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Abstract  

Introduction: The prevalence of diabetes mellitus in Bangladesh was 13.75% in 2018. The 

healthcare system of Bangladesh makes it challenging to deliver integrated non-communicable 

disease service. There is a lack of resources at the primary healthcare level, a difficult pluralistic 

healthcare system to navigate, and limited evidence on diabetic care pathways in the context 

of Bangladesh. As diabetes mellitus is a leading cause of morbidity and mortality, 

understanding these pathways is vital for developing an equitable healthcare system tailored to 

chronic disease management.  

Methods: This facility-based qualitative exploratory study was conducted at the Upazila 

Health Complex in Keraniganj, Dhaka, Bangladesh. By applying convenient sampling,  a total 

of 22 in-depth interviews were conducted with respondents visiting the NCD corner of the 

UHC, from November 22, 2024 to December 11, 2024. Descriptive statistics about the 

respondents were evaluated using STATA V17. Thematic analysis of the interviews were done. 

Results: The majority of the respondents were aged 40-69 years (81.8%) and female (68.2%), 

married (86.4%), Muslim (91%) and living in peri-urban areas (91%). 45.5% of the respondents 

had no formal education, 72,7% were unemployed and most household incomes 

were generally less than 15,000 BDT. 59% of respondents have lived with diabetes for 2-5 

years and 77.3% had other comorbidities too. Respondents navigated complex care pathways, 

involving both formal and informal healthcare providers, with the longest pathway having five 

points of care. Most participants delayed seeking care due to attributing symptoms to other 

diseases, minimal perceived severity, or beliefs about diabetes, with many managing symptoms 

through home remedies. Delays were longest among women. Triggers that prompted seeking 

care were worsening symptoms, advice from social networks, or referrals from providers. The 

common initial points of care were private providers and drug-sellers, with UHCs generally 

becoming the final care provider by the third point of care. UHCs were preferred for their 

affordability, accessibility, and ability to manage comorbidities. Most respondents rated UHC 

services as good, yet unavailable essential medicine or diagnostic tests, short consultation 

times, disrespectful behavior, and insufficient privacy impacted patient experiences.  Elderly 

and women with children struggled with access to distant hospitals. Private care was expensive 

and often led to discontinuation, while informal providers were chosen for affordability.  One 

respondent took service from parallel providers. Expenses, especially for those with 

comorbidities, caused financial strain, often forcing difficult decisions between managing 

diabetes and other health conditions. 
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Conclusion: Respondents with diabetes navigated complex care pathways and encountered 

various categories of healthcare providers. While PHC facilities serve as critical hubs, there is 

a need to address challenges such as inconsistent medicine supply, unavailability of diagnostic 

facilities, inadequate consultation practices, and the financial burden of respondents to create 

equitable, patient-centered care for diabetes chronic diseases in resource-limited settings. 

Keywords: Pathways, Care pathways, Noncommunicable diseases, Primary healthcare, 

Diabetes Mellitus, Bangladesh 
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Introduction  
 

A Care Pathway is a systematic approach for attaining the planned and integrated 

provision of care for patients with specific diagnoses over an extended period (Schrijvers et al., 

2012; Vanhaecht et al., 2007). It encompasses the sequence of activities, decisions, and medical 

encounters that a patient experiences from the onset of symptoms to the diagnosis, treatment, 

and continuing care of a medical problem. Care pathways aim to enhance patient and provider 

outcomes. This entails but is not limited to – quicker diagnosis, consistent treatment, fewer 

errors, cost reduction, and improved job satisfaction for healthcare providers (Schrijvers et al., 

2012). Moreover, these pathways can identify the challenges patients face in their medical 

encounters, which contribute to understanding the factors influencing their care decisions, and 

assess their overall experiences within the healthcare system for specific conditions. This 

approach is particularly crucial for long-term illnesses like non-communicable diseases 

(NCDs), whose management necessitates ongoing, coordinated care across multiple providers 

and settings. Through this study we explore the care-pathways of patients with diabetes 

mellitus, in the context of Bangladesh. 

Literature review 

NCDs have emerged as the major cause of global mortality. Global deaths from 

NCDS increased from 61% in 2000, to 74% in 2019, making NCDs one of the most pressing 

public health challenges of this century (WHO, 2023).  In the South Asian region, NCDs 

account for a third to two-thirds of all deaths and disabilities (Siegel et al., 2014). In 

Bangladesh, NCDs account for 63% of the total years lost to disability and early death (World 

Bank, 2019).  

Among these NCDs, diabetes mellitus (DM) stands out as a significant contributor to 

high morbidity and mortality rates. In 2019, the International Diabetes Federation estimated 

that 465 million people worldwide were living with diabetes. By 2045,  this statistic is projected 

to rise by 200 million more (Saeedi et al., 2019; Cho et al., 2018). Type 2 diabetes mellitus 

(T2DM) is now the third leading cause of mortality worldwide. Almost 80% of cases of T2DM 

are in low and middle-income countries (LMICs), and approximately 60% of these are 

concentrated in Asia (Guariguata et al., 2013). DM  is a significant public health concern in 

Bangladesh as well, and a growing challenge for its health systems.  

In Bangladesh, the prevalence of diabetes and pre-diabetes is increasing in both urban 

and rural areas, driven largely by lifestyle changes (Chowdhury et al., 2018). A comparison of 
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the Bangladesh Demographic and Health Survey data revealed that diabetes prevalence among 

adults aged ≥35 years increased from 10.95% in 2011, to 13.75% in 2018(Chowdhury et al., 

2022). Despite the high prevalence, the awareness about prevention, control and management 

of this condition are alarmingly low (Fottrell et al., 2018).  

Bangladesh's pluralistic healthcare system further complicates the situation. The 

healthcare system comprises government, private, and non-governmental organization (NGO) 

services, alongside poorly regulated informal providers. Due to inadequacies in government 

healthcare facilities, many patients are redirected to private healthcare services which 

exacerbates the growing financial burden. Patients primarily try to seek services from informal 

sectors, especially the disadvantaged (Ahmed et al., 2009) and when their needs remain unmet, 

patients turn to formal healthcare providers (HCP). This fragmented structure makes it 

challenging to deliver integrated non-communicable disease services effectively (Ahmed et al., 

2024).  

While there is a national policy and strategy for NCD care in Bangladesh (DGHS, 

2018) it is often inadequate to meet patient needs.  As the first referral health facility at the 

primary level, ‘Upazila Health Complexes’ (UHCs) ensure that individuals have access to 

essential medical care close to home (Islam et al., 2020). As of today, according to the DGHS 

Facility Registry there are more than 400 UHCs in Bangladesh, with five of these UHCs in the 

Dhaka District alone. These facilities are designed to meet the population's healthcare needs 

by offering an Essential Service Package (ESP), which includes dedicated ‘NCD corners’. 

Since its introduction in 2012, NCD corners have offered an ideal window for management of 

certain NCDs, and preventive services for some cancers.  However, like many other over-

stretched government facilities, the NCD corners’ success is impeded by a lack of  trained staff, 

equipment (Ahmed et al., 2024), and the supply of essential medicines (Kabir et al., 2022). 

This disjointed healthcare system leads to suboptimal health outcomes and a substantial 

economic burden on NCD patients. 

Globally, a number of studies on pathways to care of psychiatric patients have been 

conducted (Gater et al., 1991). In Bangladesh, however, there is a scarcity of literature on care 

pathways for diabetes mellitus. Our review revealed some literature focusing on care pathways 

for mental health disorders (Nuri et al., 2018 and Giasuddin et al., 2012), preeclampsia and 

eclampsia (Dempsey et al., 2021), myocardial infarction (Chowdhury et al., 2021), tuberculosis 

(Shatil et al., 2018) and only one qualitative study on hypertension (Naheed et al., 2021) in the 

context of Bangladesh.  Most studies around diabetic respondents tend to focus on knowledge 

and are based in tertiary care facilities (Siddique et al., 2017; Sultana et al., 2013). There is 
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limited research on access and quality of diabetes services in Bangladesh. We identified one 

mixed-methods study on care-seeking and managing diabetes, in the context of rural 

Bangladesh (Jennings et al., 2021). One relevant qualitative study was identified (Lewis & 

Newell, 2014) to understand diabetic patients’ needs, perceptions and experiences, however 

healthcare pathways were not delineated. We have found that limited data exists for  prevalent 

NCDs, and  pathway studies for diabetes mellitus, which accounts for a substantial burden of 

disease and mortality in the country. 

Justification 

Given that NCDs have a particular chronicity, rising prevalence and the current NCD 

interventions at the primary healthcare (PHC) level are often insufficient to manage them fully 

(Ahmed et al., 2024), it is therefore crucial to understand the care pathways that patients 

navigate throughout their lives to manage this disease. This study aims to understand the care 

pathways of diabetic patients, particularly considering the healthcare providers consulted, 

factors influencing the choice, challenges in the pathways, and the impacts of these encounters. 

The findings can help design an equitable healthcare system tailored to the unique needs of 

chronic disease patients, particularly in low- and middle-income settings. 

Conceptual Framework 

 

 

 

 

 

 

 
 
 
Figure 1:  Care Pathways of diabetic patients, influencing factors and its impacts, adapted from The 
Model of Pathways to Treatment (Scott et al., 2012), with insights from the study on hypertensive 
patient pathways and perceptions (Naheed et al., 2018).  
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This study’s Patient Care Pathway Framework is adapted from The Model of 

Pathways to Treatment (Scott et al., 2012), a validated model for analyzing patient-reported 

pathways to diagnosis and initial treatment. It also draws from insights from the framework 

employed for the study on patient pathways and perceptions of hypertension treatment, 

management, and control in rural Bangladesh (Naheed et al., 2018). 

According to this framework, the diabetic patient will experience the first symptom(s) 

of diabetes, prior to diagnosis and subsequent medical treatment. The presence of this symptom 

will first be managed by the patient themselves without medical intervention, in this self-

management interval. However a triggering event, which could also be the worsening of the 

symptom(s), will prompt the patient to no longer delay seeking care. This will lead the patient 

to encounter different delivery delivery points in the care-seeking interval. These delivery 

points could be formal healthcare providers such as a physician of a government facility, non-

governmental organisation or private facility. It could also be informal healthcare providers, 

which comprises drug-sellers,  traditional healers, religious healers in the context of 

Bangladesh. The service delivery points will provide a treatment for the patients’ condition, 

but only registered physicians can confirmedly diagnose the patient’s condition.  Patients may 

navigate between different providers during this interval. Some patients adhere to the 

prescribed treatment, while others may not. Additionally, patients who initially adhere to 

treatment may later become non-adherent, restarting the care-seeking process. Various 

influencing factors shape the care pathway, including patient factors (e.g., age, gender, 

socioeconomic status, familiarity with the service delivery point, their social networks etc.), 

healthcare provider factors (e.g. affordability, accessibility, acceptability, etc.) and disease-

related factors (e.g. the severity and chronicity of the disease; the presence of other comorbid 

conditions). These factors play a significant role in determining the service points. The 

pathways navigated by patients can significantly affect their health outcomes and financial 

imperatives, shaping their overall well-being. 

 

The research questions and specific objectives that will guide our study are as follows: 

Research Questions 

1. What are the care pathways encountered by patients with diabetes  in a selected sub-

district government healthcare facility in Bangladesh and what are the main service 

delivery points in these care pathways? 
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2. What are the various factors influencing care pathways of patients with diabetes? 

3. What are the impacts of these pathways on treatment outcomes of the patients? 

Objectives 

General:  To explore the patient care pathways, identify the main service delivery 

points, factors influencing the pathways and its impact on diabetic patient outcomes in 

a selected  sub-district  government healthcare facility. 

Specific: 

1.1 To understand the care pathways diabetic patients have to navigate to seek 

treatment. 

1.2 To identify the different service delivery points in the diabetic patient care pathways 

where they sought treatment 

2.1 To explore the various factors that influence care pathways of diabetic patients. 

2.2 To determine the time needed from the beginning of the illness to reach a particular 

service delivery point in the care pathways, including underlying factors of such 

journeys. 

2.3  To explore their experiences at different points of the care pathways. 

3.1 To explore the impact of the care pathways encountered on their health and well-

being, including financial imperatives. 

Methods  

Study design  

This study was a facility-based qualitative exploratory study. Exit interviews were 

conducted with eligible respondents. to explore the care pathways and experiences of diabetic 

patients.   

Study site and settings 

The study was conducted at an Upazila Health Complex in Keraniganj, in Malancha, 

Dhaka, Bangladesh. Data collection took place from November 21, 2024, to December 11, 

2024.  Keraniganj is a sub-district or ‘Upazila’ of Dhaka District (See Annex 2, for area map). 

It is situated on the southern outskirts of the capital city of Dhaka, separated by the Buriganga 

River. The area is well-connected by roads and waterways. This proximity to Dhaka makes 
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Keraniganj a blend of urban and rural, also making it a gateway for people traveling between 

Dhaka and nearby rural areas. The healthcare landscape of Keraniganj has a mix of 

government-run health facilities, such as the UHC, private clinics, and informal healthcare 

providers. The UHC, since its establishment in 1984, serves as a vital primary HCP for this 

population. For these characteristics, and for the study team’s convenience, this facility had 

been chosen.  

The UHC in which the study was conducted is a 50-bed government hospital offering 

outpatient, inpatient, emergency, and surgical services, pathology, pharmacy, and ambulance 

support. These facilities are designed to cater to the health needs of the population by providing 

an Essential Service Package (ESP), which includes an NCD corner where the research team 

was able to reach potential diabetic respondents from diverse demographic backgrounds.                               

Study population 

Diabetic patients who visited the UHC’s NCD corner on the days of data collection 

and completed service uptake were part of the sampling frame. They were included in the exit 

interview if they fulfilled the inclusion criteria for the study. 

Inclusion criteria 

● Patients above the age of 18 who can give their consent. 

● Patients who have been diagnosed with  T2DM. 

● Patients who have had a consultation at the NCD corner on the day of the data collection 

and are about to exit the UHC premises. 

● Patients who agreed and gave consent to participate in this study. 

Exclusion criteria 

● Diabetic patients who appear to be severely ill. 

● Diabetic patients who were advised for urgent admission to the hospital but had refused, 

which also signifies that they are severely ill. 

● Diabetic patients of the same household. 

● Gestational Diabetes Mellitus in pregnant women as they may have the disease of 

interest which might resolve when the gestation period has ended. 

● Patients with any disability, as it is not possible to explore their special needs to 

healthcare access within the limited scope of this study. 

● Patients under 18 years of age who cannot provide consent . 

● Patients who are unwilling to participate. 
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Sample size and sampling 

Using convenient sampling, 22 eligible respondents were interviewed. One to two 

interviews, spanning 30-45 minutes each, were conducted for each day, within the eighteen 

days of data collection. Due to time and budgetary constraints, and a high non-response rate 

from eligible patients, twenty-two respondents were interviewed at the end of the data 

collection period.  

Data collection process 

The study team collected data from the UHC from 10 AM until 2 PM on weekdays 

and Saturday, as the NCD corner closed at 2 PM. Patients were first identified as having taken 

consultation at the NCD corner, as they would generally have the NCD corner patient book (a 

green book to record clinical sign symptoms, findings, the prescription, and date for the next 

follow-up visit), on their being. Then they would be identified as being diabetic when it was 

seen that they would be receiving the anti-diabetic medication from the UHC pharmacy which 

was on the same floor as the NCD corner. These patients were approached as they exited the 

NCD corner after collecting their medication. Patients willing to participate were then 

interviewed primarily in a room within the UHC, and otherwise in the seating area adjacent to 

the NCD corner, or a nearby spot close to their home or workplace which was easily accessible 

by the study team (See Annex for interview locations), after respondents had provided consent 

and met the eligibility criteria for the study. The interviews would span 35-40 minutes each. 

Attendants were allowed to be present at the time of the interview, if that was more comfortable 

for the respondent.  At the end of the interview, the respondents were given a copy of the 

information sheet (with details of the study, and study team’s contact information) and a signed 

copy of their consent form. 

Data collection tool  

Exit interviews were conducted using a data collection tool having both open-ended 

and close-ended questions. The open-ended questions were part of the IDI guide (See Annex 

3). The guide focused on the onset of symptoms, respondents’ self-management practices 

before seeking healthcare, influences on their choice of HCP, experiences at each point of care, 

impact the pathway had on their health, well-being and financial imperatives.. The close-ended 

questions were used to collect some quantitative data (e.g., socio-demographic information, 

duration of illness, duration of treatment under each provider, satisfaction with present point 

of care). Both qualitative and some quantitative data were collected with this tool in order to 

comprehensively visualise the data. 
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Development of tool 

The tool was developed in line with concepts of other pathway studies (Nuri et. al, 

2018) and this study’s Patient Care Pathway framework (Figure 1).  The major domains of the 

tool included respondent’s (i) perception of their health condition, (ii) factors influencing their 

choice of healthcare provider, (iii) experience with the service delivery points, (iv) impact on 

health, well-being and financial imperatives, and (v) their expectations for better care for 

diabetes from the service delivery points. The tool was developed in English and translated into 

Bangla by native Bangla speakers. The data collection tool was piloted with individuals at the 

study setting, and necessary adjustments were made. 

Data quality assurance and management 

To ensure data quality, debriefing sessions were held after each day's data 

collection. Interviews were transcribed on the same day they were conducted. To reflect on the 

interviewer’s reflexivity and positionality, the study team reviewed the Consolidated Criteria 

for Reporting Qualitative Research (COREQ) Checklist’s Domain 1 (See Annex 10). 

Reflexivity refers to the researcher's self-awareness and acknowledgment of how their own 

background, experiences, and beliefs, might influence the research process. Positionality 

involves recognizing how aspects such as gender, class, education, and professional status 

affect the research and interactions with participants. By acknowledging these, the research 

team can contribute to a more ethical and credible body of qualitative knowledge. At the time 

of writing the report, this 32-item tool was again reviewed, to assess and ensure reporting on 

this qualitative study comprehensively (Tong et al., 2007). The data was stored securely on 

password-protected laptops and encrypted servers at the BRAC James P Grant School of Public 

Health, as well as in internal cloud storage. The signed consent forms were kept in a locked 

storage area accessible only to the study team. 

Data analysis  

Quantitative data collected by the questionnaire in Bangla, was directly entered 

into an English format, and descriptive statistics about the respondents were evaluated using 

STATA V17. 

During the study, interviews were conducted in Bangla and audio-recorded with 

prior written consent. All interviews were transcribed directly into English. The study team 

familiarised themselves with the data. A codebook (See Annex 6) had been created with initial 

a priori codes drawn from existing literature and the questionnaire, and new inductive codes 

emerging from the interviews were added. Transcripts were coded using the software Dedoose. 
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Using a combination of inductive and deductive codes, patterns and themes were identified and 

organized into a data display matrix (See Annex 7). Themes were developed through a thematic 

analysis approach (See Annex 8), as was done by Nuri et al. (2018) in their study on care 

pathways for Bangladeshi mental health patients, as well as the IDI guide and this study’s Care 

Pathway framework (Figure 1). 

 

 

 

Figure 2: Qualitative data analysis plan 

Ethical consideration 

Ethical clearance was obtained from the IRB of BRAC James P Grant School of 

Public Health. Written permission was obtained from the Civil Surgeon Office and also secured 

from the Upazila Health Complex through the Residential Medical Officer. During the study, 

interviewers read informed consent forms (See Annex 5) in Bangla to all respondents. 

Participants were recruited after providing written informed consent (by signing the consent 

form or providing a thumbprint) for participation and audio recording. Participants were 

ensured that they could refuse to answer any question and withdraw from the study at any time 

without repercussion. Confidentiality was maintained using pseudonyms. 

Results  

A combination of quantitative and qualitative data was obtained and our findings 

have been presented below. 

Sociodemographic profile of the respondents 

The twenty-two respondents were in the age range of 32 to 89 years. The majority 

of the respondents were aged 40-69 years (81.8%) and female (68.2%) (Table 1), with most 

being married (86.4%), Muslim (90.9%) and living in peri-urban areas (90.9%). Slightly less 

than half of the respondents had no formal education (45.5%). None of the respondents pursued 

education beyond secondary school. Most were not engaged in employment (16; 72.7%), and 

a significant proportion (18; 81.8%) did not or could not share their monthly income, though 

most household incomes were generally less than 15,000 BDT (9 out of 22). Only one 
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respondent’s average household monthly income was above 20,000 BDT.  Households 

typically had fewer than 5 members (77.3%), one household had 10 or more family members, 

and around half of the respondents (54.5%) identified themselves as household heads. More 

than half of the respondents (59%) have lived with diabetes for 2-5 years and a significant 

portion (17; 77.3%) had other comorbidities too.   
Table 1: Respondents' Sociodemographic Characteristics  (n=22) 

Variable N=22 Percentage (%) 

Age (in years)   

25-39   3    13.6 

40-54   9    40.9 

55-69   9    40.9 

70-84   1      4.5 

Sex   

Male   7   31.8 

Female 15   68.2 
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Variable N=22 Percentage (%) 

Marital Status   

Married 19   86.4 

Ever married¹   3   13.6 

Religion   

Islam 20   90.9 

Hinduism   2     9.1 

 
Residence 

  

Rural²   2     9.1 

Periurban³ 20   90.9 

Education   

No formal education 10  45.5 

Less than primary   3  13.6 

Primary   8  36.4 

Secondary    1   4.5 

More than secondary            

Employment status   

Currently working⁴   6 27.3 

Not working⁵ 16  72.7 

Present monthly income (in 
BDT) 

  

Less than 5000  2 33.3 

5,000-10,000          

11,000-15,000  1    4.5 

16,000-20,000  1    4.5 

More than 20,000         

Cannot/Could not share⁶ 18 81.8 

Average household monthly 
income (in BDT) 
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Variable N=22 Percentage (%) 

Less than 5000   3 13.6 

5,000-10,000   3 13.6 

11,000-15,000   4 18.2 

16,000-20,000   2   9.1 

More than 20,000   1   4.5 

Cannot/Could not share⁶   9 40.9 

Number of household members   

1-5 17 77.3 

6-9   4 18.2 

            10 and above   1   4.5 

Relation to household head   

Self 12  54.5 

Spouse   8  36.4 

Parents   2   9.1 

In-laws          

Duration of illness   

Under 1 year   1    4.5 

2-5 years 13  59.1 

6-10 years   5  22.7 

More than 10 years   3  13.6 

Comorbidities⁷ 17 77.3 

¹ Separated/Divorced/Widowed 
² Rural areas are typically characterised by low population density, agricultural or  natural landscapes, and limited infrastructure. 
³ Peri Urban areas are transitional zones between urban and rural areas, where rural and urban features overlap. 

⁴ Auto rickshaw puller, carpenter, farmers, day-labourers, persons in business and trade,  and others    

⁵ Individuals who are not involved in any income-generating activities including homemakers, and retired persons 

⁶ Cannot share: Respondent does not want to share. Could not share: No fixed income,.cannot recall or not earning. 

⁷ Presence of comorbidities like: diabetes, hypertension, cerebrovascular disease, ischaemic heart disease, chronic kidney disease, thyroid 
disorders and others. 
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Pathways of Care 

 

 

 

 

 

 

 

 

 

 

 

 
  

1n1-5 refers to the total number of respondents in each point of care 

Figure 3: Healthcare pathways of diabetic patients visiting the UHC across all points of care (Reconstruction of 
the pathways presented by Nuri et al. (2018)). Numbers within coloured boxes represent the total number of 
patients for that provider category, in its respective point of care (POC)  column. Numbers near arrows depict the 
number of patients moving from the provider of one POC to the consecutive POC. 

Figure 1 shows care pathways up to the point the respondent arrived at UHC. The 

pathway's starting point was the first healthcare provider they sought out and the endpoint was 

the present point (the UHC) at which care was being continued. Among the 22 respondents 

interviewed from the UHC, which was their present point of care, the length of their diabetes 

care pathways varied. The longest pathway involved five points of care till the UHC was 

reached, while the shortest had only one point (Figure 3). However, an exception was one 

respondent who received care simultaneously from both the UHC (as the 4th point of care) and 

then, a government  tertiary hospital (as the 5th point of care). The number of respondents for 

the 1st, 2nd, 3rd, 4th, and 5th POC was 22, 17, 10, 2, and 2, respectively. Among these, those 

who continued using UHC services (n=22) were 5, 7, 8, 1, and 1, respectively, for each of the 

five POC. 
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First Point of Care 

Among the participants (n=22) who sought care for diabetes, five respondents 

initially went to the UHC, where they started and completed their care pathway, without 

seeking additional points of care.  Out of the remaining participants (17), more than half of the 

respondents(12; 54.5%)  initiated their care with a private provider.  Four respondents had gone 

to a drug seller at the pharmacy, and one respondent had consulted a provider at a government 

tertiary  hospital.  

Second Point of Care 

As five of the respondents had finished their pathway at the UHC, the remaining 

seventeen participants moved to their second point of care. All four respondents who had 

started with a drug seller switched to a private provider at the 2nd POC. Similarly, five of the 

twelve respondents who took service from a private provider at the 1st POC, switched to 

another private provider at the 2nd POC. By doing so, slightly more than half of the participants  

(9 out of 17; 52.9%) had again opted for a private provider at this stage.  Only one respondent 

transitioned from a private provider to a religious healer (i.e. a Pir). Seven respondents had 

finally reached the UHC at this point – five had transitioned from a previous private provider, 

and one  from the tertiary level hospital. 

Third Point of Care 

As seven of the seventeen respondents had already completed their pathway at the 

UHC, ten participants continued their healthcare journey to the third point of care. Of these, 

eight eventually reached  the UHC—seven transitioning from a private provider and one from 

a Pir. This stage marked the highest number of UHC users in the care pathways. Notably, no 

respondents sought care from non-medical or informal providers at this stage. 

Fourth Point of Care 

Among the two participants who reached this stage, one respondent opted for care 

at the UHC and the other respondent had visited the drug-seller. However, both of their 

pathways continued to the fifth point of care. 

Fifth and Final Point of Care 

In this point of care, one respondent finally concluded their path at the UHC, 

having previously taken treatment from a drug seller. The remaining respondent had previously 

gone to the UHC, but also began to take services simultaneously from a government  tertiary 

hospital from a parallel healthcare provider.  
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Steps taken to reach the UHC 

A total of five respondents sought out the UHC as their first point of care (5 out of 

2; 22.7%)   in their care-seeking pathway, followed by seven respondents (31.8%) in the second 

point, eight (36.4%) in the third point, one (4.5%) in the fourth stage, and one (4.5%)  in the 

fifth and final point of care. Notably, one respondent received care simultaneously from both 

the UHC (as the 4th point of care) and a tertiary hospital (as the 5th point of care). 

Number of respondents consulting each provider category 

We calculated the total number of respondents who consulted each healthcare 

provider category at all points in their care-seeking pathway (Table 2). The majority of the 

respondents  sought treatment from more than one healthcare provider. Formal providers 

included the UHC, government tertiary hospitals, and private practitioners, while informal 

providers comprised religious healers and drug sellers.  After the UHC where the interview 

took place, the majority had sought care from a private practitioner for diabetes in the past.  

Among informal care-providers, drug sellers were most common. 

Table 2: Number of respondents consulting each provider category in any point of care in their care pathway  

Healthcare provider category Number of respondents (N1) 

UHC2 22 

Private provider 16 

Drug seller   4 

Tertiary hospital   2 

Religious healer   1 
¹ Multiple responses per respondent was collected 
2Respondents had sought care from the medicine outpatient department and the NCD corner of the UHC 
 

Duration of care 

We tabulated how long patients consulted  a particular provider (Table 3). Duration 

of care was explored to understand their continuity of care. Majority (10 out of 22; 91%) of the 

respondents had been receiving care for more than one year from the UHC. More than half of 

the respondents (13; 59%)  had been taking treatment from the UHC for 1-2 years.  Private 

providers were commonly consulted for short-term care (56.5%), often only for a few visits, 

but a significant proportion also sought a longer term care (>2 years; 26.1%). For diabetes, 

drug sellers and religious healers were exclusively sought for short-term care (<1 year). 

Tertiary hospitals (n=2) showed a mix of short-term and long-term care usage. 

Table 3: Duration of care received at each  service delivery point 
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Healthcare providers 

Duration of care  

<1 years 1-2 years            >2 years 

N=13     % N=18 % N=14 % 

UHC1 (n=22)2   2   9.1% 13 59.1% 7 31.8% 

Private facility (n=23)2 13 56.5% 4 17.4% 6 26.1% 

Tertiary hospital (n=2)2   1 50.0%   1 50.0% 

Drug seller (n=5)2   5 100%     

Religious healer3 (n=1)2   1 100%     

¹Respondents had sought care from the medicine outpatient department and the NCD corner of the UHC 
2  Number of respondents who take services from this healthcare provider 
3Pir 
 

Perception of health condition  

This section provides a comprehensive picture of the diabetic respondents’ perceived 

initial symptoms, self-management practices, delay in care-seeking, triggering events that led 

them to seek care from healthcare providers, and the subsequent process of diagnosis. 

Perceived initial symptoms and self-management practices  

Self-management here refers to the actions the respondents took to manage or 

alleviate their symptoms independently, without direct intervention from a HCP for diabetes 

specifically. Before initiating their healthcare pathway with service providers, many 

respondents had opted for self-management (16 out of 22) . These symptoms generally 

included feeling easily fatigued, dizziness, increased thirst, increased hunger, increased 

urination, weight gain and weight loss. Only one participant reported slow-healing sores. 

Another 32 year-old female talked of multiple blister-like lesions on her scalp, which she 

attributes to diabetes, as her diabetic father had experienced the same in the past. 

The self-management period ranged from 15 days to 1 year, among the respondents 

who could recall their average duration self-care. The three persons who managed their 

symptoms for around one year with self-care were all women. Males generally did not wait 

over a few months to seek care. One of these respondents, a 65 year-old widow whose husband 
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died 9 years back, has been taking treatment for her diabetes from the UHC for the last one and 

a half months. Her initial symptoms were dizziness, weight loss and fatigue. The dizziness 

continued for more than half a year, during which time she poured water or rubbed oil on her 

head as a remedy. 

An exception to these practices are some respondents who went without any self-

management (5 out of 22), generally due to being asymptomatic, and prior to an incidental 

diagnosis, and thus did not feel the need to administer any self-care practices.  

The most reported self-care practices to manage these initial symptoms were using 

home remedies of taking sour-drinks, for traditional care of increased blood pressure, as both 

hypertensive and non-hypertensive respondents attributed their condition to high blood 

pressure. One normotensive, diabetic middle-aged woman used to drink sour tamarind juice 

for her dizziness, as she believed her blood pressure rose from worrying about her husband’s 

cancer treatment. One hypertensive respondent talked about how for over two weeks he would 

become uncharacteristically easily fatigued while walking. During this period, he adhered to 

his  anti-hypertensive medication but without any alleviation of his symptoms. One comorbid 

respondent explained her confusion while self-managing as: 

 

“I couldn't understand why this was happening, and I had been dealing with this for 

one month. I thought it might be due to my high blood pressure and so I used to take 

sour drinks.  But why was I feeling this way? I couldn't say.” (A 35 year-old female, 

suffering from both hypertension and diabetes mellitus for 14 years.) 

 

Other self-care practices mentioned were increased physical activity, and changing 

food habits to counter tiredness. Of the two respondents who changed their food habits one 

increased intake of meat and fish, while the other stopped taking these items. Pouring water, 

or rubbing oil onto the head to alleviate dizziness were also practiced.  

 

Reasons for delays in care-seeking 

We grouped the respondents’ statements by reasons for delay in seeking out a 

healthcare provider for their diabetic symptoms. The most recurring reasons were as follows. 

A. Before any diagnostic test: 

1. Believing their symptoms were not severe enough to require medical attention. 
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2. Attributing their symptoms to other causes (such as a comorbid condition or 

stress). 

3. Not believing they could have diabetes. 

      B. Even after a diagnostic test indicated elevated blood sugar levels: 

1. Assuming that diabetes would resolve on its own or could be managed without 

any medical intervention. 

 

The severity of the perceived initial symptoms, certain beliefs about diabetes and 

attributing symptoms to other causes (such as comorbidities) as reasons for delay in help-

seeking were commonly surfaced themes. 

Another individual didn’t believe it could be diabetes as he led a physically active 

lifestyle. He had mentioned that he had walked a lot, and rarely relied on transport. A 55 year-

old male respondent also believed he could manage diabetes with an active lifestyle, without 

any medical consultation. He continued delaying care in this manner for three months. One of 

the participants who found out her blood sugar was raised  during a free medical camp three 

years back, delayed her treatment for one year while taking sour food at home, as she did not 

understand the severity of her condition. She believed her diabetes would resolve on its own, 

as illustrated below: 

 

“After being checked, they told me my ‘diabetes’ (blood sugar) was high. I 

thought diabetes was a simple disease, like a fever, and it would go away on its 

own…They (neighbours taking treatment for diabetes) told me to come to take 

treatment at the UHC but I didn't come for a long time, because I didn't 

understand.” (A 52 year-old diabetic female.) 

 

Events that triggered the journey on to the healthcare pathway 

Followed by self-care, usually a certain event triggered the patients to end self-

management at home in order to seek healthcare (at the 1st POC) and initiate their healthcare 

journey. An exception to this are the respondents who were asymptomatic, and then had an 

incidental diagnosis while taking treatment for another disease such as a cold, or during a 

follow-up for ischaemic heart disease or hypertension. Events that prompted respondents to 

seek care may have been symptoms that became too severe to manage with self-care alone. 

This push may also have been an advice to seek care, from their social network. Many 

participants reported their family members, neighbours giving them information about why 
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and where they should seek care. This information may have come from a referral (formal or 

informal) for another disease condition too, as illustrated in the following quotes: 

 

“A man sits outside the medical hospital, who measures diabetes and pressure there 

For 30 taka. I went to measure my pressure as I was feeling bad but when I talked about 

my symptoms, he told me to measure my diabetes. I did a test, and by pricking my finger,  

I found out I had diabetes. He told me to go to the hospital.” (A 40 year-old female, 

with diabetes diagnosed two and a half years ago.) 

 

“ I used to feel really hungry. I used to weigh a lot more than you are seeing right now. 

I went to see a doctor at a private chamber for my cold. He listened to all my problems, 

and told me to get tested for diabetes.”(A 32 year-old woman who has been diabetic 

for 4 years.) 

 

Some triggering events were a blend of these reasons too (symptom severity and 

referral). For instance, a respondent sought care from a drug-seller after injuring his foot at 

work, but the medication proved to be ineffective as his sore did not heal. After which, the 

drug-seller advised him to see a diabetes specialist. The event was described as below: 

 

“I was given medicine again for the cut on my food, and like this 15 (more) days passed. 

Still, it didn’t heal. The side of my foot began to harden, but the centre still did not heal. 

Then I was told (by the drug seller) to do a diabetes test. It was high, around 14.2 or 

14.6. I was told to consult with a diabetes doctor.” (A 52 year-old man, with diabetes 

for 8 years.) 

 

Oftentimes, other than oneself, the decision to seek healthcare was dependent on 

worried well-wishers or the respondents’ autonomy. For some respondents, the decision to go 

to the first point of care had been made by the respondents’ spouse, family members, parent, 

or children.   

None of the respondents knew that it was possible to manage diabetes from the NCD corner of 

the primary healthcare facilities, prior to their diagnosis. Similarly, none of the respondents 

were aware of diabetes or its symptoms from any sort of community-based awareness 

programs. Therefore, the PHCs played no role in triggering respondents to seek care for 

diabetes. 
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Process of diagnosis of DM 

The methods of diagnosis among the respondents were found to be:  (a) finger-prick 

test for blood sugar at non-hospital settings such as pharmacy/roadsides/medical camps (3 out 

of 22), (b) self-referral to diagnostic centres (2 out of 22), and  (c) diagnosis by a formal 

healthcare provider (17 out of 22). 

 

Factors influencing the respondent’s choice of healthcare provider 

We had asked respondents what was the driving factor(s) behind their choice of HCP 

(Table 4)  and their decision to transition to another HCP, from which we derived some ‘push 

and pull factors’. 
Table 4 : Factors influencing the respondent’s choice of healthcare provider 

 

² 1Total responses  will exceed 22  as there are multiple responses 
2Social network refers to the relationships and interactions among individuals and groups in a community built through 
shared activities and/or communication. 

Variables1 UHC Private 
facility 

Tertiary 
hospital 

Drug 
seller 

Religious healer 

N      N     N  N  N  
Accessibility      20 

  

     1 

  

       

  

  5 

  

    

Affordability     21      3          5      

Acceptability         

  

      

  

       

  

  2  

 

    1 

Availability of 
comprehensive care 

     8      1      1        1 

Social Network2      6 

 

     4       1        

Referral      1     

Familiarity      5 

  

       

  

       

  

 1  

  

      

Popularity of 
HCP/Faith in HCP 

           2            1 
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Accessibility, including distance, travel time, and costs, was a significant factor driving 

the choice of UHC (20), and drug sellers (5),  but it played a minor role for private facilities 

(1) and religious healers (1). Similarly, affordability heavily influenced decisions for UHC (21) 

and, to a lesser extent, private facilities (3), while other provider types were less affected by 

cost considerations. Two participants found the drug-seller to be an acceptable first POC, and 

one sought out a religious-healer for this reason. UHC was frequently chosen for its availability 

of comprehensive care in individuals who also had hypertension (8), and a similar driver was 

seen for tertiary hospitals (1) and religious healers (1). Social networks impacted choices for 

UHC (6), private facilities (4), and tertiary hospitals (1). Familiarity due to previous experience 

at that facility was a moderate factor for UHC (5) and private facilities (3). Referrals/ advice 

from HCPs to seek a doctor had also been a driving factor, but only one of these informal HCPs 

had mentioned a particular facility (i.e. the UHC). 
 
 
Accessibility  

Accessibility to healthcare emerged as a significant driving factor, and consisted of 

distance, time, and travel cost. Many respondents chose nearby healthcare services for these 

reasons. When it came to selecting the UHC this was a major factor, as many participants 

mentioned that the UHC was close to home and transport was easily available. Most 

respondents accessed UHC services using auto rickshaws (19 out of 25), with travel costs 

ranging from 20 to 80 BDT for a round trip. A few walked or used CNG, incurring no or higher 

travel costs. 

Similarly, lack of accessibility emerged as a reason to transition to other HCPs too. One 

elderly female respondent mentioned that although a certain private hospital’s treatment for 

her diabetes was satisfactory, it was difficult for her to travel away from Keraniganj, 

unaccompanied. Similarly, a 32-year old female mentioned that going to a further away private 

hospital, while leaving children unattended at home was what drove her to shift to another 

nearby private facility. Two elderly males mentioned that in their old age, it was not possible 

to travel to Dhaka City to seek better care. Accessibility issues with hospitals farther from home 

were commonly reported by elderly individuals, women, and mothers with young children. 

Affordability 

The cost of the services was one of the most important factors for choosing a certain 

service provider. Almost all the respondents who took service at the UHC mentioned that they 
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had gone to this facility for the free essential medicine for diabetes. Among private hospital 

service-users, some reported it was the discount on medicine, investigations or visiting fee, and 

yet it was these same costs for most of those who went to private hospitals, which caused their 

discontinuation from private facilities. Drug-sellers were another cheap resort for care. One 

retired respondent with a comorbidity, who takes service from the UHC and is tense about the 

financial condition of his family is quoted as : 

 

“I don’t work anymore. I need to buy 2000-2500 taka worth of medicine monthly. But 

if I get free medicine here, then my children will be ‘safe’. Thinking about how to keep 

my children ‘safe’ I came here for treatment. The ticket is 3 taka, sometimes I don’t 

pay for the ticket, because I have some person I know there. Sometimes I even give 10 

taka for the ticket, voluntarily.” (A 65 year-old man, with diabetes for 5 years.) 

When it comes to affordability at tertiary government hospitals, an additional 

expenditure reported by one respondent was that towards ‘dalals’ or medical brokers  who 

hamper satisfactory care at the hospital  until an amount is paid to them. 

Acceptability  

Respondents found it more acceptable to go to a drug-seller for what they perceived to 

be ‘minor symptoms’. It did not seem necessary to go to a hospital for such an issue. When the 

symptoms worsened, they would change this provider. One respondent found it the most 

acceptable to consult a Pir for all ailments, as it was a part of his religious belief. 

Availability of comprehensive care 

As seventeen of the respondents (n=22)  were co-morbid (Table 2), the UHC seemed 

to them a good choice to manage both their hypertension and diabetes in one consultation. 

Similar care was taken at private and tertiary-level facilities for other comorbid conditions like 

IHD. One follower of a Pir took care for diabetes here as he believed the Pir to have the power 

to heal every illness. 

Social Network 

Many respondents mentioned how it was the information of HCPs they got from their 

community, which led them to a certain facility. A few respondents mentioned seeing a 

neighbour’s diabetic patient book from the UHC, which made them choose this facility. Three 

respondents mentioned having acquaintances working at the facility they went to, one of which 
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had been for a private facility. None mentioned any sort of community-awareness program, or 

any promotion of the NCD corner, as their information source. 

Familiarity 

Respondents generally felt comfortable taking treatment from a place they had been to 

previously for other concerns (such as colds, for their antenatal check-up, etc.).  

Popularity of HCP/Faith in HCP 

Sometimes respondents would consult a HCP based on their popularity or ardent faith. 

One respondent is quoted as:  

“He is a very powerful man with the treatment for everything. My cousin's daughter has 

cancer…she first went to a private doctor, but I believe if she went to the Pir first, she 

would have been cured.” (A 65 year -old man with diabetes for 5 years, and other 

comorbidities).  

Experiences at all service delivery points  

This section outlines respondent's experience throughout their healthcare pathways. It 
highlights their experience at each service delivery point.   
 
Drug seller 

Although not qualified to dispense medicine without a prescription, the drug seller 

was a popular choice among the respondents, as it was usually affordable, close to home, and 

it seemed acceptable to visit this HCP to manage less severe symptoms. One respondent 

received anti-diabetic medication, namely Gliclazide, from the drug-seller, but others did not. 

Many respondents recounted measuring their blood sugar at the drug-stores from time to 

time.  Sometimes, drug-sellers would do counselling. A few respondents mentioned that it 

was the drug-seller that implored them to seek care, and one drug-seller had advised the 

respondent to seek care from the UHC for their symptoms. 

A 79- year old male respondent with diabetes for three years, initially took treatment 

for increased urination at the drug-seller, where he was dispensed medication without any 

proper diagnosis. It was when this medication failed, that he was referred to the UHC. 

Similarly, another 52 year old male respondent was taking treatment for a cut from a drug-

seller who knew how to dress wounds. The drug-seller  also dispensed antibiotics to the 

respondent, without any prescription. After noticing that even after two weeks the wound did 
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not heal, the drug seller referred the respondent to a  doctor, and also mentioned that slow-

healing wounds could be due to diabetes. 

During the 2020 lockdown due to COVID-19, a respondent consulted a nearby drug-

seller with his previous prescription from a private hospital, as he was afraid to travel during 

the pandemic. The drug seller encouraged  him to continue taking the medication he was 

already prescribed. 

 

Pir 

Only one of the respondents was a lifelong follower of a popular Pir, who hails from 

Chattogram. The respondent was offered a one-time tobarok or offering to cure his illnesses. 

He believed it to have cured his symptoms, but still transitioned to the UHC after sometime to 

continue diabetic treatment. The respondent still continues to take yearly pilgrimages, from 

Keraniganj to Chattogram, to meet the Pir. 

 
Tertiary hospital 

A  respondent had been admitted at the tertiary hospital to treat a stroke. It was here 

that his diabetes was incidentally diagnosed as well. One of the challenges he recounted  here 

was having to pay 200 taka to a “medical broker” or dalal.   

 

Private provider 

One respondent stated that the smooth queues were a reason for why they preferred a 

certain private hospital. 

 

“The service at a certain private hospital was very good. Fine, there's a serial - there 

could be a long queue everywhere! But here there were rules and regulations for 

maintaining the queues.”  (a 35 year old-woman with diabetes for 14 years.) 

 

The same respondent, who has poorly controlled diabetes, mentioned that if she were 

financially better off, she could have continued to take treatment from this hospital for 

specialised care. She believed that the classes, and disciplined lifestyle encouraged by this 

hospital could have kept her health in a better condition. 

On the other hand, a 65 year-old male respondent with diabetes for over 5 years, 

considered the service of that same private provider to be the worst because of an HCP’s 
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behaviour. Despite perceiving the service to be bad, he had continued treatment there till his 

financial condition no longer allowed it. He is quoted as: 

 

“Service at a certain private hospital was not good. Doctors these days…they don’t 

understand compassion, you see. Even if I’m still paying for it, and even if their 

behaviour wasn’t good, I still had to keep on going there for my treatment.”  

 

Other challenges respondents mentioned were rude behaviour from the  HCPs and staff 

at private facilities, cost of the investigations, and accessibility difficulties to private hospitals 

(such as travel costs, leaving housework and children unattended, and difficulty traveling in 

old age). Two respondents mentioned how lucrative it seemed when private facilities offered 

discounts on consultation fees, but were then disappointed by the high prices of investigations 

or medication.  

A  respondent who shifted from one private provider to another, had quoted the 

following challenge which led to the transition: 

 

“But it got difficult taking treatment from that private hospital…leaving my children 

alone, and standing in queues…and it's far from where I lived. Then I thought another 

private hospital  is close and a doctor from this hospital also works at that one.. let's 

see how the treatment is.” (A 35-year old housewife with diabetes for more than a 

decade.) 

 

UHC 

In our study, the final point of care was the UHC, where the respondents received their 

last consultation. It is important to explore the respondents’ satisfaction with this primary 

healthcare facility to understand their adherence with this point of care, and also to identify the 

obstacles faced at the level of PHC.  

Three of the respondents said they were happy with “whatever they received”. One of 

these respondents taking treatment from the UHC  is quoted as: 

 

"We are happy with whatever we get....Nai mama theke kana mama bhalo (better to 

have something than nothing at all)"  (a 42 year-old woman, who has struggled with 

diabetes for 2 years.) 
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Another respondent, who is doing odd jobs, echoed the same sentiments and mentioned 

that the financial aspect of services must be taken into account when determining which service 

provider was the best. For many of the respondents a trade-off, or a lack of alternative, is 

mentioned when it comes to experiences around primary healthcare facilities.  

The most recurring challenge for twenty-one respondents (n=22)  had been the cost of 

services. The affordability-factor  influenced respondents choosing to go to the UHC.  Yet at 

the UHC, additional expenditure arose from purchasing  the unavailable prescribed essential  

medicine that they had to buy from other pharmacies, and the cost of investigations for  which 

there were no diagnostic services available at the facility. 

One of the respondents expressed his woes about not getting free essential medicine as: 

 

“Today they gave me medicine for 15 days, not even 15 days, as I take it three times a 

day, it will finish in 10 days…So coming to the hospital gave me no benefit.                                                                                                     

Now it seems...When I go to buy a pack of medicine from outside, it costs 80 taka. If I 

go to the hospital and ultimately buy the medicine then what is the need for a hospital? 

Now see... for the last 6 to 7 months See (respondent is showing theNCD corner book) 

they don't give me medicine.  It’s the same (phrase) again and again: “There’s no 

medicine, there’s no medicine.” (A 70 year-old man with diabetes for 3 years.) 

 
Table 5: Satisfaction with quality of care at last consultation at UHC 

Variable N Percentage (%) 

Perception of Quality of care    

Excellent   4 18.2 

Good  15 68.2 

Poor    3 13.6 

Duration of consultation (in minutes)   

   < 2   8 36.4 

  2-5  10 45.5 

 6-10   2   9.1 

 > 10    2   9.1 

Perception of consultation duration   

     Adequate    10 45.5 

     Not adequate   12 54.5 
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Variable N Percentage (%) 

Feeling respected by the HCPs   18 81.8 

Privacy was maintained during the 
consultation 

     4 18.2 

 

We had asked respondents to rate the service at their final point of care. Most rated the  

UHC’s quality of care as Good (68.2%), with 18.2% rating it as Excellent and 13.6% as Poor 

(Table 6).  This perception is mainly based on the interaction with the healthcare provider at 

the consultation, as illustrated by the following quote: 

 

“There is a doctor who behaves like we are at a private hospital. It is very good, he 

understands patients and explains very nicely to them. It feels like I’m actually going 

to the doctor, the previous doctor here treated patients as if we were beggars.” ( A 48 

year old woman with diabetes for over a year.) 

 

Those who quoted the service to be poor, often pinned it on the HCP’s unwillingness 

to address the patient’s health. One such respondent mentioned:  

 

“Did not ask me a single thing! They just see my book and write the medication. I 

asked for an investigation  but they didn’t give it to me.” ( A 68 year old-woman with 

diabetes for 4 years) 

 

One 39 year old female respondent who rated the HCP’s service to be excellent did 

so by saying: 

“He talked really well to us. He talked very nicely. He did well. I could rate him 100 

out of 10!”  

 

Consultation durations were generally short, with 36.4% lasting less than 2 minutes 

and 45.5% lasting 2–5 minutes, while only 18.2% extended beyond 5 minutes. Over half of the 

respondents (54.5%) felt the consultation duration was inadequate, although 45.5% found it 

sufficient.  

A respondent who received 5 minutes of consultation stated that such short times were 

enough for those hailing from a “middle” socioeconomic class. Another person who received 
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less than 5 minutes of consultation, but considered it adequate as well also stated that it was 

understandable that the HCP could not talk  freely when there was a long queue of patients to 

attend to. There is a recurring notion among respondents that regardless of the short time of 

consultation, it is adequate given the busy circumstances of the NCD corner. 

On a positive note, 81.8% of respondents reported feeling respected by healthcare 

providers, which is again depicted by this quote: 

 

“When I'm standing, he said “Aunty, please sit.” So this is a sign of respect, right? 

This is a way to talk beautifully right?  They write the slip for medicine beautifully, 

and sometimes tell me “yes, I wrote the medicine you asked about.” ( A 52 year-old  

 woman with diabetes for three years.) 

 

However, privacy during consultations was maintained for only 18.2% of 

respondents, indicating a significant gap in confidentiality.  

 

Expectations from the UHC 

Availability of essential medicine for diabetes, including insulin : Many respondents 

suggested that the UHC and government should look into the unavailability of essential 

medication for diabetes. Again, among the essential medicine that is unavailable, insulin 

unavailability was a recurring challenge for those who needed the intravenous medication. 

The UHC pharmacy had informed us that the supply was not ongoing for insulin. Six of the 

respondents talked about their difficulty in availing insulin. Two of the respondents believed 

there is corruption going on through the UHC pharmacy, which is why they are unable to 

avail their necessary medication, underscoring a need to address this. One of them described 

how their complaint was not considered by the UHC authority as: 

  

“I’ve seen how medicine is given to some patients discreetly, even after telling other 

patients that the medicine is unavailable. It is done through cash hidden in the card, 

which is then handed over to the UHC pharmacy…I left a complaint about it in the 

complaint box too, but it was never addressed. I have seen the medicine being sold off 
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in front of my eyes. This is very inhumane.”  ( A 45 year old woman with diabetes for 

2 years.) 

Availability of medicine for other comorbid conditions: Other challenges respondents 

mentioned were inability to receive free medication for comorbidities (such as IHD and 

dyslipidemia) or complications of diabetes  at UHC’s NCD corner. 

Availability of the prescribed investigations within the UHC: Respondents mentioned that 

they are prescribed tests which are unavailable in the UHC. It becomes a hassle to get tested 

outside the UHC, as it is costlier. 

Improved doctor-patient communication:  Respondents highlighted that privacy was a 

concern, and that the consultation durations were short. Although most of the consultations 

were under five minutes, and there was a level of dissatisfaction expressed, many respondents 

were compelled to accept it because of a lack of alternative options. 

Case Study: Rani’s Chase for Insulin  

Rani, a housewife in her 30s, has struggled with diabetes for over 14 years. Despite taking insulin, her 

blood sugar remains poorly controlled. After her family fell into debt, they sold their five-story house 

and moved to a smaller one in Malancha, an area in Keraniganj, Dhaka which is walking distance from 

the UHC. With her husband unemployed, her sons help her financially whenever they can. 

Rani has traversed five points of care in her complex care pathway. She recounted to us how she reached 

the fourth point of care– the UHC. After two years at the UHC, she suddenly sought further treatment 

at a tertiary government hospital.  

A few months ago, Rani developed a skin condition on her thighs and back. When she went for her 

follow-up at the NCD corner, she felt uncomfortable due to the lack of privacy. Multiple patients had 

been ushered into the consultation room at the same time. There were male and female patients, as well 

as male and female doctors. Yet, she had to tell the doctor tending to her about her itchy skin condition. 

When she explained her skin condition, the doctor asked her to expose the affected area, which she 

refused. The doctor then asked her to bring photos on her next visit, but the prescribed medication didn’t 

help. She described the event at the UHC as follows: 

 

“I had an itching issue…the area where this itching occurs…it's not possible to show it. It was 

on my back and on my thighs. The doctor told me quite rudely to show where it itches. How will 

I show it? Male and females  all sit together in that room, both doctors and patients, and make 

4 people at a time enter the (consultation) room. Then the doctor told me to come with a photo 
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of those places next time. Then that's what I did, and they wrote some “halka-patla” 

(insignificant) medication for that.”  

 

As the skin condition showed no signs of improving, Rani decided to seek specialised care at the tertiary 

government hospital. It was here that she found out that her skin condition was a by-product of 

uncontrolled diabetes. The physician had also seen Rani’s prescription from the UHC, and told her that 

her diabetes could not be controlled with the oral medication she is being given. Following this, a 

prescription for insulin was given to her, and she was also told that the medicine prescribed from the 

UHC would be ineffective 

“ I went with Malancha’s prescription to ‘a certain tertiary government hospital’. I was told 

that it (the itching)  was due to my diabetes, and I had to start insulin. I told the doctor there 

about the prescription I was following, and the doctor told me that these are very “low power” 

medicine and I should stop taking these medicines as my diabetes will never come under control 

with these.” 

The physician also noted that the oral medications she was taking were too weak to control her diabetes 

and prescribed insulin instead. Rani returned to the UHC for insulin, but the supply had been unavailable 

for months. She mentioned that others in her neighbourhood had also stopped coming to the NCD corner 

for follow-ups due to the lack of insulin, forcing them to buy it on their own. Rani’s blood sugar is now 

10 to 14. She  is also contemplating on taking this path. 

 

Effect of the care pathways navigated 

Effect on health and well-being  

We explored how the healthcare pathways affect the respondents health, and well-

being. A lot of the worrying stemmed from  knowing that diabetes is a life- long condition,  

and the expenditure of the treatment. There were reported  effects on health-seeking behavior 

too. One 35- year old female respondent has stopped taking medicine for a week as they are 

afraid of what their family member might say about the added expenditure. For four of the 

respondents, a lot of their health and well-being was tied to spirituality. One such quote 

illustrating how the participant  believe diabetes and its outcomes are closely linked to her faith 

are illustrated as follows: 

 

“Maybe it was written in my fate, that's why diabetes happened to me. There were 

times I didn't take medicine for 4 or 5 months because of all this tension. I used to 
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think if God wants me to be sick, then I'll stay sick…what's the use of taking 

medicine?  Now I tell myself to believe in God. Whatever God does, it's probably for 

something good.” (A 35-year old woman with poorly controlled diabetes.) 

 

Effect on  financial imperatives 

Out of all the respondents (n=22), twenty-one  stated that they felt the treatment of 

diabetes to be a financial burden. One respondent mentioned that regardless of the choice of 

service, treatment is only received if there is money. 

Four of the respondents talked of how this financial burden affects their domestic life, 

yet they must continue treatment. One such quotes is as follows: 

 

“I have a low earning...so should I eat or buy 100 taka's worth medicine? But I have 

to take medicine, or else my life won't be good. If I don't take the medicine, my head 

will spin, I'll fall sideways while walking.....I always have ‘a tension’. I have to go 

through "him-shims" (ups-and-downs). I need the money I now use for buying 

medicine, for my domestic life.” (A 47 year old woman with diabetes for over 2 

years.) 

 

Three respondents had to loan money, or take out installments to avail their medicine. 

Five of the respondents expressed how difficult it was to juggle the cost of more than one 

comorbidity. One such respondent has to choose between treating his heart disease or 

managing his diabetes. In such instances he opts to put more importance on his heart disease 

medication (which has to be purchased), and tries to manage diabetes with diet and activity. 

He also works to make ends meet  although he has been advised to rest, because he has to pay 

back some loans he took out for his medication. He is quoted as follows: 

 

“A lot of money is spent taking treatment for my heart disease, that's why there are 

those gaps of a few months where I don’t visit the UHC, but I take my medicine for 

diabetes regularly…What my son earns is not enough to get by. The doctor has 

advised me to be at rest, yet I am still working at this tea-shop. Even a few days ago, I 

had to take out some installments. It has to be given back every week, and it gets 

difficult. If it’s late, they shout at me.”  (A 65-year old man with diabetes for three 

years.) 
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Discussion 

The findings of this study highlight the complexities of diabetes care pathways in 

Bangladesh's fragmented healthcare system.  

Patient’s journey through a complex care pathway and delays in seeking care 

Many respondents delayed care-seeking due to symptom perception, misconceptions 

about diabetes, or attributing symptoms to comorbidities. Self-management, lasting from a few 

weeks to many months, was common, with longer durations of self-care (i.e. one year) 

particularly practised among female respondents. The exceptions are those who had been 

incidentally diagnosed while taking treatment for another disease, usually hypertension. T2DM 

can have a prolonged asymptomatic period where the condition remains undetected for years 

(Ramachandran, 2014). Hypertension is a common comorbidity among individuals with 

diabetes, and T2DM and hypertension frequently coexist (Petrie et al., 2017). 

Respondents sought care when they experienced worsening symptoms, received advice 

from social networks, referrals from HCPs that were consulted for other disease conditions, 

rather than awareness they already had about diabetes, or information about the NCD corner.  

The majority of the respondents had been diagnosed by formal HCPs, which is similar to a 

2018 study on hypertension pathways by Naheed et al. 

Our study on twenty-two respondents found the longest care pathway involved five 

points of care till the UHC was reached, which is close to the number of points of care in Nuri’s 

2018 study on healthcare pathways for psychiatric patients, i.e. four points. The shortest 

pathway had only one point of care (Figure 3).  However, an exception was one respondent 

who received care simultaneously from both the UHC (as the 4th point of care) and then, a 

government  tertiary hospital (as the 5th point of care),  as the UHC could not address a concern 

related to her privacy. Parallel care seeking was also found in 29% of the respondents in another 

Bangladeshi study (Giasuddin et. al, 2012). The primary healthcare facility was reached by the 

majority by the third-point of care.   

Respondents in this study had sought out formal HCPs (from the UHC and tertiary level 

government hospital) as well as informal providers (drug-sellers and religious healer). Over 

half of the respondents initiated care with private providers, while others turned to informal 

care such as drug sellers or religious healers. UHCs emerged as the most common sustained 

care provider, as it was where the interviews were held. Private providers emerged as the 

second-most common provider, but one with the shortest duration of care. Informal providers, 
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such as drug sellers and religious healers, were exclusively used for short-term care, reflecting 

their role as temporary or supplementary options rather than long-term solutions. 

 

Multiple factors influence the choice and decision of healthcare service utilisation 

UHCs were preferred for their affordability, accessibility, and ability to manage 

comorbidities in one consultation. The UHC’s location and transport availability made it an 

accessible choice. Accessibility to farther away hospitals were difficult for the elderly and 

women with young children. Tertiary hospitals were inaccessible to certain groups due to the 

distance. Cost considerations strongly influenced provider selection. Although the UHC was 

more affordable, respondents were still having to pay out of pocket for unavailable essential 

medicine, prescribed tests, and medication for other comorbid conditions. At tertiary hospitals,  

healthcare brokerage or ‘dalali’ was a barrier to care, which is a well-documented phenomenon 

in low-income country healthcare settings  (Zaman & Van Der Geest, 2020). Respondents 

frequently began their care-seeking journey over a short-term course with private providers 

until they were financially unable to continue, or with informal providers, such as drug sellers. 

Access to appropriate treatment being restricted by availability and costs of services has been 

highlighted in the 2014 study by Lewis and Newell as well.  

At the final POC, the UHC, respondents were generally satisfied with the services. 

Some patients reported that the  brevity of the consultation period was to be expected and felt 

they had received adequate care as long as they would receive the medication they had come 

for. There were a few instances reported of rude behavior from HCPs towards patients, 

corruption at the UHC pharmacy, and privacy concerns. The rude behavior and privacy concern 

had made one respondent consult a parallel provider too. This signifies the importance of 

provider–patient relationships and communication in NCD treatment and management. Similar 

studies have reported this too for hypertension care (Schoenthaler et al., 2008).  

The challenges of inadequate essential medicine supply, especially for insulin,  at this 

primary health care facility indicate critical gaps in service quality. The unavailability of 

essential medication for diabetes, which has been reported in many UHCs (Kabir et al., 2022). 

Inadequate supplies for NCD treatment was also reported by Naheed et. al (2018), in a 

hypertension pathway study. 

The role of drug-sellers in LMIC-settings for dispensing medicine has been well-

documented (Azhar et al., 2009), including in Bangladesh where drugstores are poorly 

regulated. In a WHO report on Bangladesh in 2015 for mental health disorders, the main factor 

influencing the choice of an informal healthcare provider in general over a formal provider was 
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easy access, low-cost of treatment and availability of the provider on demand. Similarly in our 

study, the most popular among the informal healthcare providers, the drug-seller, was sought 

out due to their affordability.  Informal care options were seen as acceptable for managing mild 

or initial symptoms. Referrals to formal healthcare providers were also done by drug-sellers, 

which was advice taken by the respondents. This shows the role that informal healthcare 

providers have on a patient's decision-making whole navigating the care pathways. 

Only one respondent went to a religious healer, who are often chosen by lifelong 

followers, indicating the influence of cultural and spiritual factors in healthcare decisions. 

Familiarity with the healthcare provider, or facility, social networks and the popularity of the 

HCP were important factors too. Similarly, evidence from other settings has mentioned the 

importance of trust in decision making about care (Burridge et al., 2015). Cultural and social 

influences, such as reliance on advice from social networks, and spiritual beliefs, further shape 

care pathways, indicating the scope for community-based interventions. 

None of the respondents had received information about diabetes or its symptoms 

through community awareness programs or NCD corner promotions. While UHCs were valued 

for long-term care and managing comorbidities, they played no role in raising awareness or 

triggering initial care-seeking for diabetes, and rarely was it the first point of care. This 

underscores a missed opportunity to integrate community outreach and preventive strategies 

into their services.  

 

Impact of complex care pathways on patient’s health and financial imperatives 

Respondents expressed anxiety and worry upon learning about their diabetes,  viewing 

it as a life-long burden. The study also emphasizes the financial burden faced by participants, 

impacting not only their healthcare decisions but also their household stability. Furthermore, 

the study reveals that financial burdens, compounded by the cost of medication and 

investigations, significantly impacted respondents' ability to access sustained treatment.  

Expenses were particularly challenging for all, specially those with comorbidities, often forcing 

difficult trade-offs between managing diabetes and other conditions. These findings align with 

existing literature which emphasize the role of socioeconomic factors in shaping healthcare 

access and utilization in LMICs (Braveman & Gottlieb, 2014).  

The act of ‘doctor-shopping’ for treatment of chronic conditions can lead to a loss of 

continuity of care, inappropriate treatment and add to financial burdens. While a study in India 

found doctor-shopping to empower patients to navigate their illness journey to address tailored 

needs (Mendenhall et al., 2016), our study shows that patients often have to navigate these 
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complex pathways as fulfilling service is not received at any one-point, the primary healthcare 

facility is seldom the first choice, and again the final point of care (the UHC) is often a trade-

off.  

 

Strengths 

● The study mainly employs qualitative methods, providing insights into the care-seeking 

behaviors and pathways of diabetic patients. 

● The study setting allowed for a diverse demographic sampling. 

● Having complimentary quantitative and qualitative data helps to comprehensively 

visualise the data. 

Limitations  

● As the study was conducted at a primary healthcare facility, there may have been a 

selection bias that influenced the types of respondents engaged in the study.  

● A facility-based study does not take into account the healthcare pathways of those in 

the community who never visited the UHC, or any facility for treatment.  

● The study includes only 22 respondents due to the time constraints, limiting the 

generalizability of the findings across broader populations or settings. 

● The study primarily focuses on the demand side (patients), leaving out insights from 

healthcare providers that could offer a more balanced view of the challenges and 

potential solutions. 

● Potential recall bias: respondents  may not accurately recall all details of their care 

pathways, particularly about past providers or durations of care. 

● The Hawthorne effect due to the presence of researchers might have changed the quality 

of services and may not reflect the usual conditions.  

● Respondents and their attendants were unwilling to provide the sufficient time to the 

researcher, which might have resulted in losing eligible respondents. In some cases, 

respondents withdrew their consent in the middle of the interview. Consequently, we 

missed the opportunity to gather more insights. 

Addressing these limitations in future research could enhance the robustness and 

applicability of the findings. 
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Conclusion 

The study provides valuable insights into the complex care pathways of diabetic 

patients in a PHC setting at sub-district level in Bangladesh. Multiple factors that influence the 

choice of healthcare service have been identified. The study also found reliance on informal 

providers such as drug-sellers, a short-term usage of private providers until financial constraints 

arose, and the choice UHC as the present point of care due its accessibility, affordability and 

availability of medicine for other comorbid conditions such as hypertension. However, UHC 

was often seen as a compromise rather than a preferred option, making it rarely the first choice 

for many individuals. The findings highlight barriers to sustained treatment such as medication 

unavailability, lack of facilities for investigation, inadequate consultation practices at the PHC-

level and the impact of the complex pathways on the patient’s health and financial imperatives. 

As PHC facilities should serve as vital hubs for diabetes management, addressing these 

challenges is critical to ensuring equitable, effective, and patient-centred care for chronic 

diseases in resource-limited settings. 

 

Recommendations 

The findings suggest several actionable recommendations for improving diabetes care 

pathways.  

1. At facility-level:  

○ Ensure consistent supply of essential medicines, including insulin at the UHC. 

○ Ensure available diagnostic services of nominal fee, for diabetes, at the UHC 

○ Improve privacy during consultations to foster trust and comfort among 

patients. 

○ Introducing medication for other comorbidities such as heart disease, so 

patients can receive comprehensive care from one service point, from the 

NCD corner. 

○ Ensure citizens are aware of the availability of  treatment for diabetes at the 

UHC.  

2. For informal care providers: Capacity building of the informal sector, such as drug sellers,  

and then integration from community based care,  to streamline referrals to appropriate care 

at PHC facilities. 

3. At the community-level:  
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a. Implement financial assistance programs for low-income patients by exploring 

subsidized care packages and insurance schemes to alleviate out-of-pocket expenses 

for low-income households. 

b. Improving patient education by developing community-based awareness programs to 

reduce delays in seeking care and educate patients on the importance of early 

diagnosis, proper self-care for diabetes, and sustained treatment. 
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Annex 

 Operational Definitions 

i. A Care Pathway is a methodical strategy for attaining the planned and 

integrated provision of care for patients with specific diagnoses over an 

extended duration of time (Schrijvers et al., 2012). As defined by Vanhaecht et 

al. (2007), a care pathway should represent  “ a complex intervention to 

enhance shared decision-making and coordination of a broad set of care 
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processes.” Care pathways, in general, aim to improve patient outcomes by 

ensuring safety, satisfaction, and efficient use of resources throughout the 

continuum of care. 

ii. Diabetics refers to those who have been diagnosed as having Diabetes 

Mellitus Type 2 by a physician. 

iii. Traditional Healers in the context of Bangladesh refers to healthcare 

providers of the informal sector which include but are not limited to Kabiraj, 

Polli Chikitshok etc. 

iv. Religious Healers in the context of Bangladesh refers to spiritual healers 

which include but are not limited to Pir, Imam etc. 

v. Drug Sellers or more commonly referred to as “pharmacies” by the 

Bangladeshi populace are retail medicine shops that provide symptomatic 

treatment by dispensing medication without a physician’s prescription. 

Keraniganj map  

 

 

 

 

 

 

 

 

 

 

 

 

https://keraniganj.weebly.com/ 

 

https://keraniganj.weebly.com/
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IDI Guide (English and Bangla) 
Study title: Understanding Health Care Pathways of Patients with Chronic Diseases (Chronic 

Respiratory Disease, Hypertension, Diabetes): Insights from an Exploratory Study in a Sub-district 

Level Government Hospital of Bangladesh. 

 Data Collection Tool 

Exit interview with IDI Guide  

Date of interview  

Place or interview  

Interviewer  

Note Taker  

Interview start time  

Interview end time  

 

A. Socio-demographic profile: 

Respondent Profile 

     A1. What is your name? ……………………………………. 

A2. What is your age? ……………………………………years 

A3. Gender? Female…………………………………………………1 
Male……………………………………………………2 
Others…………………………………………………99 

A4. Where do you live(Area of residence)? Urban…………………………………………………..1 
Peri urban………………………………………………2 
Rural……………………………………………………3 

A5. What is your marital status? Married…………………………………………………1 
Unmarried………………………………………………2 
Widowed………………………………….…………….3 
Separated………………………………….……………4 
Divorced………………………………….……….……5 

A6. What is your religion? Islam……………………………………………………1 
Christianity………………………………….………….2 
Hinduism…………………………...……….………….3 
Buddhism………………………………………………4 
Others…………………………………………………99 

A7. What is your educational background? No formal education……………………………………1 
Below primary education………………………………2 
Completed primary education (class 5)/ Ebtedayee……3 
Completed secondary education (SSC) /Dakhil………..4 
Completed higher secondary education (HSC)/ Alim….5 
Completed Bachelor/Diploma/Fazil……………………6 
Completed Masters or higher/Kamil……………...……7 
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Others (Specify)............................................................99 

A8. What is your current occupation? Housewife…………………………………………….1 
Farming and agriculture………………………………2 
Labor and construction……………………………….3 
Business and trade……………………………………4 
Govt Service holder………………………………...5 
Private Service holder………………………………..6 
Informal sector (Rickshaw puller, street vendor).........7 
Retired………………………………………………..8 
Unemployed………………………………………….9 
Others (Specify)..........................................................99 

A9. What is your monthly income? ……………………………………………..BDT 

A10. What is the total number of people in 
your household? 

……………………………………………….. 

A11. What is your family income per month 
on average? 

……………….. …………………………….BDT  

A12. Contact number  

 

 

B. IDI Guide  
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Domains Questions 
 

Response options Probings 

Perception of 
health 
condition  

B1. Which one of 
these conditions 
are you seeking 
treatment for at 
the UHC today? 

Hypertension….………...1 
Diabetes Mellitus………..2 
Chronic Respiratory Disease 
(CRD) - 
COPD/Asthma………….3 

● Why are you visiting the UHC today? 
● Why did you choose UHC for today’s 

visit? Why not other service providers? 
 

B2: How long 
have you been 
suffering from 
this illness? 

 
 
……………month/years 
 

 

B3. What were 
the symptoms at 
onset?  
(Multiple 
answers can be 
selected for 
disease of 
interest) 

Frequent urination………1 
Increased thirst…………..2 
Unexplained weight loss...3 
Fatigue……………….….4 
Blurred vision…………...5 
Slow-healing sores……...6 
Asymptomatic ……….…7 
Often asymptomatic….…8 
Headaches……………....9 
Dizziness………………10 
Shortness of breath, especially 
during physical 
activities………………..11 
Wheezing………………12 
Chronic cough………….13 
Chest tightness……...….14 
Others (Specify)..............99 

● How did the disease progress over time? 
● How did you manage your condition 

before seeking healthcare? (e.g. Self-
care, suggestions from family members, 
neighbours?)? 

● What were those practices?  
 

B4. For how long 
did you manage 
this disease by 
yourself before 
seeking 
healthcare? 

 
……………month/years 
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Motivating 
factors, 
challenges, 
costs and 
experience 
with service 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Experience 
with the 
UHC  

B5. List all the 
healthcare 
providers visited 
 
(Multiple 
answers can be 
given) 

Union health sub 
centre….……1 
Tertiary/District/Medical 
College Hospital………2 
Village Doctor…………..3 
Kobiraj……….…………4 
Pir/Fakir………..……….5 
Drug Seller……………..6 
Unlicensed HCP 
(DMF/SACMO)…..…..7 
Community clinic….…..8 
Upazila health complex...9 
NGO clinic……………10 
Private hospital/chamber….11 
Others (Specify).............99 

● What symptoms triggered you to 
seek healthcare? 

● Please describe in order who you 
took treatment from first and then 
subsequently? 

● What are  the motivating factors 
behind each of these encounters? 

● Please describe the treatment 
procedure you received from each 
provider  

● What were the challenges you 
faced in receiving services from 
this provider? 

● What kinds of changes did you feel 
from these treatments from each 
provider? 

● Duration of each of these cares? 
● Estimated costs of each of these 

care/services? 
● What were the experiences 

(positive or negative impacts) of 
those practices? 

● Which was the best service and 
why do you think so? 

● Which was the worst service and 
why do you think so? 

● How has the disease progressed 
over time? 

B6. Who made 
the decision of 
visiting this 
health facility? 
 
[Multiple answer] 

Own Decision…………...1 
Family Members…….…..2 
Neighbor………………...3 
Health Care Provider……4 
Others (Specify)..............99 
 

● What are  the motivating factors 
behind taking treatment from the 
UHC? 

● If referred to the UHC,  what is the 
referral process? 
 

B7. Frequency of 
NCD corner or 
OPD visits in this 
health facility? 

 
………………………… 

 

B8. Do you 
consider the 
consultation time 
at the UHC 
adequate for you 
to ask questions 
and clarify your 
concerns/confusi
ons? 
 

Yes…………………….1 
No……………………..2 

● Why do you think so? 
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B9. How would 
you rate the 
expertise/ 
skill/competence 
of the healthcare 
providers at the 
UHC facility? 
 

Excellent…………...….1 
Good………….….…....2 
Neutral………………...3 
Poor…………………...4 
Very poor……………...5 

● Why do you think so? 
 

B10. Did you feel 
respected and 
treated with 
dignity by the 
UHC healthcare 
providers? 
 

Yes…….……………….1 
No……………………..2 

● Why do you think so? 
 

B11. During your 
consultation, was 
your privacy 
maintained at the 
UHC? 

Yes…………………….1 
No……………………..2 

● Why do you think so? 
 

B12. Did the 
healthcare 
provider explain 
the 
procedures and 
tests 
conducted during 
the consultation? 

Yes…………………….1 
No……………………..2 

● Why do you think so? 
 

Impact on 
financial 
condition  

B13. Can you list 
the expenditures 
for the following 
during the course 
of treatment at 
the UHC 

For Medicine……………1 
For Investigations………2 
 
Travel Fare……………..3 
 
Any other costs………….4 

 

B14. How much 
is the total cost of 
your treatment till 
date? 

 
……………………..BDT 

 

B15. Has this 
been a financial 
burden to you?  

Yes…………………….1 
No……..……………...2 

● Why and how do you think this has 
been a financial burden? 

 
● Please describe the impact of your 

illnesses on your occupation, 
earnings, household expenditure 
and NCD treatment choices and 
plans.  

B16. Have you 
had to borrow 
money to aid 
your condition? 
 

Yes…………………….1 
No……………………..2 

B17. Has the cost 
of your illness 
taken a toll on 
your household 
expenditure?  
 

Yes…………………….1 
No……………………..2 
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Impact on 
health and 
well-being  

B18. Do you 
think there has 
been any 
improvement in 
your health 
condition since 
you were first 
diagnosed? 

 

Yes…………………….1 
No……………………..2 

● Why do you think seeking 
healthcare has worsened these 
feelings? 

B19. Has this 
condition caused 
you feelings of  
anxiety or 
sadness? 

Yes…………………….1 
No……………………..2 

B20. While 
seeking 
healthcare, have 
these feelings 
worsened?  

Yes…………………….1 
No……………………..2 

Recommenda
tions 

B21. Do you 
have any 
suggestions/Reco
mmendations for 
the betterment of 
care in persons 
with the disease 
of interest? 

 
…………………………. 

● Do you have any 
suggestions/Recommendations for 
the betterment of care in persons 
with the disease of interest? 

● Why have you suggested these 
recommendations? 

 

গবেষণার শিবরানাম: ডাযাবেটিস ররাগীবের কাবে রেবক শিশকৎসা পদ্ধশি রোঝা: োাংলাবেবির একটি 
উপবেলায সরকাশর হাসপািাবল অনুসন্ধানমূলক গবেষণা রেবক অন্তেদৃটি। 

তথ্য সংগ্রহের সরঞ্জাম 
প্রস্থান সাক্ষাৎকার প্রশ্নাবলী এবং নননবড় সাক্ষাৎকার ননহদেনিকা 

সাক্ষাৎকাবরর িাশরখ: 
 

সাক্ষাৎকাবরর স্থান 
 

সাক্ষাৎকার গ্রহণকারী: 
 

রনাি গ্রহণকারী: 
 

সাক্ষাৎকার শুরুর সময: 
 

সাক্ষাৎকার রিবষর সময: 
 

A. সামাজিক-িনসংখ্যাগত 
উত্তরদাতার প্প্রাফাইল 

     A1. আপনার নাম কী? ……………………………………. 

A2. আপনার েযস কি?  ……………………………………েের 
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A3. শলঙ্গ মশহলা…………………..……………………..……….….১ 
পুরুষ…………………..………………………….………২ 
অনযানয…………………………………………………৯৯ 

A4. আপশন রকাোয োবকন 
(োসস্থাবনর এলাকা)?   

িহর…………………………………………………….…১ 
িহরিলী……………………………………………….....২ 
গ্রাম……………………………………………………….৩ 

A5. আপনার বেোশহক অেস্থা কী?    শেোশহি………………………………………………...…১ 
অশেোশহি…………………………………………..…….২ 
শেধো………………………………………………..……৩ 
শেচ্ছিন্ন…………………………………………………....৪ 
িালাকপ্রাপ্ত………………………………………………৫ 

A6. আপনার ধম ৃ কী?  ইসলাম………………………………………………… ১ 
শিস্টান……………………………………………....…২ 
শহন্দ…ু…………………………………………………৩ 
রেৌদ্ধ………………………………………………..…৪ 
অনযানয……………………………………………..৯৯ 

A7. আপনার শিক্ষাগি র াগযিা শক ? রকানও আনুষ্ঠাশনক শিক্ষা রনই…………………...…… ১ 
প্রােশমক শিক্ষার শনবি……………………………….…২ 
প্রােশমক শিক্ষা সম্পন্ন (পঞ্চম রেশণ)/ ইেবিোশয……..৩ 
মাধযশমক শিক্ষা সম্পন্ন (এসএসশস)/ োশখল……………৪ 
উচ্চ মাধযশমক শিক্ষা সম্পন্ন (এইিএসশস)/ আশলম……৫ 
স্নািক/শডবলামা/ফাশ ল সম্পন্ন…………………….….৬ 
মাস্টাস ৃ ো িার উপবর/ কাশমল…………………….…..৭ 
অনযানয (উবেখ করুন).................................................৯৯ 

A8. আপনার েিমৃান রপিা কী? গদশহনী…………………………………………………. ১ 
কদ শষ ও িাষাোে………………………..…………….…২ 
েশমক ও শনম ৃাণ………………………………………..৩ 
েযেসা ও োশণেয………………………………………৪ 
সরকারী িাকুশরেীেী ….………………………………৫ 
রেসরকারী িাকুশরেীেী………………………………..৬ 
অনানুষ্ঠাশনক খাি (শরকিািালক, পবের শেবেিা)…...৭ 
অেসরপ্রাপ্ত………………………………………..…৮ 
রেকার………………………………………………...৯ 
অনযানয (উবেখ করুন)............................................৯৯ 

A9. আপনার মাশসক আয কি?  ………………………………………….. িাকা   
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A10. আপনার পশরোবরর রমাি সেসয 
সাংখযা কি?   

…………………………………….. 

A11. আপনার পশরোবরর গড় মাশসক 
আয কি?   

……………….. ………………………িাকা   

A12. র াগাব াগ নম্বর   
 

 
B. সাক্ষাৎকার ননহদেনিকা 
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প্ াহমইন প্রশ্নসমূে  প্রনতজিযা অনুসন্ধান 
স্বাস্থয 
পনরনস্থনত 
সম্পহকে 
উপলনি    

B1. আে 
আপশন রকান 
সমসযার েনয 
উপবেলা স্বাস্থয 
কমবলবে 
শিশকৎসা শনবি 
এবসবেন?  

উচ্চ 
রক্তিাপ……………..………১   
ডাযাবেটিস………………………
২ 
েীর্সৃ্থাযী শ্বাস বের ররাগ 
(COPD/অযােমা)………….……
৩  

• আপশন আেবক 
রকন উপবেলা 
স্বাস্থয্ কমবলবে 
এবসবেন?  

• রকন আপশন 
আেবকর েনয 
উপবেলা স্বাস্থয্ 
কমবলবে  রেবে 
শনবলন? রকন 
অনযানয রসো 
প্রোনকারী না? 

B2. আপশন কি 
শেন ধবর এ 
ররাবগ ভুগবেন? 

 
……………………মাস/েের  
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B3. ররাবগর 
শুরুবি 
লক্ষণগুবলা কী 
কী  শেল?   
 
(ররাগ অনু াযী 
একাশধক উত্তর 
হবি পাবর)  

োরোর 
প্রস্রাে……………………১ 
োর োর পাশন পান করা 
…………২ 
ওেন কবম  াওযা 
………………৩ 
ক্লাশন্ত………………………….…
৪  
েদটি 
অস্পি………………..……৫  
েীর্সৃ্থাযী ক্ষি োকা 
……………..৬  
রকানও লক্ষণ রনই……..………৭ 
প্রাযিই লক্ষণহীন………..……৮  
মাোেযো………………….…...৯ 
মাো রর্ারা……………………১০ 
শ্বাসকি শেবিষি িারীশরক 
চ্ছেযাকলাবপর সময…………..১১ 
শ্বাবসর সা াঁই সা াঁই 
িব্দ…………..১২ 
েীর্সৃ্থাযী 
কাশি……………….…১৩ 
েুবক িাপ 
অনুভে………………১৪ 
অনযানয (উবেখ 
করুন)...............৯৯ 

• স্বাস্থযবসো রনযার 
আবগ আপশন 
কীভাবে আপনার 
িারীশরক অেস্থার 
 ত্ন কবরশেবলন? 
(র মন স্ব- ত্ন, 
পশরোবরর 
সেসযবের ো 
প্রশিবেিীবের 
কাে রেবক 
পরামি?ৃ ) 

• রস গুবলা শক 
পদ্ধশি শেল? 

• এ পদ্ধশি 
অেলম্ববনর পর 
শক আপনার 
অেস্থার উন্নশি ো 
অেনশি 
হবযশেল?  

B4.কি শেন 
আপশন এ 
ররাবগর েনয্ 
শনবে শনবের 
 ত্ন শনবযবেন?  

 
………………………..…মাস/েে
র   
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রপ্ররণাোযক 
কারণ, 
সমসয্া,   খরি 
এোং 
রসোর  অশভ

জ্ঞিা  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

B5. এখন প নৃ্ত 
আপশন রকান 
রকান স্বাস্থযবসো 
প্রোনকারীর 
কাবে 
শগবযশেবলন?  

ইউশনযন স্বাস্থয্ 
কমবলে……………১ 
রেলা হাসপািাল / রমশডবকল 
কবলে 
হাসপািাল………………………
………..২  
গ্রাম ডাক্তার/পেী 
শিশকৎসক..…....৩ 
কশেরাে…………………………
……….৪ 
পীর/ফশকর………..……………
………৫ 
ঔষধ 
শেবেিা………………………….
৬ 
অশনেশন্ধি শিশকৎসক(শডএমএফ/ 
সয্াকবমা)………………………
………..৭ 
কশমউশনটি 
শক্লশনক…………………..৮ 
উপবেলা স্বাস্থয 
কমবলে………….৯ 
এনচ্ছেও 
শক্লশনক………………………১০ 
রেসরকাশর 
হাসপািাল/রিম্বার..…১১ 
অনযানয (উবেখ 
করুন)................৯৯  

 
 

• অনুগ্রহ কবর 
ধারাোশহক ভাবে 
েণনৃা করুন র  
আপশন কার কার 
কাে রেবক 
শিশকৎসা 
শনবযবেন? 

• এ শসদ্ধাবন্তর 
শপেবন 
কারণগুশল শক শক 
শেল? 

• অনুগ্রহ কবর 
আপশন প্রশিটি 
রসো প্রোনকারীর 
কাে রেবক প্রাপ্ত 
শিশকৎসা পদ্ধশি 
েণনৃা করুন 

• এই রসো 
প্রোনকারীর কাে 
রেবক রসো 
গ্রহবণর রক্ষবে 
আপশন শক শক 
সমসয্ার সম্মুখীন 
হবযবেন? 

• প্রশিটি রসো 
প্রোনকারীর কাে 
রেবক পাওযা 
শিশকৎসা 
পদ্ধশিগুবলার 
মবধয্ আপশন শক 
শক ধরবনর 
পশরেিনৃ অনুভে 
কবরবেন? 

• প্রশিটি  রসোর  স
মযকাল 
কিশেল?  

• এই 
প্রশিটি  রসোর 
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উপহিলা 
স্বাস্থয্ 
কমহেহে 
অনিজ্ঞতা  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

আনুমাশনক খরি 
কিশেল?  

• এ সকল 
পশরবসোর 
অশভজ্ঞিা রকমন 
শেল? (ভাবলা ো 
খারাপ)  

• রকানটি সেবিবয 
ভাবলা শিশকৎসা 
পদ্ধশি শেল এোং 
রকন আপশন িা 
মবন কবরন?  

• রকানটি সেবিবয 
খারাপ শিশকৎসা 
পদ্ধশি  শেল এোং 
রকন আপশন িা 
মবন কবরন?  

• সমবযর সাবে 
সাবে ররাগটি 
কীভাবে রেবড়বে? 

B6. এ প্রশিষ্ঠাবন 
আসার শসদ্ধান্ত 
রক শনবযবেন? 
 
(একাশধক উত্তর 
হবি পাবর)  

শনবে……………………………..
.১ 
পশরোবরর 
সেসয্……………..…..২ 
প্রশিবেিী………………………....
৩ 
স্বাস্থয্বসো 
প্রোনকারী……………৪ 
অনযানয (উবেখ 
করুন)..............৯৯  

• উপবেলা স্বাস্থয্ 
কমবলে রেবক 
শিশকৎসা রনওযার 
শপেবন 
কারণগুশল কী 
কী?  

• উপবেলা স্বাস্থয্ 
কমবলবে ররফার 
করা হবল 
ররফাবরল প্রচ্ছেযা 
কী? 

B7. প্রশিষ্ঠাবনর 
এনশসশড 
কন ৃার/েশহশেভৃা
গ এ কি োর 
শগবযশেবলন? 

 
……………… ……………….. 
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আনথ্ েক 
অবস্থার 
উপর প্রিাব 
 
 
 
 
 
 
 
 
 
স্বাস্থয এবং 
সুস্থতার 
উপর প্রিাব 
 
 
 
 
 
 
 
 
 
 
 
 
 
উন্ননতর িনয 
পরামি ে 

B8.  আপনার 
ররাগ শেষবয 
রকান প্রশ্ন 
চ্ছেজ্ঞাসা করবি 
এোং রকান 
শেভ্রাশন্তগুশল 
পশরষ্কার করার 
েনয আপশন শক 
উপবেলা স্বাস্থয্ 
কমবলবে  পরা
মবিরৃ সমযবক 
প ৃাপ্ত মবন 
কবরন?  

হযা াঁ………………………………১ 
না………………………………২  

আপশন রকন এমন মবন 
কবরন? 

B9. আপশন 
শকভাবে 
উপবেলা স্বাস্থয্ 
কমবলবের 
রসো 
প্রোনকারীবের 
েক্ষিা/গুণ/র া
গয্িা মূলয্াযন 
করবেন? 

অিযন্ত 
ভাবলা…………………….১ 
ভাবলা…………………………….
২   
সাধারণ………………………….
৩ 
খারাপ…………………………..৪ 
খুে 
খারাপ………………………৫ 

আপশন রকন এমন মবন 
কবরন? 

B10.  আপনার 
শক মবন হবযবে 
র  উপবেলা 
স্বাস্থয্ 
কমবলবের 
রসো 
প্রোনকারীরা 
আপনার সাবে 
সম্মান ও 
ম ৃাোর সাবে 
আিরণ 
কবরবেন? 

 
হযা াঁ………………………………১ 
না………………………………২  

আপশন রকন এমন মবন 
কবরন? 

B11. রসো 
রনযার সময শক 
আপনার 
রগাপনীযিা 
রক্ষা করা 
হবযশেল?  

.হযা াঁ………………………………
১ 
না………………………………২ 

আপশন রকন এমন মবন 
কবরন? 
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B12. রসো 
প্রোনকারী শক 
আপনাবক 
শিশকৎসা 
পদ্ধশি  এোং 
পরীক্ষা সম্পবক ৃ
শেস্তাশরি েচু্ছঝবয 
েণনৃা 
কবরশেবলন? 

হযা াঁ………………………………১ 
না………………………………২ 

আপশন রকন এমন মবন 
কবরন? 

B13. শিশকৎসার 
সমবযর খরবির 
েনয 
শনম্নশলশখিগুশল

র খরি িাশলকা 
করবি 
পাবরন?  (শুধু 
উপহিলা 
স্বাস্থয্ 
কমহেহের 
িনয্) 

ঔষবধর েনয……………………১ 
পরীক্ষার 
েনয………………..…২   
ভ্রমবণর 
খরি……………………৩   
অনযানয 
খরি……………………৪  

 

B14. এখন 
প নৃ্ত শিশকৎসার 
েনয্ আপনার 
রমাি কি খরি 
হবযবে? 

 
……………………………. িাকা 

 

B15.  এই েযয 
শক আপনার 
েনয আশেকৃ 
রোঝা হবযবে?   

.হযা াঁ………………………………
১ 
না………………………………২ 

• রকন আপনার 
কাবে এইটি 
একটি আশেকৃ 
রোঝা  মবন 
হবযবে? 

• অনুগ্রহ কবর 
আপনার রপিা, 
উপােনৃ, 
পশরোবরর েযবযর 
উপর আপনার এ 
অসুস্থিার প্রভাে 
েণনৃা করুন  

B16. আপনার 
পশরশস্থশি সামাল 
শেবি শক 
আপনাবক ঋণ 
শনবি হবযবে?  

 
হযা াঁ………………………………১ 
না………………………………২ 

B17. আপনার 
অসুস্থিার খরি 
শক আপনার 
পশরোবরর 
েযবযর উপর 
প্রভাে রফবলবে?  

হযা াঁ………………………………১ 
না………………………………২  
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B18. প্রেমোর 
 খন আপনার 
ররাগ শনণযৃ 
হবযশেল িখন 
রেবক এখন 
প নৃ্ত আপনার 
স্বাবস্থযর অেস্থায 
রকাবনা উন্নশি 
হবযবে েবল 
আপশন মবন 
কবরন শক? 

হযা াঁ………………………………১ 
না………………………………২  

• আপশন রকন 
মবন কবরন র  
স্বাস্থযবসো গ্রহণ 
করার কারবণ এই 
অনুভূশিগুশল 
আরও খারাপ 
হবযবে? 

B19. এই 
অেস্থার কারবণ 
আপনার শক 
উবেগ ো 
শেষণ্ণিার 
অনুভূশি 
হবযবে?    

হযা াঁ………………………………১ 
না………………………………২  

B20. স্বাস্থযবসো 
গ্রহণকাবল শক 
এই 
অনুভূশিগুশল 
আবরা খারাপ 
হবযবে?   

 
হযা াঁ………………………………১ 
না………………………………২  

B21. আপনার 
মবিা একই 
ররাবগ আোন্ত 
েযচ্ছক্তবের  বত্নর 
উন্নশির েনয 
আপনার রকাবনা 
পরামি ৃ আবে 
শক?  

 
………………………………….. 

• এ ররাবগ আোন্ত 
েযচ্ছক্তবের  বত্নর 
উন্নশির েনয 
আপনার শক 
রকাবনা পরামি ৃ 
আবে? 

• রকন এ পরামি ৃ 
শেবিন? 

 

Information sheet and consent form (Bangla) 

তথ্য পত্রক 

ভূশমকা : শুবভিা, আমার নাম সাোহ হাসান, এোং আশম ব্র্যাক রেমস শপ গ্রান্ট সু্কল অফ পােশলক 

রহলে, ব্র্যাক ইউশনভাশস ৃটি রেবক এবসশে। আমরা ডাযাবেটিস ররাগীবের স্বাস্থযবসোর পে রোঝার উপর 

একটি সমীক্ষা পশরিালনা করশে: োাংলাবেবির উপ-রেলা প ৃাবযর হাসপািাবলর একটি 

অনুসন্ধানমূলক গবেষণা রেবক অন্তেদৃটি। 
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লক্ষয : োাংলাবেবির একটি উপবেলা সরকাশর স্বাস্থয সুশেধায  ডাযাবেটিস ররাগীবের  বত্নর পে রোঝা। 

অাংিগ্রহবণর নযা যিা : আপনার অাংিগ্রহণ অিযন্ত গুরুত্বপূণ ৃ । কারণ েীর্সৃ্থাযী ররাবগর ররাগী  শহসাবে 

আপনার েদটিভশঙ্গ  এোং অশভজ্ঞিাগুশল স্বাস্থযবসো রখা াঁোর রক্ষবে েশড়ি িযাবলঞ্জ এোং প্রচ্ছেযাগুশল 

সম্পবক ৃমূলযোন িেয প্রোন কবর। এই অশভজ্ঞিাগুশল রোঝা আমাবের স্বাস্থযবসো উন্নশির েনয 

সহাযিা কবর,  া ভশেষযবি একই রকম ররাগীবের স্বাবস্থযর অেস্থা ভাবলা করবি সহাযিা করবি পাবর। 

পদ্ধশি : আপশন অাংিগ্রহণ করবি সম্মশি শেবল, আমরা প্রায ৩০-৪৫ শমশনবির েনয ্ একটি মুবখামুশখ 

সাক্ষাৎকার শনে। এই সাক্ষাৎকাবরর সময, আমরা আপনাবক আপনার েীর্সৃ্থাযী ররাবগর শিশকৎসার 

রক্ষবে আপনার অশভজ্ঞিা এোং স্বাস্থযবসো প্রোনকারীবের সাবে আপনার আবলািনা  সম্পবক ৃপ্রশ্ন 

চ্ছেজ্ঞাসা করে। আপনার সম্মশিবি, সাক্ষাৎকারটি সটিকিার েনয অশডও-ররকড ৃকরা হবে। আপশন 

স্পি অনুমশি প্রোন না করা প নৃ্ত রকান েশে ও রিালা হবে না।  

অাংিগ্রহবণর সুশেধা: এই গবেষণায অাংিগ্রহণ কবর আপনার সরাসশর রকাবনা সুশেধা রনই। িবে, 

আপনার উত্তরগুবলা আমাবের  গবেষণায অেোন রাখবে  া আপনার মবিা েীর্সৃ্থাযী ররাবগ আোন্ত 

ররাগীবের েনয ্  স্বাস্থযবসো শডোইন উন্নি করবি সাহা য করবি পাবর, উপ-রেলা স্বাস্থয কমবলবে 

রসোর মান উন্নশি করবি পাবর। 

ক্ষশিপূরণ: এই গবেষণায অাংিগ্রহবণর েনয রকান ক্ষশিপূরণ রনই। 

ঝুাঁ শক: এই গবেষণায অাংি শনবল িারীশরক ো মানশসক ক্ষশির রকাবনা ঝুাঁ শক রনই। রকান প্রশ্ন আপনাবক 

অপ্রস্তুি কবর রফলবল আপশন সাবে সাবে এ সাক্ষাৎকার োশমবয শেবি পারবেন। 

রগাপনীযিা এোং পশরিয রগাপন রাখা: আপনার কাে রেবক সাংগদহীি সমস্ত িেয রগাপন োকবে এোং 

শুধুমাে গবেষণার কাবে েযেহার করা হবে। আপনার নাম এোং রকাবনা িনাক্তকারী শেেরণ এখাবন 

অন্তভুকৃ্ত করা হবে না এোং সমস্ত উত্তর নামহীন করা হবে। শুধুমাে গবেষণা েবলর কাবে প্রবযােনীয 

িেয্ োকবে,  া শনরাপবে সাংরক্ষণ করা হবে এোং পাসওযাড-ৃসুরশক্ষি োকবে। আমরা প্রশিবেেন ো 

একাবডশমক োন ৃাবল ফলাফল প্রকাি করবি পাশর; িবে, আপনাবক সনাক্ত করবি পাবর এমন রকান 

িেয প্রকাি করা হবে না। 

অাংিগ্রহবণর প্রকদ শি: আপনার অাংিগ্রহণ সম্পূণ ৃ রস্বিায। রকাবনা রনশিোিক পশরণশি োড়াই আপশন 

র  রকাবনা সময প্রিযাখযান ো প্রিযাহার করবি পারবেন। আপশন  শে ইন্টারশভউ রিষ হওযার পবর 

প্রিযাহার করার শসদ্ধান্ত রনন, অনুগ্রহ কবর েুই সপ্তাবহর মবধয আমাবের োনান, এোং আমরা শনচ্ছিি 

করে র  আপনার িেয্  োে রেওযা হবযবে। 

র াগাব াবগর িেয: গবেষণা প্রকল্প সম্পবক ৃআপনার  শে আরও রকান প্রশ্ন োবক, িাহবল অনুগ্রহ কবর 

সাোহ হাসান সাবে এই রফান নম্ববরর মাধযবম র াগাব াগ করুন +৮৮০১৭১৫৮৪৭০৫৩ 

বনশিক উবেবগর েনয, আপশন ইনশস্টটিউিনাল শরশভউ রোবডরৃ সাবে র াগাব াগ করবি পাবরন: 

+৮৮০১৯৯৩৩৭৯৫১২ । ইবমল: irb-jpgsph@bracu.ac.bd 

 

সম্মনত পত্রক 

অধযযবনর শিবরানাম: ডাযাবেটিস ররাবগ আোন্ত ররাগীবের স্বাস্থযবসোর পে রোঝা: োাংলাবেবির একটি 

উপবেলা রলবভল সরকাশর হাসপািাবলর একটি অনুসন্ধানমূলক গবেষণা রেবক অন্তেদৃটি। 

 

mailto:irb-jpgsph@bracu.ac.bd
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আপশন  শে এই গবেষণায অাংিগ্রহণ করবি সম্মি হন, অনুগ্রহ কবর আপনার স্বাক্ষর/আঙুবলর োপ 

ররবখ শনচ্ছিি করুন। 

 

আপনার আন্তশরক সহব াশগিার েনয আপনাবক ধনযোে। 

 

আপশন শক সাক্ষাি্কাবরর অশডও ররকড ৃকরার অনুমশি রেন? অনুগ্রহ কবর মবন 

রাখবেন র  ইন্টারশভউ িলাকালীন র  রকান সমবয, আপশন সাক্ষািকারবক ররকশডাৃং 

শডভাইসটি েন্ধ করবি েলবি পাবরন। 

 

হযা াঁ 

 

না 

আপশন আপনার ফলাফল রিযার করার অনমুশি রেন?  
হযা াঁ না 

আপশন শক েশে রিালার অনুমশি রেন?  
হযা াঁ না 

আপশন শক েশে রিযার করার অনুমশি রেন? 
হযা াঁ না 

(আপশন  শে আোর উত্তরোিার সাবে র াগাব াগ/ডািা সাংগ্রহ করবি িান, িাহবল 

এখাবন উবেখ করবি হবে এোং অনমুশি িাইবি হবে...)  
  

আপনার রকান প্রশ্ন আবে? 
হযা াঁ না 

প্রশ্নটি োনান   

 

 

ইন্টারশভউযাবরর নাম:                                                    উত্তরোিার নাম: 

ইন্টারশভউযার স্বাক্ষর:                                                    উত্তরোিার স্বাক্ষর/আঙুবলর োপ: 

িাশরখ:                                                                               িাশরখ: 

 
 

Information sheet and consent form (English) 

 
Information Sheet 

 
Introduction: Greetings, My name is Sadah Hasan and I come from BRAC James P Grant School of Public 
Health, BRAC University. We are conducting a study on understanding health care pathways of patients 
with  Diabetes: Insights from an Exploratory Study in a Sub-district Level Government Hospital in 
Bangladesh. 

Serial no.: [Protocol number] 

Aim: To understand the care pathways of patients with , Diabetes at a Sub-district Level Government Health 
Facility in Bangladesh. 
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Justification of participation: Your participation is crucial because your insights and experiences as a 
patient provide valuable information about the challenges and processes involved in seeking healthcare for 
chronic conditions. Understanding these experiences helps us to identify areas for improvement in healthcare 
access and delivery, which could benefit others with similar health conditions in the future. 

Procedure: If you agree to participate, we will conduct a face-to-face interview lasting approximately 30-
45 minutes. During this interview, we will ask you questions about your experiences in seeking care for 
chronic health conditions and your interactions with healthcare providers. With your consent, the interview 
will be audio-recorded for accuracy. No photographs will be taken unless you provide explicit permission. 

Benefits of participation: There is no direct benefit to you from participating in this study. However, your 
responses will contribute to research that could help design healthcare interventions benefiting patients with 
chronic diseases like yourself, potentially improving care at sub-district health facilities. 

Compensation: There is no compensation for participating in this study. 

Risk: There is no risk of physical or mental harm from participating in this study. Some questions may touch 
on sensitive or personal issues related to your healthcare experiences. You have the right to skip any 
questions that make you uncomfortable, and we will respect your decision without any consequences. 

Confidentiality and anonymity: All information collected from you will remain confidential and used only 
for research purposes. Your name and any identifying details will not be included in the study data, and all 
responses will be anonymized. Only the research team will have access to the data, which will be stored 
securely and password-protected. We may publish the findings in reports, presentations, or academic 
journals; however, no information that could identify you will be disclosed. 

Nature of participation: Your participation is entirely voluntary. You are free to decline or withdraw from 
the study at any time, without any negative consequences. If you decide to withdraw after the interview has 
been completed, please inform us within two weeks, and we will ensure your data is excluded from the 
analysis. 

Contact information: If you have any further query about the research project, then please contact Sadah 
Hasan through this phone number + 8801715847053 
For ethical concerns, you can contact the Institutional Review Board: + 801993379512. Email: irb-
jpgsph@bracu.ac.bd) 
 
 
 
 

Consent Form  
 

 
Title of the study: Understanding health care pathways of patients with  Diabetes :Insights from an 
Exploratory Study in a Sub-district Level government Hospital of Bangladesh. 
 
If you agree to participate in this study, please confirm by putting your signature/thumbprint. 
 
Thank you for your cordial cooperation.  
 
(Note to investigator: Please note that the items below can vary from protocol to protocol) 

mailto:irb-jpgsph@bracu.ac.bd
mailto:irb-jpgsph@bracu.ac.bd
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Do you give permission for the interview to be audio recorded? Please 
note that at any point during the interview, you can ask the interviewer 
to turn off the recording device. 

Yes 

 

No 

Do you give permission to share your findings? Yes No 

Do you give permission to take photos (without face being shown in 
photos) ? 

Yes No 

Do you give permission to share the photos? Yes  No 

(If you need to contact the/collect data from the respondent again, need 
to state here and ask permission…) 

  

Do you have any questions?  Yes No 

State the question   

 

 

 

Interviewer name:  Respondent’s name: 

Interviewer signature: Respondent’s signature/thumbprint: 

Date: Date: 

 

Codebook 

 

1. Care Pathway Stages 
 
Code Name: Self-Management Practices 
 
Short Definition: Strategies patients use to manage symptoms before formal care. 
 
Long Definition: Refers to actions taken by patients to alleviate their symptoms 
independently, often guided by cultural beliefs or community advice, such as using home 
remedies, over-the-counter medications. 
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Code Name: Informal Care 
 
Short Definition: Care from non-formal providers like drug sellers or healers. 
 
Long Definition: Refers to healthcare services accessed through non-formal providers, 
including drug sellers and traditional healers. 
 
Code Name: Formal Care 
 
Short Definition: Care from healthcare facilities with registered physicians. 
 
Long Definition: Refers to professional healthcare services received at formal healthcare 
facilities, including Upazila Health Complexes (UHCs), tertiary hospitals, and private 
facilities  
 
2. Influencing Factors 
 
Code Name: Accessibility 
 
Short Definition: Ease of reaching healthcare providers. 
 
Long Definition: Refers to geographical and logistical factors that determine how easily 
patients can access healthcare services. Includes proximity to providers, availability of 
transportation, and the time required to reach facilities. 
 
Code Name: Affordability 
 
Short Definition: Financial factors influencing care decisions. 
 
Long Definition: Refers to the financial constraints faced by patients in accessing healthcare 
services, including costs of consultations, medications, diagnostic tests, and transportation, 
which often determine their choice of provider. 
 
Code Name: Cultural Beliefs and Social Influence 
 
Short Definition: Role of culture and community in healthcare choices. 
 
Long Definition: Refers to the impact of cultural norms, traditional beliefs, and advice from 
family, friends, and community members on patients' decisions regarding care-seeking 
behaviors, often leading to reliance on informal providers or self-management practices. 
 
3. Barriers and Challenges 
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Code Name: Delays in Diagnosis 
 
Short Definition: Factors delaying Diabetes diagnosis. 
 
Long Definition: Refers to systemic and individual barriers, such as lack of awareness, 
reliance on informal care, financial constraints, and inaccessible diagnostic facilities, that 
contribute to delays in diagnosing Diabetes. 
 
Code Name: Healthcare System Gaps 
 
Short Definition: Issues within healthcare facilities. 
 
Long Definition: Refers to shortcomings in the healthcare system, including inadequate 
medicine supply, lacking diagnostic equipment, overcrowded facilities, and insufficient 
consultation times, which negatively affect patient care and outcomes. 
 
4. Patient Outcomes 
 
Code Name: Physical Impact 
 
Short Definition: Physical effects of Diabetes on patients. 
 
Long Definition: Refers to the physical health challenges experienced by patients due to 
Diabetes, such as poorly/uncontrolled diabetes and symptomatic diabetes. 
 
Code Name: Emotional and Psychological Impact 
 
Short Definition: Emotional challenges due to diabetes. 
 
Long Definition: Refers to the mental health struggles faced by patients, including anxiety, 
depression, and feelings of helplessness, often exacerbated by the chronic nature of the 
disease and barriers to accessing timely and effective care. 
 
Code Name: Financial Burden 
 
Short Definition: Economic strain caused by pathways taken. 
 
Long Definition: Refers to the financial difficulties encountered by patients due to ongoing 
expenses for medications, diagnostics, transportation, and follow-up care, often forcing them 
to prioritize healthcare over other basic needs. 
 
5. Recommendations 
 
Code Name: Awareness and Education 
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Short Definition: Importance of raising awareness about diabetes. 
 
Long Definition: Refers to the need for community-based campaigns and educational 
initiatives to increase awareness about diabetes, its symptoms, and available healthcare 
services, including the role of NCD corners, to encourage timely diagnosis and treatment. 
 
Code Name: System Improvements 
 
Short Definition: Enhancements to healthcare facilities. 
 
Long Definition: Refers to the need for systemic changes in the healthcare infrastructure, 
such as improving diagnostic and treatment capabilities at UHCs, ensuring a consistent 
supply of essential medicines, and addressing gaps in staffing and facility management to 
improve patient care and satisfaction., 

Data Matrix Display Portion 

THEME SUBTHEME QUOTES 

Factors influencing 

HCP Choice 

Affordability of 
services ''I am a poor person, I get free medicines from 

here. I remain well.''  (73 years old male, 

suffering from diabetes for ⅞ years) 

 Accessibility 
(distance and travel 
cost) 

“Malancha medical is very close, I can take a 
rickshaw…or just walk there. I usually walk.” 
– (35 year old with diabetes for 14 years) 

Themes and subthemes 

Perception of health condition 
1. Perceived symptoms 
2. Preliminary or Self-management 
3. Events that triggered the healthcare pathway 
4. Diagnosis Process 
Factors influencing the choice of HCP   
1. Accessibility  
2. Affordability 
3. Acceptability  
4. Availability of comprehensive care 
5. Social Network 
6. Familiarity 
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7. Popularity of HCP/Faith in HCP 
Experience at all points of care  
1. Drug seller 
2. Religious healer 
3. Private 
4. UHC 
5. Tertiary 
Impact  
1. Health and well-being 
2. Financial 

Images from study site 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
Study location: UHC, Keraniganj  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Interview location 1 : a room at the UHC                        Interview location 2: seating area adjacent to NCD corner 
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Interview location 3: In the community where respondent felt comfortable to give interviews 
 
 

COREQ checklist 

 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

Interviewer who conducted the interview presented themselves as a student studying their 
Masters in Public Health, was female and had received training on how to conduct IDIs. The 
interviewer had established a relationship with the participant before interview 
commencement through rapport-building. The participant was made aware of the research 
purpose, and that the student researcher was carrying out the interview for their thesis. 

Topic Item No Description Reported on 
Page No. 
 

Domain 2: Study design 
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Theoretical framework 
Methodological orientation 
and Theory 

9 What methodological orientation was stated to 
underpin the study? e.g. grounded theory, 
discourse analysis, ethnography, phenomenology, 
content analysis 

 
 
 

Participant selection 
Sampling 10 How were participants selected? e.g. purposive, 

convenience, 
consecutive, snowball 

 
11  

Method of approach 11 How were participants approached? e.g. face-to-
face, telephone, mail, 
email 

 
11  

Sample size 12 How many participants were in the study? 11 
Non-participation 13 How many people refused to participate or 

dropped out? Reasons? 
40 

Setting 
Setting of data collection 14 Where was the data collected? e.g. home, clinic, 

workplace 
12 

Presence of non- 
participants 

15 Was anyone else present besides the participants 
and researchers? 

 
12  

Description of sample 16 What are the important characteristics of the 
sample? e.g. demographic 
data, date 

 
11  

Data collection 
Interview guide 17 Were questions, prompts, guides provided by the 

authors? Was it pilot 
tested? 

13 
 

Repeat interviews 18 Were repeat inter views carried out? If yes, how 
many? 

 

Audio/visual recording 19 Did the research use audio or visual recording to 
collect the data? 

13 

Field notes 20 Were field notes made during and/or after the 
inter view or focus group? 

 

Duration 21 What was the duration of the inter views or focus 
group? 

12 

Data saturation 22 Was data saturation discussed? 
 

Transcripts returned 23 Were transcripts returned to participants for 
comment and/or 

 

 
 
 

Topic Item 
No. 

Guide Questions/Description Reported 
on 

Page No. 
  

correction? 
 

Domain 3: analysis and 
findings 
Data analysis 
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Number of data 
coders 

24 How many data coders coded the data? 
 

Description of the 
coding 
tree 

25 Did authors provide a description of the coding tree? 
 
70  

Derivation of themes 26 Were themes identified in advance or derived from the data? 14 
Software 27 What software, if applicable, was used to manage the data? 14 
Participant checking 28 Did participants provide feedback on the findings? 

 

Reporting 
Quotations presented 29 Were participant quotations presented to illustrate the 

themes/findings? 
Was each quotation identified? e.g. participant number 

  
 

Data and findings 
consistent 

30 Was there consistency between the data presented and the 
findings? 

 

Clarity of major 
themes 

31 Were major themes clearly presented in the findings? 71-72 

Clarity of minor 
themes 

32 Is there a description of diverse cases or discussion of minor 
themes? 

71-72 

 
Developed from: Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research 
(COREQ): a 32-item checklist for interviews and focus groups. International Journal for Quality in 
Health Care. 2007. Volume 19, Number 6: pp. 349 – 357 

Timeline of study  

Major Activities M1 M2 M3 M4 

Oct Nov Dec Jan 

W4 W1 W2 W3 W4 W1 W2 W3 W4 W1 W2 

Development of ideas            

Protocol development            

IRB clearance            

Data collection            

Data entry            

Data analysis            

Report writing            

Dissemination            
 


