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ABSTRACT
Introduction People living in slums face several 

challenges to access healthcare. Scarce and low- quality 

public health facilities are common problems in these 

communities. Costs and prevalence of catastrophic 

health expenditures (CHE) have also been reported 

as high in studies conducted in slums in developing 

countries and those suffering from chronic conditions 

and the poorest households seem to be more vulnerable 

to financial hardship. The COVID-19 pandemic may 

be aggravating the economic impact on the extremely 

vulnerable population living in slums due to the long- term 

consequences of the disease. The objective of this review 

is to report the economic impact of seeking healthcare on 

slum- dwellers in terms of costs and CHE. We will compare 

the economic impact on slum- dwellers with other city 

residents.

Methods and analysis This scoping review adopts 

the framework suggested by Arksey and O’Malley. The 

review is part of the accountability and responsiveness of 

slum- dwellers (ARISE) research consortium, which aims 

to enhance accountability to improve the health and well- 

being of marginalised populations living in slums in India, 

Bangladesh, Sierra Leone and Kenya. Costs of accessing 

healthcare will be updated to 2020 prices using the 

inflation rates reported by the International Monetary Fund. 

Costs will be presented in International Dollars by using 

purchase power parity. The prevalence of CHE will also be 

reported.

Ethics and dissemination Ethical approval is not 

required for scoping reviews. We will disseminate 

our results alongside the events organised by the 

ARISE consortium and international conferences. The 

final manuscript will be submitted to an open- access 

international journal. Registration number at the Research 

Registry: reviewregistry947.

BACKGROUND

The United Nations estimates that an 
increase in population and migration will 
add a further 2.5 billion people to the urban 
population by 2050. Ninety per cent of this 
growth will occur in Asian and African coun-
tries.1 In 2014, 30% of the total urban popu-
lation in developing countries were living in 
slums.2 The absolute number of 881 080 000 
people is close to the entire population of the 
two most populous countries in the world, 
India (1.4 billion inhabitants) and China 
(1.3 billion inhabitants).3 While urbanisation 
is one possible driver of economic growth,4 
it also increases inequities within cities and 
those living in slum households and neigh-
bourhoods suffer grossly inadequate access to 

Strengths and limitations of this study

 ► This is a comprehensive scoping review that in-

cludes studies addressing costs of illness and cost 

of accessing healthcare to identify inequities within 

the urban context.

 ► There is no language restriction in this review, peer- 

reviewed studies, grey literature and reports from 12 

databases including leading organisations on urban 

health research will be searched.

 ► We will assess the quality of studies by using the 

Consolidated Health Economic Evaluation Reporting 

Standards and the Tool to Estimate Patient’s Costs.

 ► Slums communities in rural areas will not be includ-

ed in this review.
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healthcare, clean water, sanitation, safe housing and basic 
amenities.5

Although the traditional assumption describes an urban 
advantage in accessing healthcare,6 many barriers to 
access remain, and physical proximity to health providers 
does not always translate to better health, particularly 
for the urban poor.7 While analysis of Demographic and 
Health Surveys (DHSs) across 73 low- income and middle- 
income countries (LMICs) showed that children in urban 
slums have better health than their rural counterparts,8 
this masks intraurban inequities. For example, under 5 
mortality in Kenya and Bangladesh was higher in urban 
slums than in rural areas (Kenya: 79.8 vs 56 per 1000 
live births; Bangladesh: 57 vs 49 per 1000 live births).7 9 
These conflicting data may in part be due to limitations 
in traditional sampling methods used by DHS and other 
national surveys where urban poor are frequently under- 
represented.10 11

Urbanisation has been seen as a determinant of health 
and well- being, resulting in a double burden of commu-
nicable and non- communicable diseases (NCDs).12 A 
spectrum of research has shown how slums constitute 
unhealthy places, posing critical health challenges for 
urban residents. Children living in slums are particularly 
vulnerable to malnutrition, recurrent diarrhoea, stunted 
growth and long- term cognitive development chal-
lenges.13 14 Prevalence of diabetes and hypertension,6 15 
and poor mental health have increased dramatically in 
slums.7 8 Injuries, both unintentional and as a result of 
violence,16 nutrition transition,17 18 obesity,19 tobacco20 21 
and alcohol abuse22 23 are also disproportionately high 
in slum communities. All of these studies highlight how 
these poor health conditions are driven by the stresses, 
work patterns and changing social and gender norms 
within cities. There is also increasing evidence on the role 
of socioeconomic factors contributing to common forms 
of mental illness in slum- dwellers, further exacerbating 
the burden of disease and inequities related to mental 
health in these communities.24

Provider pluralism is common in many cities in LMICs 
and some governments have encouraged the adoption 
of pluralistic models for healthcare delivery in slums, 
establishing public–private partnerships between non- 
governmental organisations (NGOs), government 
and private providers. The Urban Primary Healthcare 
Programme project, implemented by the government of 
Bangladesh, has positively influenced health outcomes for 
the urban poor in the country.25 NGOs have frequently 
led the way in providing healthcare services for slum- 
dwellers, leading to some reduction in intraurban dispar-
ities, particularly in terms of reproductive health.26

While this pluralism of providers may improve physical 
access of poor urban communities to healthcare, several 
studies have described the barriers faced by slum- dweller 
on the pathway to health services. Contentious relation-
ships between city authorities and slums- dwellers,27 and 
scant public health services whose the access needs to be 
negotiated through a ‘middlemen’28 have been reported 

in several slums. High out of pocket expenditure of urban 
residents, limited coverage of health insurance and access 
to subsidised government schemes, particularly among 
migrants who frequently lack the required registration 
documents29–31 are also common. In addition, important 
differences in costs of accessing healthcare for chronic 
conditions were found among and within slums in Bangla-
desh. Slum- dwellers in Tongi community incurred double 
the costs of those residents of Sylhet (US$323 vs US$169, 
2014 prices). While the wealthiest households (fourth 
and fifth quintiles) were more likely to incur higher 
costs compared with the poorest households (first and 
second quintiles) at the same slum.31 The prevalence of 
catastrophic health expenditure (CHE) has has also been 
reported as high. The degree of CHE varies according 
to the threshold and methods adopted to calculate this 
indicator.32 The economic and social impacts of seeking 
healthcare for slum- dwellers may be further exacer-
bated by the COVID-19 outbreak due to the severity of 
the symptoms and its long- term consequences. Several 
reports have shown high incidence and mortality due 
to COVID-19 in slums areas of Chembur, Matunga and 
Dahisar in Mumbai, India.33 34

By understanding the structure of expenditure of 
urban poor residents on healthcare, we will be able to 
inform decisions on how best to remodel urban health 
systems and improve equitable access. The objective of 
this scoping review is therefore to map the evidence avail-
able on the economic impact of seeking healthcare on 
slum- dwellers and the urban poor compared with other 
city residents. We will quantify the economic impact in 
terms of CHE, direct and indirect costs incurred by these 
communities during the search for healthcare and treat-
ment and identify any inequities with better- off urban 
residents.

METHODS

This scoping review will be developed as part of the 
accountability and responsiveness of slum- dwellers 
(ARISE) research consortium, funded by the Global 
Challenges Research Fund. The consortium aims to 
enhance accountability and improve the equitable 
health and well- being of marginalised populations living 
in slums in LMICs. The review is part of the ARISE work 
package Metrics, Epidemiology and Economics, which 
aims to collect metrics to reflect lived realities, inequi-
ties and priorities for transformative social changes in 
slums by using epidemiological and health economics 
tools.35

This review protocol follows the framework suggested 
by Arksey and O’Malley36 and Levac et al

37 and it was regis-
tered at the Research Registry (https://www. researchreg-
istry. com/), ID: reviewregistry947. The review process 
and searches began in June 2020 and we aim to publish 
our findings by June 2022.
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Identifying the research question

We formulated our research question based on the ARISE 
principle to generate evidence to promote (ARISE, 2019). 
The PCC (population, concept and context) framework 
was used to formulate the research question.38 We will 
explore the concept of the economic impact of seeking 
healthcare on slum communities compared with other 
city- residents in the context of urban areas in LMICs. 
Box 1 shows the glossary of operational definitions 
adopted in this review.

Search strategy and identification of relevant studies

The search strategy aimed to identify studies examining 
the costs of healthcare for slum- dwellers or city resi-
dents in LMICs. A search strategy was developed by an 

information specialist using Ovid MEDLINE and based 
on the review eligibility criteria indicated in table 1.

Search terms were gathered by applying key concepts: 
slum- dwellers, slums, informal settlements and urban 
areas (population), healthcare costs (concept) and LMICs 
(context). Both text word and subject heading searches 
for each concept were included in the strategy. Retrieval 
was limited to publications within the last 10 years (2010–
2020). No language restrictions were applied. The final 
search strategy for MEDLINE was agreed by NTdS- F and 
HE and then translated as appropriate for the other 
databases and resources. The complete search strategy is 
presented in online supplemental material 1.

Databases containing literature from the fields of health, 
economics and social science was searched in MEDLINE 
(Ovid), Embase (Ovid), EconLit (Ovid), Science Citation 
Index (Web of Science), Social Science Citation Index 
(Web of Science) and Global Index Medicus. Also, the 
following resources containing grey literature such as 
theses and dissertations, and reports from leading organi-
sations on urban health research were searched: Proquest 
Dissertations and Theses (A&I), Econpapers, OpenGrey, 
the World Bank, the Organisation for Economic Co- op-
eration and Development and The UN- Habitat websites. 
EndNote was used for reference management and dupli-
cate removal.

Selection of papers and data extraction

Two reviewers will independently screen the studies by 
title and abstract generating two lists of retrieved studies 
to be compared following the pathway indicated on 
figure 1. The number of records identified, duplicates 
removed, titles and abstracts screened, studies retrieved 
and included in the review will be recorded in a Preferred 
Reporting Items for Systematic Reviews and Meta- Analyses 
extension for Scoping Reviews (PRISMA) flow chart.39 
Rayyan software (http:// rayyan. qcri. org)40 will be used to 
manage the screening of all identified studies.

The data extraction will also be conducted by two 
reviewers, who will extract the data using a predesigned 
extraction form in the format of Excel spreadsheet. 

Box 1 Glossary of operational definitions

Low- income and middle- income countries: Gross national income (GNI) 

per capita of US$1035 or less for low income economies; GNI per capita 

between US$1036 and US$4045 for lower- middle- income economies; 

and GNI per capita between US$4046 and US$12 535 for upper middle- 

income economies.3

Urban informal settlements, slums: households living in urban areas 

who lack at least one of the following: security of housing tenure, easy 

access to water or sanitation, sufficient living space, durable housing.46

Economic impact: in this review, the economic impact is defined as the 

financial impact in terms of prevalence of catastrophic health expendi-

ture, direct, indirect and total costs.

Catastrophic health expenditures (CHE): proportion of the household 

annual income committed with healthcare that results in financial hard-

ship for the family. WHO indicates a threshold of 40% of a household’s 

non- subsistence income.47 However, other thresholds have been ap-

plied in the calculation of CHE.

Direct costs: all costs due to resource use that are completely attribut-

able to the use of a healthcare intervention or illness.48

Direct medical costs: out of pocket expenses incurred with medication, 

tests and healthcare facilities fees.48

Direct non- medical costs: out of pocket expenses incurred with trans-

portation, food, accommodation and caregivers.48

Indirect costs: income and time lost during the search for healthcare, 

while waiting for appointments and during hospitalisation.48

Table 1 Inclusion and exclusion criteria of the scoping review

Appraisal Inclusion criteria Exclusion criteria

Country Low- income and middle- income countries. High- income countries.

Article type Peer- reviewed published articles, theses and reports from 

the World Bank, Organisation for Economic Co- operation 

and Development and UN- Habitat.

Case reports, protocols, news article, editorial, 

conference abstracts, comments.

Study design Economic evaluations, cost and cost- effectiveness 

studies.

Willingness to pay, health finance and economic 

evaluations addressing the provider perspective, 

systematic and scoping reviews.

Focus of study Access to healthcare: NGOs, private and public sector, 

outpatient and inpatient care. Studies that disaggregate by 

slum/non- slum or wealth quintile/poor/non- poor; studies 

that are slum specific.

Studies that do not disaggregate between rural 

and urban or urban wealth categories/slum and 

city level; studies focused on rural areas.

NGOs, non- governmental organisations.
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Discordances in the inclusion of studies and data 
extraction will be discussed with a third researcher and 
agreement reached by consensus. We will extract the 
following information: location (country/city), charac-
teristics of the health sector, socioeconomic profile of 
the study population, study design, sampling method and 
sample size, measure of spending/payment, type of costs 
included, cost analysis and method applied to calculate 
catastrophic costs, types of healthcare services used, types 
of health conditions, quality of healthcare, study outcomes 
(costs and CHE). Data will be classified into the following 
cost components: direct medical costs (consultations, 
tests, medicines and hospitalisation, etc), direct non- 
medical cost (transport and food during healthcare visits) 
and indirect costs (income and time lost). If data allow, 
costs will be stratified by socioeconomic status, sex, age, 
ethnicity, health condition, kind of health service sought 
and obtained, and regions (slum, non- slum, other). We 
will extract data on both relative and absolute difference 
in costs between slum/non- slum and where possible 
stratified by socioeconomic status. This data extraction 
strategy will be piloted and adjusted, if necessary.

Quality assessment

Although quality assessment is not a mandatory step for 
scoping reviews, we will examine the methodological 
quality of the studies by using checklists recommended 
for costing and cost- effectiveness studies.

We will assess the quality of studies based on the Consol-
idated Health Economic Evaluation Reporting Stan-
dards.41 We will also use the Tool to Estimate Patient’s 

Costs42 to evaluate methods applied to estimate costs and 
procedures adopted for interviewing patients. The quality 
assessment will be focused on the methods reported in 
the studies through the assessment of the criteria indi-
cated in table 2.

Collating, summarising, and reporting the data

Costs reported before 2020 will be updated using USD 
inflation rates.43 Costs reported in local currency will 
then be converted to US Dollars using exchange rates 
as reported in the OANDA website (OANDA, 2018). To 
allow comparison of results reported by different coun-
tries, costs will be presented in International Dollars 
($) applying purchase power parity,44 2020 prices. The 
conversion to international dollars will apply World Bank 
indices.45 Results will be presented as the average cost 
of healthcare, that is, cost of illness and cost of seeking 
care, comparing slum- dwellers vs other city residents. We 
will first estimate average total costs and average direct 
medical, non- medical and indirect costs. When available, 
we will also estimate disaggregated data on cost by health 
sector (public/private/NGO; Formal vs Informal), by 
wealth quintile or household assets, and by disease profile 
(NCDs, communicable diseases, accidents and violence). 
The range of reported means across studies, unweighted 
average of means (with SD), and the median of means 
(with IQR) will be presented for each costing cate-
gory. The prevalence of CHE will be reported as range, 
unweighted average, and median. For studies reporting 
data from several countries, each country will be analysed 
as a separate observation. We will run a sensitivity analysis 

Figure 1 Inclusion and exclusion pathway of the scoping review.
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including only studies classified as good quality to eval-
uate uncertainties in our estimates.

We will report our review following the guideline 
PRISMA extension for Scoping Reviews (PRISMA- ScR) 
Checklist (Tricco et al). Results will be synthesised and 
presented using a narrative and tables.

Ethics

Ethical approval is not required for scoping reviews.

Patient and public involvement

We formulated our research question based on the 
ARISE principle to generate evidence to promote ARISE. 
Results generated by this review will potentially guide the 
decision- making process to improve access to healthcare 
and alleviate the economic impact of diseases on slum 
communities.

Our review team includes participants from all ARISE 
partners: Liverpool School of Tropical Medicine, Univer-
sity of York and University of Glasgow in UK; Brac Univer-
sity in Bangladesh; LVCT Health and African Population 
and Health Research Center in Kenya; COMAHS: Univer-
sity of Sierra Leone in Sierra Leone; The George Insti-
tute for Global Health and The Society for Promotion of 
Area Resource Centres in India. The review has a strong 
capacity strengthening element and all reviewers are 

completing the Cochrane interactive learning modules 
(https:// training. cochrane. org/ interactivelearning). 
The team is also meeting regularly to develop skills and 
ensure quality and consistency throughout the review.

Patients are not directly involved in the review process 
as this is based on secondary data.

Dissemination

We will disseminate the results of this review alongside 
the events organised by the ARISE hub, such as project 
meetings, seminars, webinars and capacity building 
training programme. Additionally, we will produce policy 
briefs including key results of the review, knowledge 
gaps and priority actions for representatives of the slum 
communities, policy- makers and other stakeholders in 
the countries where the ARISE project is working (India, 
Bangladesh, Sierra Leone, Kenya).

This scoping review addresses a topic of interest to 
the Sustainable Development Goals (SDG), particularly 
SDG 3, Good Health and Well- being, and 10, Reduce 
Inequalities. Thus, our review will be disseminated at 
international conferences and will potentially contribute 
to formulating public policies to improve access to health-
care by slum- dwellers.

The final manuscript will be submitted to an open- 
access international journal to reach a larger audience.

Author affiliations
1Department of Health Sciences, University of York, York, UK
2MRC/CSO Social and Public Health Sciences Unit, University of Glasgow, Glasgow, 

UK
3BRAC University James P Grant School of Public Health, Dhaka, Bangladesh
4Department of Clinical Sciences, Liverpool School of Tropical Medicine, Liverpool, 

UK
5LVCT, Nairobi, Kenya
6COMAHS, Freetown, Sierra Leone
7The George Institute for Global Health India, New Delhi, India
8African Population and Health Research Center, Nairobi, Kenya
9Clinical Sciences and International Public Health, Liverpool School of Tropical 

Medicine, Liverpool, UK
10Centre for Health Economics, University of York, York, UK
11The Society for Promotion of Area Resource Center, Mumbai, India
12School of Public Health, BRAC University James P Grant School of Public Health, 

Dhaka, Bangladesh

Twitter Eliud Kibuchi @e_kibuchi

Acknowledgements We thank Melissa Harden, the information specialist form the 

Centre for Reviews and Dissemination at the University of York, for developing the 

search strategy.

Contributors The review team is distributed in three groups and participants 

were allocated to these groups according to their skills, experience in conducting 

systematic reviews and data analysis, and time availability. NTdS- F, HE, JL, EK, 

PP- H and ZQ are part of the core group and are responsible for developing the main 

activities of the scoping review, such as screen and select the manuscripts, extract 

the data and data analysis and writing the manuscript and reports. The second 

group comprises new reviewers. They will participate in the whole review process 

under the guidance and mentorship of the participants from the core group. AA, 

MIHM, FM, RK, SS, JS, VS, SG and IC are part of the new reviewer group. The third 

group comprises the advisory group and includes senior researchers with expertise 

in health economics, urban health and slums. They will guide the core team on the 

data analysis process, definitions of keyword, such as slums and economic impact, 

also acting as tie- breakers on the occasion of disagreements in the inclusion and 

data extraction stages of the review. BM, VR, RT and SM are part of this group. This 

Table 2 Items included in the quality assessment of the 

manuscripts

Consolidated health 

economic evaluation 

reporting standards

Cost estimation methods.

Target population.

Setting and location.

Study perspective.

Sources used for resource 

quantities and unit costs.

Period for resources 

estimation; quantities and unit 

costs

Methods for adjusting unit 

costs to the reporting year 

and performing currency 

conversion

Values for main categories of 

estimated costs

Choice of discount rate(s) 

used for costs and outcomes 

and why (studies with time 

horizon above 1 year are 

expected to discount rates to 

adjust costs estimates)

Time horizon over which costs 

and consequences are being 

evaluated and why

Tool to estimate patient’s 

costs
Patient interview procedures

Methods used for valuing 

indirect costs

 o
n
 J

u
ly

 9
, 2

0
2

1
 b

y
 g

u
e
s
t. P

ro
te

c
te

d
 b

y
 c

o
p

y
rig

h
t.

h
ttp

://b
m

jo
p
e
n
.b

m
j.c

o
m

/
B

M
J
 O

p
e

n
: firs

t p
u

b
lis

h
e

d
 a

s
 1

0
.1

1
3

6
/b

m
jo

p
e

n
-2

0
2

0
-0

4
5
4
4
1
 o

n
 9

 J
u
ly

 2
0
2
1
. D

o
w

n
lo

a
d
e
d
 fro

m
 



6 Teixeira de Siqueira- Filha N, et al. BMJ Open 2021;11:e045441. doi:10.1136/bmjopen-2020-045441

Open access 

protocol was written by NTdS- F and HE with contributions and approval from all 

coauthors.

Funding This review is supported by ARISE UK Research and Innovation’s Global 

Challenges Research Fund (ES/S00811X/1, ARISE’s Metrics, Epidemiology and 

Economics work package group/University of York). EK also acknowledges support 

from the Medical Research Council and Scottish Government Chief Scientist Office 

funding (MC_UU_00022/2, SPHSU17).

Disclaimer The funders had or will have no role in the development of this 

protocol, the collection and analyses, or interpretation of results, or in the writing or 

publication of the review’s results.

Competing interests None declared.

Patient consent for publication Not required.

Provenance and peer review Not commissioned; externally peer reviewed.

Supplemental material This content has been supplied by the author(s). It has 

not been vetted by BMJ Publishing Group Limited (BMJ) and may not have been 

peer- reviewed. Any opinions or recommendations discussed are solely those 

of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 

responsibility arising from any reliance placed on the content. Where the content 

includes any translated material, BMJ does not warrant the accuracy and reliability 

of the translations (including but not limited to local regulations, clinical guidelines, 

terminology, drug names and drug dosages), and is not responsible for any error 

and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 

Creative Commons Attribution 4.0 Unported (CC BY 4.0) license, which permits 

others to copy, redistribute, remix, transform and build upon this work for any 

purpose, provided the original work is properly cited, a link to the licence is given, 

and indication of whether changes were made. See: https:// creativecommons. org/ 

licenses/ by/ 4. 0/.

ORCID iDs

Noemia Teixeira de Siqueira- Filha http:// orcid. org/ 0000- 0003- 0730- 8561

Jinshuo Li http:// orcid. org/ 0000- 0003- 1496- 7450

Eliud Kibuchi http:// orcid. org/ 0000- 0002- 5091- 6450

Md Imran Hossain Mithu http:// orcid. org/ 0000- 0001- 8057- 3092

Sumit Mazumdar http:// orcid. org/ 0000- 0002- 9278- 4396

REFERENCES
 1 United Nations. World urbanization prospects. The 2018 revision. 

New York: United Nations, 2019.
 2 United Nations. The millennium development goals report. New 

York: United Nations, 2015. https:// visit. un. org/ millenniumgoals/ 
2008highlevel/ pdf/ MDG_ Report_ 2008_ Addendum. pdf

 3 The World Bank. World Bank Country and lending groups, 2020. 
Available: https:// datahelpdesk. worldbank. org/ knowledgebase/ 
articles/ 906519

 4 Chen M, Zhang H, Liu W, et al. The global pattern of urbanization and 
economic growth: evidence from the last three decades. PLoS One 
2014;9:e103799.

 5 Ezeh A, Oyebode O, Satterthwaite D, et al. The history, geography, 
and sociology of slums and the health problems of people who live in 
slums. Lancet 2017;389:547–58. doi:10.1016/S0140-6736(16)31650-
6

 6 Shawar YR, Crane LG. Generating global political priority for urban 
health: the role of the urban health epistemic community. Health 
Policy Plan 2017;32:1161–73. doi:10.1093/heapol/czx065

 7 Mberu BU, Haregu TN, Kyobutungi C, et al. Health and health- related 
indicators in slum, rural, and urban communities: a comparative 
analysis. Glob Health Action 2016;9:1–13. doi:10.3402/gha.v9.33163

 8 Fink G, Günther I, Hill K. Slum residence and child health in 
developing countries. Demography 2014;51:1175–97.

 9 National Institute of Population Research and Training. Bangladesh 
urban health survey 2013. Final report. Bangladesh: National Institute 
of Population Research and Training, 2015.

 10 Elsey H, Thomson DR, Lin RY, et al. Addressing inequities in urban 
health: do decision- makers have the data they need? report from 
the urban health data special session at International Conference 
on urban health Dhaka 2015. J Urban Health 2016;93:526–37. 
doi:10.1007/s11524-016-0046-9

 11 Lucci P, Bhatkal T. Monitoring progress on urban poverty are current 
data and indicators fit for. ODI Working Paper 2014.

 12 Patil RR. Social work in public health urbanization as a determinant 
of health: a Socioepidemiological perspective urbanization as a 
determinant of health: a Socioepidemiological perspective. Soc Work 
Public Health 2014;29:335–41.

 13 Kimani- Murage EW, Fotso JC, Egondi T, et al. Trends in 
childhood mortality in Kenya: the urban advantage has seemingly 
been wiped out. Health Place 2014;29:95–103. doi:10.1016/j.
healthplace.2014.06.003

 14 Fotso JC, Madise N, Baschieri A, et al. Child growth in urban 
deprived settings: does household poverty status matter? at 
which stage of child development? Health Place 2012;18:375–84. 
doi:10.1016/j.healthplace.2011.12.003

 15 Bello- Ovosi BO, Asuke S, Abdulrahman SO, et al. Prevalence 
and correlates of hypertension and diabetes mellitus in an urban 
community in north- western Nigeria. Pan Afr Med J 2018;29:97.

 16 Mberu B, Wamukoya M, Oti S, et al. Trends in causes of adult 
deaths among the urban poor: evidence from Nairobi urban health 
and demographic surveillance system, 2003-2012. J Urban Health 
2015;92:422–45.

 17 Govindaraj R, Raju D, Secci F. Health and nutrition in Bangladesh: 
social determinants and governance. Washington, DC: World Bank 
Group, 2018.

 18 Peters R, Amugsi DA, Mberu B, et al. Nutrition transition, 
overweight and obesity among rural- to- urban migrant women 
in Kenya. Public Health Nutr 2019;22:3200–10. doi:10.1017/
S1368980019001204

 19 Ofori- Asenso R, Agyeman AA, Laar A, et al. Overweight and obesity 
epidemic in Ghana—a systematic review and meta- analysis. BMC 
Public Health 2016;16. doi:10.1186/s12889-016-3901-4

 20 Williams CT, Grier SA, Marks AS. “Coming to Town”: the impact of 
urbanicity, cigarette advertising, and network norms on the smoking 
attitudes of black women in Cape Town, South Africa. J Urban Health 
2008;85:472–85. doi:10.1007/s11524-008-9286-7

 21 Rawal LB, Biswas T, Khandker NN, et al. Non- communicable disease 
(NCD) risk factors and diabetes among adults living in slum areas of 
Dhaka, Bangladesh. PLoS One 2017;12:1–15.

 22 Gitatui M, Kimani S, Muniu S, et al. Determinants of harmful use of 
alcohol among urban slum dwelling adults in Kenya. Afr Health Sci 
2019;19:2906–25. doi:10.4314/ahs.v19i4.12

 23 Adhikari TB, Rijal A, Kallestrup P, et al. Alcohol consumption pattern 
in Western Nepal: findings from the COBIN baseline survey. BMC 
Psychiatry 2019;19:1–8. doi:10.1186/s12888-019-2264-7

 24 Fisher M. A theory of public wellbeing. BMC Public Health 
2019;19:1–12. doi:10.1186/s12889-019-7626-z

 25 Albis MLF, Bhadra SK, Chin B. Impact evaluation of contracting 
primary health care services in urban Bangladesh. BMC Health Serv 
Res 2019;19:854. doi:10.1186/s12913-019-4406-5

 26 Angeles G, Ahsan KZ, Streatfield PK, et al. Reducing inequity in 
urban health: have the Intra- urban differentials in reproductive 
health service utilization and child nutritional outcome narrowed in 
Bangladesh? J Urban Health 2019;96:193–207.

 27 Van Belle S, Affun- Adegbulu C, Soors W, et al. COVID-19 and 
informal settlements: an urgent call to rethink urban governance. Int 
J Equity Health 2020;19:1–2.

 28 Bartlett L, LeFevre A, Zimmerman L, et al. Progress and inequities 
in maternal mortality in Afghanistan (RAMOS- II): a retrospective 
observational study. Lancet Glob Health 2017;5:e545–55.

 29 Mirzoev T, Poudel AN, Gissing S, et al. Is evidence- informed 
urban health planning a myth or reality? lessons from a qualitative 
assessment in three Asian cities. Health Policy Plan 2019;34:773–83. 
doi:10.1093/heapol/czz097

 30 Otieno PO, Wambiya EOA, Mohamed SM, et al. Access to primary 
healthcare services and associated factors in urban slums in Nairobi- 
Kenya. BMC Public Health 2020;20:1–9. doi:10.1186/s12889-020-
09106-5

 31 Adams AM, Islam R, Yusuf SS, et al. Healthcare seeking for 
chronic illness among adult slum dwellers in Bangladesh: a 
descriptive cross- sectional study in two urban settings. PLoS One 
2020;15:e0233635. doi:10.1371/ journal. pone. 0233635

 32 Buigut S, Ettarh R, Amendah DD. Catastrophic health expenditure 
and its determinants in Kenya slum communities. Int J Equity Health 
2015;14:1–12.

 33 Biswas S. India coronavirus: “More than half of Mumbai slum- 
dwellers had Covid-19”. BBC News, 2020. Available: https://www. 
bbc. co. uk/ news/ world- asia- india- 53576653

 34 The Guardian. Half of Mumbai’s slum residents have had coronavirus 
– study, 2020. Available: https://www. theguardian. com/ world/ 2020/ 
jul/ 29/ half- of- mumbais- slum- residents- have- had- coronavirus- study

 35 ARISE. ARISE, accountability in urban health, 2019. Available: http://
www. ariseconsortium. org/

 o
n
 J

u
ly

 9
, 2

0
2
1

 b
y
 g

u
e
s
t. P

ro
te

c
te

d
 b

y
 c

o
p
y
rig

h
t.

h
ttp

://b
m

jo
p
e
n
.b

m
j.c

o
m

/
B

M
J
 O

p
e

n
: firs

t p
u

b
lis

h
e

d
 a

s
 1

0
.1

1
3

6
/b

m
jo

p
e

n
-2

0
2

0
-0

4
5
4
4
1
 o

n
 9

 J
u
ly

 2
0
2
1
. D

o
w

n
lo

a
d
e
d
 fro

m
 



7Teixeira de Siqueira- Filha N, et al. BMJ Open 2021;11:e045441. doi:10.1136/bmjopen-2020-045441

Open access

 36 Arksey H, O'Malley L. Scoping studies: towards a methodological 
framework. Int J Soc Res Methodol 2005;8:19–32. 
doi:10.1080/1364557032000119616

 37 Levac D, Colquhoun H, O'Brien KK. Scoping studies: advancing the 
methodology. Implementation Sci 2010;5:1–9. doi:10.1186/1748-
5908-5-69

 38 The Joanna Briggs Institute. The systematic review of economic 
evaluation evidence. Adelaide, Australia: The Joanna Briggs Institute, 
2014: 1–40. www. joannabriggs. org

 39 Tricco AC, Lillie E, Zarin W, et al. PRISMA extension for scoping 
reviews (PRISMA- ScR): checklist and explanation. Ann Intern Med 
2018;169:467–73.

 40 Ouzzani M, Hammady H, Fedorowicz Z, et al. Rayyan—a web 
and mobile APP for systematic reviews. Syst Rev 2016;5:1–10. 
doi:10.1186/s13643-016-0384-4

 41 Husereau D, Drummond M, Petrou S, et al. Consolidated health 
economic evaluation reporting standards (CHEERS)- explanation 
and elaboration: a report of the ISPOR health economic evaluation 
publication guidelines good reporting practices task force. Value 
Health 2013;16:231–50. doi:10.1016/j.jval.2013.02.002

 42 KNCV Tuberculosis Foundation, World Health Organization, Japan 
Anti- Tuberculosis Association. The tool to estimate patients’ costs 
[Internet], 2008: 1–83. https://www. challengetb. org/? s= tool+ to+ 
estimate+ patient+ cost& category_ name= tool

 43 International Monetary Fund. International monetary fund, 2020. 
Available: https://www. imf. org/ en/ Data

 44 Springer Netherlands. Purchasing power parity. In: Kirch W, ed. 
Encyclopedia of public health. Dordrecht: Springer Netherlands, 
2008: 1–1220. doi:10.1007/978-1-4020-5614-7_2880

 45 The World Bank. World development indicators: exchange rates and 
prices, 2017. Available: http:// wdi. worldbank. org/ table/ 4. 16

 46 UN- Habitat. Slums: some definitions slums : neither bricks nor 
mortar, non- durable housing. New York: United Nations, 2007: 3–4. 
https:// mirror. unhabitat. org/ documents/ media_ centre/ sowcr2006/ 
SOWCR 5.pdf

 47 Xu K, Evans DB, Kawabata K, et al. Household catastrophic health 
expenditure: a multicountry analysis. Lancet 2003;362:111–7.

 48 Springer Netherlands. Direct costs. In: Kirch W, ed. Encyclopedia 
of public health. Dordrecht: Springer Netherlands, 2008: 1–267. 
doi:978-1-4020-5614-7_799

 o
n
 J

u
ly

 9
, 2

0
2
1

 b
y
 g

u
e
s
t. P

ro
te

c
te

d
 b

y
 c

o
p
y
rig

h
t.

h
ttp

://b
m

jo
p
e
n
.b

m
j.c

o
m

/
B

M
J
 O

p
e

n
: firs

t p
u

b
lis

h
e

d
 a

s
 1

0
.1

1
3

6
/b

m
jo

p
e

n
-2

0
2

0
-0

4
5
4
4
1
 o

n
 9

 J
u
ly

 2
0
2
1
. D

o
w

n
lo

a
d
e
d
 fro

m
 


	Economics of healthcare access in low-­income and middle-­income countries: a protocol for a scoping review of the economic impacts of seeking healthcare on slum-­dwellers compared with other city residents
	Abstract
	Background﻿﻿
	Methods
	Identifying the research question
	Search strategy and identification of relevant studies
	Selection of papers and data extraction
	Quality assessment
	Collating, summarising, and reporting the data
	Ethics
	Patient and public involvement
	Dissemination

	References


