of 200 000 rials.

4.3 Response phase

Introduction

In a project management process a response phase aims at the best reaction to an event,
occurrence or situation, based on sound evidence, in order to provide solutions to a particular
problem. In the response component of Urban HEART, interventions and actions are grouped
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in five response strategies, which are derived from a qualitative review of case studies and
include best-practice recommendations from WHO and UN-Habitat and field experiences
from implementing Urban HEART. The response strategy packages guide prioritization and
development of context-specific interventions or actions.

Methods and materials

For documentation and evaluation of the response phase of the Urban HEART pilot
application in Iran, official documents and reports, reviews, Urban HEART team interviews,
and expert interviews were used. Several interviews were also undertaken with the Urban
HEART committee members of the Research and Planning Centre of Tehran Municipality.

Results of Urban HEART response phase

Actions based on Urban HEART have been divided into five categories:
1. Evidence-based policy-making

Presenting the results of the first phase of the Urban HEART project led to the following
measures in the policy-making category:

* In early 2009, Tehran City Council implemented the indicators of Urban HEART in
the context of a five-year urban development programme.

* In budget allocation, the Tehran Islamic City Council has considered the inequity of
different areas as revealed by Urban HEART data.

* Codification of indicators of equity in health, prepared by the Supreme Council of
Health and Food Safety and approved by the Cabinet, was a consequence of the
project. It is hoped that these indicators will be routinely reviewed by the Supreme
Council to inform decision-making processes from 2012.

2. Evidence-based practice

It was intended that each sector would implement practical action plans based on the final
results of the Urban HEART project, though the evaluation team did not receive any evidence
of this. In 2010, however, Tehran Municipality launched a programme called “Tehran, the
smoking-free city” based on results from the project. The elements of this plan were:

* establishing the Smoking Prevention Centre in Tehran
* establishing no-smoking parks in Tehran

* educating psychiatrists for consultation and guidance on the basis of smoking
cessation

* educating physicians for development of smoking cessation clinics
* educating the members of smoking prevention centres

* preparation of pamphlets and publications.
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3. Intersectoral collaboration

Extracted results from the project were given, through formal and official channels, to the
corresponding organizations so that they might be used to launch intersectoral plans for
decreasing inequities. The Urban HEART team has therefore sent the published reports and
documents to other ministries and organizations. But there was no means of knowing the
reaction of other sectors when receiving data about their sectors from the Health Unit of the
Municipality. Also, no evidence was found by the evaluation team to indicate any
intersectoral action suggested by other sectors to reduce health inequities in the City of
Tehran.

4. Community-based initiatives

The WHO Regional Office for the Eastern Mediterranean has developed an innovative
Community-Based Initiatives Programme for health and development, in which simultaneous
emphasis is put on economic growth, improvement in standards of living, health status and
quality of life. These approaches provide a new orientation for multisectoral efforts to ensure
that health considerations are core to all development and environmental activities. The
following community-based initiatives for health and development have been introduced in
the region:

* basic development needs

* Healthy Villages programme

* Healthy Cities programme

* women in health and development.

The main objective of the Community-Based Initiatives Programme is to facilitate the
integration of health policies and programmes into national strategic development agendas in
order to improve health and environmental conditions, reduce poverty and achieve a better
quality of life through the attainment of the MDGs. The work is focused on promoting equity,
especially from a human rights perspective, gender mainstreaming, and enhancing the role of
women in health and sustainable development. The Community-Based Initiatives Programme
is well known in Iran. This strategy is implemented by the Ministry of Health with
community participation in many of the urban and rural areas of the country. The Tehran
Urban HEART team believes that the Community-Based Initiatives Programme can be one
of the most effective strategies for reducing health inequities, and it will be launched in
coordination with the second phase of the Urban HEART project.

S. Health system response

Considering the outcomes of the project and with inspiration from the network of primary
health services in the country, which is one of the most successful systems in the region,
Tehran Municipality is planning to establish a health system based on the social components
of health. In this system, for every 4000 Tehran citizens there is one health house, and, there
is an urban health centre for every four of these houses. Moreover, in each district of Tehran
there is an urban health management centre. As this model is now being pilot-tested, an
electronic copy was not provided, and as a result it was not available to the evaluation team.
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Response phase conclusions

In conclusion, in the response phase, the results attained from reviewing the documents and
holding interviews and group discussion sessions with members who contributed to the
project can be summarized as follows:

» Efforts in this phase were mainly focused on Tehran Municipality units, and other
sectors and institutions were not engaged.

* No evidence regarding prioritization and determination of significant indicators for
interventions were presented.

* No evidence regarding prioritization and determination of significant corrective
interventions were presented.

* No evidence was presented regarding proposals or prepared operational programmes.

It should be mentioned that the second phase of Urban HEART is being initiated in Tehran,
and, the members contributing to this project have admitted that the response section has
been postponed to that phase. It means that a full response will be based on the more
comprehensive results from the first and second phases.
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5. Findings and recommendations

5.1 Summary of process

To identify and address inequalities in health and its determinants among societies, Urban
HEART, with its four policy domains related to social determinants of health, was developed
by the WHO Kobe Centre and piloted in several countries.

In October 2007, the WHO Country Office offered Urban HEART to Tehran Municipality
and working groups were subsequently organized in all four policy domains to agree on the
indicators most appropriate for equity assessment in Tehran alongside the other pilot cities in
the world. A total of 65 indicators in six domains — physical and infrastructure, human and
social development, economic development, governance, health, and nutrition — were
developed and approved in an international workshop held in Tehran in April 2008. A
comprehensive questionnaire for 42 indicators in 12 sections was developed by the technical
advisory committee to be administered in a large population-based survey in Tehran. In this
survey, the questionnaires were completed by 21 120 households in all 22 districts of Tehran
(at least 960 in each district).

The Urban HEART project in Tehran highlighted differences in all 42 indicators throughout
the 22 districts of Tehran. To help policy-makers, the measured indicators were demonstrated
in several matrices. A sample of these matrices is available in annex E.

5.2 Strengths and weaknesses

Strengths

The strengths of the Urban HEART pilot project in Tehran can be identified as follows:
* appropriate model and framework prepared by WHO Kobe Centre
* strong support by Tehran Municipality and Mayor of Tehran

* interaction of a notable number of investigators, academics, experts, and the executive
staff team

* skilled research managers

* support of WHO

allocated funds.

Weaknesses and related recommendations

The project had some weaknesses too. The following recommendations are given
accordingly:

1. Community participation

The participation of people is essential in this project. Discrepancies exist between the
information on inequities found in source documents and what people experience in reality.
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Targeted interventions depend on community participation. The participation of the target
population in the Tehran Urban HEART pilot was limited to completion of questionnaires.

2. Intersectoral collaboration

The Urban HEART project depends on intersectoral collaboration. Although the Tehran
Urban HEART team was multisectoral, and could bring the municipality’s units, academics,
experts and specialists together, for other sectors, the top-level managers (policy-making
areas) and mid-level managers (operational areas) were not actively engaged.

It is recommended that the organizations and ministries that are responsible for the processes
regarding the indicators studied for this project should contribute to planning for assessment
and analysis of the indicators. In fact, the responsibility for obtaining and interpreting each
indicator should be assigned to the corresponding organization. It is also recommended that
this participation should take place from the outset of determination of the indicators. This
would strengthen the role of organizations in putting the results of the project into practice by
determining and prioritizing the most significant indicators and designing and implementing
corrective interventions. Moreover, the relevant organizations would be well placed to
analyse the consequences of interventions, and contribute to the development of practical,
targeted activities.

It should be noted that aggregation of urban services in municipalities has not yet occurred in
Iran. Furthermore, the majority of services relevant to this project are managed by other
organizations, which in most cases are not municipality related.

In conclusion, urban health equity in Tehran does not only fall under the supervision of the
municipality. Consequently the Urban HEART project might be considered as a national
project and implemented in collaboration with all ministries and other related organizations.

3. Appropriateness of indicators

The focus of this project on municipality indicators resulted in a lack of universality of
indicators. For instance, in the field of governance, health equity indicators were introduced
that did not manifest the role of government in reducing health inequities in the city.

If, from the technical advisory committee point of view, the municipality can be assumed as
the local government of Tehran City, some indicators that relate more clearly to the role of
the municipality in reducing health inequities should be added. For example, a number of
indicators could be established in the following areas:

* out-of-pocket payments and actions that would reduce this

* geographical and economic access to health services in the districts of Tehran

* responsibility of Tehran Municipality regarding health promotion

* access to parks and places for recreation in the districts of Tehran

* green spaces by population in the districts of Tehran

» effects of natural disasters and policies and actions for their reduction in Tehran City

* health-oriented planning in development of Tehran
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* health-oriented policy-making in urban services
» traffic and its relation to the physical, mental and social health of people.
4. Health system response

Tehran Municipality is planning to establish a health system based on social determinants of
health as a response intervention. Iran needs a comprehensive health system not only to deal
with the social determinants of health, but also to embrace all three dimensions of health as
defined by WHO, namely the physical, mental and social dimensions. In its 2002 annual
report, WHO defined the health system as follows: “A health system includes all activities
whose primary purpose is to promote, restore, or maintain health.” Such a system includes all
players, including governmental and nongovernmental organizations, as well as individuals
and communities. In addition, the social determinants of health are not the responsibility of
municipalities only; there are many agencies providing health services and facilities in all
urban and rural areas. In Iran, the Ministry of Health and Medical Education is a core
member of the health system and has a stewardship role.

5. Evaluation and dissemination of information

There was no documentation available to show if internal evaluation of the project had been
carried out by the investigation team. Generally, implementing the second phase of a project
occurs after undertaking corrective interventions based on measurement of the expected
changes, which cannot be done if there is no available information about the implemented
interventions and their results. Therefore, dissemination of the external evaluation should be
very important to the next phase.

38



Annex A. Questionnaire to assess indicators
Core questions for documentation and evaluation of Urban HEART

Pre-assessment phase

What did the participants think of the orientation? Was it useful?
How were the national/local government officials engaged in this process?

How was the technical working group convened?

S X X

What were its organizational structure, mandate, membership, roles and
responsibilities?

Was the group multi-sectoral?
Who were the key stakeholders?

Who was the most/least supportive of the project?

ANERNEENERN

What were the funds required, including breakdown by major components (e.g.
meetings, materials)?

<

What was the staff time required, including breakdown by different skill sets (e.g.
project manager, data analyst)

How were the resources mobilized?

v' What is a realistic timeframe in which this phase can be completed in a similar
context?

v' What were the things that made this phase difficult?
v"  Did the stakeholders think this phase went well? Why or why not?

39



Assessment phase

v' What was the mechanism to engage stakeholders in this phase?
v" How were community groups included in this phase?

v' What were the stakeholders’ (including community) perceptions of being involved in
this phase?

<\

How were the indicators selected? What were the key decision factors?
What were the data sources and data types used for each indicator?
How were the data collected and validated?

Were the data appropriate and accurate?

How were the Matrix and/or Monitor created?

What did the resulting Matrix and/or Monitor look like?

Did the results match the impressions/expectations of different stakeholders?

AN N N Y N NN

What were the funds required, including breakdown by major components (e.g.
meetings, materials)?

v' What was the staff time required, including breakdown by different skill sets (e.g.
project manager, data analyst)

v" How were the resources mobilized?

v' What is a realistic timeframe in which this phase can be completed in a similar
context?

v" How can the Urban HEART Assessment component be improved? What other
resources are needed?
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Response prioritization phase

v
v
v

DNANERN

ANRNEN

ANIRN

NS NE N N T N N N N N

ANANEN

What was the mechanism to engage stakeholders in this phase?

How were community groups included in this phase?

What were the stakeholders’ (including community) perceptions of being involved in
this phase?

What were the priority health equity issues, and why?

How were the Matrix and Monitor results used to prioritize health equity issues?
What other information or factors influenced the prioritization of health equity
issues?

What were the priority strategies/interventions, and why?

How was Urban HEART used to identify and prioritize strategies and interventions?
What other information or factors influenced the prioritization of health equity
issues?

Was a proposal/action plan developed based on the Urban HEART implementation
results?

How and to whom was the proposal/action plan presented?

What were the funds required, including breakdown by major components (e.g.
meetings, materials)?

What was the staff time required, including breakdown by different skill sets (e.g.
project manager, data analyst)

How were the resources mobilized?

What is a realistic timeframe in which this phase can be completed in a similar
context?

How can the Urban HEART Response component be improved? What other
resources are needed?

What were the things that facilitated this phase?

What were the things that made this phase difficult?

Did the stakeholders think this phase went well? Why or why not?

What are the lessons learned about completing this phase successfully?

Was the proposal/action plan accepted or rejected, and by whom?

What were the key factors that influenced the decision?

What did the decision makers think of Urban HEART?

Was a programme/intervention developed and implemented?

What was the programme/intervention? How closely was it linked to the proposal?
Have you been monitoring and evaluating the process? If so, how? If not, why?
What are the main accomplishments of the project?

What, if any, are the negative effects of the project?

Did the Urban HEART implementation result in putting health equity issues higher
on the agenda of local, regional and/or national governments and other agencies?
Are there plans for scaling up Urban HEART implementation in the region/country?
Have other municipalities adopted or taken interest in Urban HEART?

Did the Urban HEART implementation generate or strengthen other policies or
programmes beyond those directly resulting from the pilot project?

Did the Urban HEART implementation generate or strengthen intersectoral
collaboration to address health/health equity issues?
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Annex B. Participants in focus group discussions and interviews

Technical advisory committee members who participated in focus group discussions:
* Dr Mohammad R. Vaez Mahdavi, MD PhD, Professor of Physiology

*  Dr Mohsen Asadi Lari, MD PhD, Assistant Professor of Epidemiology

* Dr Ali A. Farshad, PhD, Professor of Occupational Health

*  Dr M. Mehdi Golmakani, MD, Director of Health, Municipality of Tehran

* Dr Ahmad A. Noorbala, MD, Professor of Psychiatrics

*  Dr Soghrat Faghihzadeh, PhD, Professor of Statistics

e Dr Naser Kalantari, MD, Associate Professor of Paediatrics

*  Dr. Hossein Raghfar

In addition, 12 interviews were done with members of the technical advisory committee,
including:

* Dr Hossein Malek Afzali, PhD, Professor of Public Health

*  Dr Mohammad R. Vaez Mahdavi, MD PhD, Professor of Physiology

*  Dr Soghrat Faghihzadeh, PhD, Professor of Statistics

¢ Dr M. Mehdi Golmakani, MD, Director of Health, Municipality of Tehran
* Dr Ali A. Farshad, PhD, Professor of Occupational Health (by telephone)
* Eng. Ali A. Haery, Director of Iranian Students’ Polling Agency

The external evaluation team carried out interviews more than once with several of the key
persons mentioned above. The evaluation team, including Dr Hamid Allahverdipour,
NazilaTajaddini and Hossein Behdjat, carried out all focus group discussions and interviews.
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Annex C. Members of Tehran Urban HEART team

The members of the Tehran Urban HEART team were as follows:

M.H. Ayazi, Senior Adviser to the Mayor

Ali Aasghar Farshad, Professor of Occupational Health

Hossein Malek Afzali, Professor of Biostats and Public Health

Ali Maher, Adviser to the Deputy of Coordination (Tehran Municipality)
Soghrat Faghihzadeh, Professor of Statistics

Golam Hossein Salehi, Adviser to the Deputy of Coordination (Tehran Municipality)
Naser Kalantari, Associate Professor of Paediatrics and Nutrition

Farhad Sadr, DG in Deputy of Coordination (Tehran Municipality)
Ahmad Ali Noorbala, Professor of Psychiatrics

Ali Montazeri, Professor of Public Health

Hossein Raghfar, Professor of Economics

Mohammad Taghi Joghataei, Professor of Rehabilitation

Other contributors were:

* Dr Mohammad R. Vaez Mahdavi, MD PhD, Professor of Physiology and

former Deputy of Tehran Municipality

* Dr Mohsen Asadi Lari, MD PhD, Assistant Professor of Epidemiology

* Dr M. Mehdi Golmakani, MD, Director of Health, Tehran Municipality
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Annex D. Samples of questionnaires

Urban Equity Assessment Study — General household questionnaire (2008)

Section 1 Household identification form (information form)

1. Household ID Code
District Region Block Household

2. Name and surname of the head of the household:

3. Interviewee code (the person’s code being registered in the household)

4. Address:

4.1 District No.

4.2 Region No.

4.3 Neighborhood

4.4 Mailing address

4.5 Post Code (10 digits)

4.6 Tel No. Mobile No.
5. Duration of residence at current address (year)
If under 6 months: (months)

6. Head of the household’s place of birth: (please state)

Number of family members:

Time the interview started: __ _hour ___ minute

Time the interview ended: hour minute

Interviewer: Miss/Mr Interviewer Code:
Date of interview: Signature:

*Do not write anything on this part*

Supervisor’s name: Miss/Mr Supervisor’s code:
The questionnaire is endorsed: o Date of interview: Signature:
Reviewer: Miss/Mr Reviewer code: Date of review:
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ot

T 1- Landlerd

17- Ownership of the residency

O3 2- Tenant

18- Nurnber of the rooms at disposal o
: 19- Area of the house {square meiers) QI

_:52_[}- Whether the household utilize the following facilitiss at home?

-Section Three- Residency Information, hame facilities and the household necessities of

L 3- Other (please state)

Facilities | Yes

o]

Tap water | Independently C»mumcxﬁ

“Telephone

Bath

2041

Kitchen

703

Lavatory

mmda

: . 21- Whather the houschold utilize the following equipments?

Yes | No | Using for
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21-3 | Cell phone
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Seetion skk- Demestic Vialenee
27- Hasany of the following domestic violence been oceurred between the
family members during the last month? O 1- Yes .. .3 2- No (Go to the.

guestion Np, 28

27-1- Type of the viclence

17-2- Where'did you refer to
resobve it as the last resort?.

Codéaryé -

I- Blipsieal wdslense with complicatans s,
rupiuie, Beeding Fscion; dislocationt

2 Bliyiieal winlenee wiffinu domptiestnns. [pushing,
shiping, Ecking) '

< | 3 sl verbal vinlees

& [ #-Odiers Gapecifisd)

I- Parenits

E- Frivids srqmmintancesfeiphbon s
3+ Palice s tiaw

- Wedicat centéng

S fooent Ferepsic medicine

i Mot refered f anyenie
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Stl;fzitzlt Seven- Evaluation of disability

28- Is there any disable person in the housebotd? O 1- Yes 01 2- Ng.

the question No. 20} |
If ves, which type of the following disability has he or she?

e £G0 10

28-2-
Whether
Person’s | 28-1- Type of disablity hefshe uses
code in rehabilitatio
the _ | noservices?
househo) N (1} No (2)
d Paralize | Ampute | Completel | Complerel {ﬁ"zﬁz Public (3)
d e |yblind yrdeaf --*—*;” Charity {4)
» - Private
{One | Two
BYE ! eves
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Seetion Eight- Respousivencss ol the ﬁﬁ:uzniei’paiity-and the Tevel of hausehold's
satisfactien _
29- Are you familiar with Tehran municipality 137 hot-ling? Q1- Yes
H1.2- No .(Go to the. question No,30)
29-1- Have you réquested or complained through the 137 service in the recent

yvear? Q1-Yes 0-2- No-.... (Go to'the question No.30)
29-2- Have the results satisfied you? U1- Completely satisfied 012+ Relatively
satisfied L33~ dissatisfied - comipletely dissatisfied

30- Are you familiar with Tehran Municipality 1888 hot-line? [I1-yes [ 2- No
(Go to the question No. 3 1)
30-1 Hive you requested or éomplamed through the 1888 serviee? [31- Yes
0 2- No {Go to the question 31)
30-2- Have the results satisfied you?
A1~ Completely satisticdl)2- Relatively satisfied 13- dissatistied
04 cainpletely dissatisfied
31- Have you been generally satisbied with Tebran Municipality activities and
serviees i the last 2 years? '
31~ Completely salisfied 02~ Relatively satisiicd 23 dissatisfied
[J4- completely dissatistied
31-1 Have you {or the family) been questioned by the regional municipality
-abiout satistaction with {ts services in the bast 2 years? O1- Yes  U2-No
- 32- Have you attended to the central or regional municipality for any reason in

- the last 2 years? D1-Yes L 2- No (Go to the puestion No.33)
: _%2—1 Have'the offered services satisfied vou?
01~ Completely satisfied 32+ Relatively satisfiad L13- dissatislied

Qda completely dissatisficd

32-2 Have you been inguired about the level of your satisfaction after

t‘amwmg the services? 1- Yes  2- No (Go to the guestion No.33)
32-3 Ifyes, how?
Q1 By personal inguiry ot the outlet? W2 By the forms B the
evaltiation of the consent
83~ By the letter to the box planned for dircet communication with the mayor
& municipailty authoritics
L14- Through the phoné inguiry the day afier J5- Onhers
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Section Ning General Health Questiomiaire (LIE[Q ~28) { Daiet Gy
Person's code in the household: 00
Please read this carefully,

We should Hke to know if you haw had any medical fomplaints and How your health has bean
i general; aier fhe past few weeks, Pngasa ansvweer ALL the questmns ort the fulﬁawing pages
'srmply by wrerlining ths: answer which your think most. hearty ap piEes tp ¥our. Remerriber that
wi wank ko know about prasent and recent emptaints, not thoge that you hiad in the past '

Itis inpartant thal you dry to answer ALL e questions, Thank yeuiviary muech for your go-
operation., '

© Mave you recemtly

Al been feoling perfectly well and in Balar Bame Wisise
Much worse:
good healh? thams uzu| as Lzl than usual
tiagy ustiat
A2 begn feaiing In need of a good et bl e, Ralbigr mors
Much mhers
tonic? at afl than o than ustiai
than usust '
A3 heen feeling run down and aut of Met R rore Rather mom
ffuch more ' '
‘sorts’? atall thisie gpauig) than usual
than usual
Ad falt that you are 7 Kt . Mo enore Raither morg
Much mors _ .
atal Ty Lisit fhan usual
thar usual
A% hpen gatiing any paiis in Mlak Mo midira Rathar g
Much o, :
your hisad? at il tran syl B1an uswal
iy sl
&8 beern getting a feeling of tightness, ket Mo e Fathar mafe
fuch more. '
of pressurs in your head? atall fdm usual thaf usual
thars ustial
A7 baon having het of cold spells? Mt W st ‘Ratfige meira
Much micrg. '
akai thgn Lzt s ugual
thanusual
B lostmuch sleep aver womy? Mt Ma imors: Rafher mores.
Ruch micre
atall Hean asual tan wswal
thar usual '
B2 hed difficulty in siaying asleap ‘ Nat N sricgse Fralter oore
Much more M-
enee you arg off 7 at sl hars ugural thiam ustal
than wsual
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BX felf canstantly wnder sirain? Mar M e Ratber mane
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frary Laual
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bt -temparad ¥ atall thear Lsiml han Lsual
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BS been getting $cared ar panicky Mot e rore Rsther moe ;
Much more _
for o gaod reasan? akall A sl tran usual
Lhan wsial
B6 - found everything geiling o B Mo moos Rather miora
Much mare
top of yoil® atall than usuat Hiae usLisl
Bar usual
B7  bopn feeliog méreeus and Mot Mo more Rather more
Wieh more strung-up all the me? atell
Hra Lsuad thizn Lesual {riart ustial
Hau-e._g.’mp recently
CF  been managihg te kesp yoorself Mupie 0 Sarm Rather less.
MLizh feas
busy and occupied ¥ Hrar wsual AsusuA| than usua)
-t ususl
o] _:.bm,z-n taking langer aver the things, Druickes Bame Lorigesr
Mk dpnter
youdo? than usuat as sual fian wsual
Ahan usual
€3 fell on the wholgyou were deing Beiter Abict Less wall
huch
things well? Wran wsisat e same fhar Ustig]
Tess el
B4 Been satigtist with the way [Rlele:] Aot same Less satisfed
Muich fess: ' S
you've circisd cut your task’y? satisfied a5 usual fhser us ot
satisfigd
€S feit that you are playing & useful Mre: 5o Same Less usefut
Winsets lgus
part in things? e LsLing a5 whsh flyan ustial
ugefell
C6 felt capable of makiog declsians P sn Bame Less 50
Much bess
about things? thars usual a5 usial IFigiéLast i)
capable
G¥ Seen able to enjoy your normal Mo sa Bame LE=s 5
Much less .
day-to-day activitles? i Lsual &% LSl HESRT T
than usugl
Df  been thinking of yoursetf as a Mot Pt miore Pty roisre
Misch friore
woarthless gerson? al dlf han usuad than usial



than usual
Dz falt that ifeis. entirely hopaless?
Bach rricee

than usual

D3 felt that iife isn't worth Hyving?
Much mare ’

Ihaew sk _

D4 Ihoughl of the possibitity that you
Definitaly N
rafght make away with voursalfy.
havi

0% found &t Umes you caulde't do

anything because your nefvis

wera too bad?
D& found yoursett wishing you wers
fdLich mgee
dead and away from it all?
than sl
DF found that the [des of taking your

o life kepl coming Into your mind?

Mgt

atafl
ot

atald
Definilely
nat

Mok

Much meane
aball

ihan. uats

[{ul
atal

Dstinilely
Defirilely-
fat

has:
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Seetion Ten: Quality of Lile (SF-12)

This survey asks for your views about your health. This informadon will
help keep track of how you feel and how well you are able 1 do vour usual

achvities.

Please answer every question by selecting the answer as

indicated, If you are unsure ahout how to answer a question, please give the

best answer you can.

34-1- In general, would you say your health is: (Fill in ihe circle that best

describes your answer)

fixeell | - Very | g | Fair | Poor
ent good e
S 9 o | o | o

The following items are about activities vou might do during a ty pical day.
.QQM fmJJt,m{i‘!j Hon i !:,;g;j“mg in these amﬂhef’ IF 50, how much? (Fill in

a circle on each line.)

Yes, Yes, N, nod
limited a | limited a | limxited at
. ‘ - , fot tittle all
342~ Moderate activities, such as
maving a table; pushing a vacuum Q o o
cleamer, bowling, or plaving golf
34-3- Climbiig several flights of stairs O O O

res uf.r af yveur p!} ps:m! Jrealth'?

AN il e Mestal the o af e A Eig.le -:\I-' the | Wi Telss
X i Firie el . FICIb

34-4- Accomplis ed less tha - :

1-4- Accon plished less than o o e 3 0y
you would like .
A4-5- Wers limite ‘

2 d in the kind of o | o o 0 O

wark or other activities i .
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During the past £ weeks, bow much of the time have vou had any of the
following problems with your work or other regular daily activities as a
resnit of any emaotionad prodfems (such as feelin a'depressed or anxinus)?

| Allor ML}SL Some T:ma None
the  Jofthe [ofthe | of the
N e 1o ofthe § .
tme | time. | time . time
_ ‘ N K tme: '
34~ﬁf.w&f:_c§;linpia:slmeﬁ less thail you o o o o e
| would like o _ ‘
34-7- Dddn't do wm-‘k or activities as O O O o o
carefully as usual -

34-8- During the past 4 weeks, how much did pain interfere with your
nermal work (including both work outside the hiome and housework)?

Not at all Alitle | Moderatel | Quitea [ Extreme’
bit ¥ bit Iy
Q O o] O a

These guestions are about liow you fecl and how things bave been with ¥ou
 eeks. For each question, please give the one answer that

during the

comes closest to the way you have been feeling,

Hew much of the time during the past £ weeks...

| Allof | Most | Some I?uk  None
the ofthe Jofthe. | 0" | ofthe
time  lme | wwe D_f the tirmg
7 i S ' fime '
y 3-8 Have your felt calm ¥ ,
if and peacefil? _ Q ¢ © < ©
Mo 1 Del you have g lot | . .
ot energy? © S T 0
1 34-11- Have vou feli : -
| downhearted and low? _ © © © © ©

34-12 - During the past £ weeks, how much of the time has
th or cmotional problemy intérfered with your social zetivities {like
siting lriends, relatives, ef¢.)?

frealth
vi

your plysical

- All ol the
| tine

Most of the
time

Some of the
time

| Adinle af |

‘None of the

! the time

tinme

b7




6 e 6 1o 16 ]

34-13- Compared to one year ago, how would yvou rate yvour health jo
peneral now?

Somewhat About the Soemewhat Much
betfer now  sameas  WOrse now  Worse now
thainone oneyear thanone  than one
year agoe ago year agn  year agoe

& i O o '

Bueh beiter
now thas
ORe YeAr agn

58



Sectivn Eleven- Irtlurmmim on (I

s househeld costs

How muith is the aw.mge costs of the following, items for atl metbiers of the
1.f,1m1iy in the specitied tcrm

59

l Y )
code | | (Ti g;ﬂi ! qu{ Rialy
Average costs of ]
3l elathing & 6.
footwear _ 5
) Medicines One £ insumoce
| ?ﬂlﬁd iCEEdlﬁ guﬁxsis @ﬂ(? . 23 Ensunanys
i medical vigit One | B et
Average costs of ‘-Tr;an%s;;ﬁmi’ fee for medical One
332 | the household  STLVICES — ‘
health Haspital 12 I msusoiee
; Other health services
aramedical, . o
thablhi'ihﬁn ,ambulanee, 12 e
ele,) _
333 | Average cosls of fobaceo {ne
' - Medical services {public staff, |
ammed forces, other groups, One
ete.)
Reiirement {public: ﬂaff
151 Insurance average | armed forees, other groups, One
costs | é1c,) _
| Social security (personal One
share of the jnsuranée fee) o
. 3
O‘thr:r.msumnueb manths |
Average costs of Public transpoit _i:fJn:_
31 | FanspoTt services Rc:nm! car/ tel taxi fx_}.r'u_c'
ransport servic .
ingide the city rsonal car mmnlmmnu; t?m:
' One
Average costs ol
| the household
ss.5 | COMMunication One
[Telephone,
nlenet
conngetion, ete)
' ee | Averagecostsof | Sport & amuserent One
— { the hausebald "tﬁ?u_fur_rﬁl_ {cinema, thieater, One N




recreational &
cultural facilities

different books; ete.)

| Personal services (harber,

avgrage spving

Average costs of | housekeeping, dry cleaning, One
557 | the houschold ) -
7| miseellaneous Soeial services (kindergarten,
goods &services | nursing home, disables’ One
schogl, etg)
T Elementary schoc) 12
The hausehald )
) . Secondary & high school 12
15-8 | educational e -
e University 12
average cosls e s B
: vocational! open training 12
155 Average costs of | Rent, repair,instalment, 12
| dwelling upkeep, ete. A
Amonth |
| Average costs of in
| the household - .. . Swmmer
33-10 ! S LElectricity, gas, gasoline, .., fg
energy - ' A month
- consurmpiion | i
o Land, stock shares, building, !
| The household N n,i o i & :
33-1% L | estale, ... f2.
average investment |
5.1z | The household 12
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Seetion Tivelve- Smoking tobaceo, and ad diction _
G- Has any of the family membess above 13 smiokerd any forms of tobaces such

as cigarette, waterpipe, or pipe in the Jast month? 0 k. yes (2 Ko (056 1
gimstion A7)

This persnn’s eails

61 s | 3672 waterpipe,
" in. the houshokd 36-1. (,:Igarﬁiﬂ.t: ;

pipe

1= 'S.m.nakiir; o
| 2~ probably smuking
3~ quit smoking

37~ Has any of the family members abave 13 alread ¥y consuried narcolic
subslances such as opium, heroin, cannabis, or extacy? o 1- Yes 1 - Mo
(end of the interview) ©3- Idon't know (End of the interview)

37-1- Opinm (or sthee | 37-2- Stimolant drags
substances such as such as cannabis,
heroin, krack, ...} - cocaine, plass or extacy
. | Consumpting pattern in recent month
Thig persan’y cofe | T S P :

i the mgusehord | 4= INEver used i the last month

2- Ohce to thres times a month for {un
3- Onceto three times 4 week regularly
4- Once to three timés a day

- 1 don’t kitow

61



Annex E. Matrices for indicators: Urban HEART pilot, Tehran

Findings of Urban Heart project in Tehran were demonstrated in several matrices to help the policy makers. For example some of the most important indicators
(and bi-products) are in tow matrices as below:

h— = [ @ 1]
& 2 = 2 = 2 = th S 5 c
+ + = = © [ul c =)

E £ 4 @ [~ =i — A= = =}
5] =] e > n o [=3 Qo = ~ O T 8| B =)
= = 2> Y| = - —_— o © s = T 5 2 & P =
= [=] £ (=) =t 1] a @ [ 0 - N Q »
b=} 0o 8 ®| vg + I = 4 in .E'é' Q S 9 2 % 8 s = Y E &l B = ]
B | 2% g8" | B L% 8 |5 2§ |8 |£35 |3 8§ | BEZ| E Z &
8 |sE | =8 = B 2 < w3 |5 o g £ 3 2E35|E < 3

c — a4 ko) — m W =1
c o > =
5 =] o > < e @ ]
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