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e Abstract
Introduction
Chronic respiratory diseases (CRD) comprise a major burden of public health, especially in
low-resource settings like rural Bangladesh. Many systemic, sociocultural and structural factors
influence the care seeking journey of CRD patients, impact outcomes. There is an urgent need to
understand the patient pathways for seeking CRD care in order to address the gaps in service delivery

and to meet the unique needs of CRD patients.

Method

The study adopted a qualitative exploratory approach to elicit relevant data from the CRD patients. A
total 20 respondents were sampled conveniently and interviewed to explore symptoms, onset of
illness, self-management practices, healthcare seeking journey including choice and decision to
choose service delivery points, experiences at each care point, and the overall impact on health and
financial conditions. Data analysis involved both quantitative and qualitative methods, utilizing
STATA V17 for descriptive statistics and thematic analysis for qualitative data. Ethical clearance was

obtained, ensuring informed consent and confidentiality for all participants.

Findings

Respondents with CRD reported diverse care pathways, involving both formal and informal
healthcare providers. The length of these pathways ranged from a single point of care to as many as
five. Many participants delayed seeking treatment, often due to misattributing symptoms,
underestimating their severity, or relying on beliefs about CRD that led them to manage symptoms

with home remedies. Though the private providers and drug sellers were the most common initial



points of care, while Upazila Health Complex (UHC) ultimately became the source of consistent care
provider for most respondents due to their affordability and accessibility. Although the majority of
respondents expressed satisfaction with UHC services , several challenges such as unavailability of
essential medicines, lack of diagnostic facilities, shortened consultation times, disrespectful behavior

from staff and insufficient privacy affected their overall experience.

Receiving a CRD diagnosis often caused respondents to experience significant anxiety and worry,
perceiving it as a lifelong burden. Moreover, the financial stress was another major concern and there
were patients who relied on family or borrowing to cover treatment costs. The combination of

prolonged illness and economic hardship exacerbated feelings of anxiety, hopelessness and despair.

Conclusion

Patients with CRD often use multiple pathways for various reasons to access various categories of
providers before reaching UHC. This complex and challenging journey in accessing and using
healthcare services, leading to delays in receiving proper formal care. Even though, UHC, a primary
health care point, is not yet fully equipped to deliver high-quality CRD services, it remains a more
accessible and affordable option for CRD patients, particularly those from poor, rural, and
socioeconomically disadvantaged backgrounds. Addressing the underlying factors highlighted in the
study can be useful for planning interventions to improve access to CRD care. Our findings aim to
inform policymakers and guide program planning to enhance awareness, accessibility, and

affordability of healthcare for CRD patients, thereby improving NCD care in Bangladesh.
Key Terms

Chronic Respiratory Disease, Pathways, Patient care pathways, Primary health care, Healthcare

seeking behavior, Bangladesh

¢ 1.0 Introduction

Patient care pathways are essential plans of action that guide an individual patient to navigate through

the system, ensuring that the care is timely, efficient and well-coordinated (Rotter et al., 2010). It



comprises a series of patient care activities and timelines for important interventions, thus making and
the care services patient-centered in the continuum of care. In the setting of Chronic Respiratory
Diseases (CRD) in Bangladesh, a pre-determined pathway is critical to access timely treatment with
low costs and high patient satisfaction. Too often, challenges faced while navigating the care

pathways within the healthcare system, affect treatment outcomes.

Literature Review

Chronic respiratory diseases (CRD) now rank among the most common causes of morbidity and
mortality worldwide, and Bangladesh is no exception. A vast number of people in Bangladesh are
suffering from CRDs, where the prevalence of asthma is 5.2% and the prevalence of COPD is 12.5%
(Paromita et. al, 2021). Management of chronic respiratory diseases presents a particular challenge to
handle in a low-resource setting like Bangladesh due to systemic gaps in healthcare delivery,
socioeconomic barriers, and a lack of awareness. CRDs are also among the leading burdens of disease
worldwide, and this trend is even more pronounced in LMICs facing significant constraints to
accessing timely and effective care (WHO, 2017). Studies in Bangladesh and other LMICs have
identified fragmented pathways to care for chronic conditions, where patients often move across
informal providers, private practitioners, and government facilities (Naheed et al., 2018; Perera et al.,
2019). These transitions often lead to delayed diagnosis and inconsistent treatment, with adverse
implications for disease progression and financial strain on patients. This means that the drug seller
and traditional healer, perhaps because they are easily accessible and affordable, are more relied upon
for primary care (Nuri et al., 2018). Gaps in the provision of basic services such as diagnostics and
medication supply at public facilities further exacerbate the challenge. The study adds to the literature
on the health care pathways that CRD patients follow at a government subdistrict hospital to elicit

system barriers and opportunities to provide more equitable, patient-centered care.

Like most LMICs, the health system of Bangladesh also mostly prioritizes management and treatment
of acute exacerbations of the CRDs (Meghji et. al, 2022). In rural areas, vulnerable and low
socio-economic communities, retail medicine shops or drug sellers, are often the first point of contact

for people when there is onset of any kinds of symptoms and where they dispense medications



without proper knowledge and prescriptions. (Ahmed et. al, 2011). From there an eventful journey
begins for the patient, to various categories of healthcare providers, with varying levels of disease
severity, accessibility, affordability and quality. As such, the perceptions, beliefs, and behaviors that
the patient exhibits while visiting various healthcare providers are essential to understand since they
have implications for disease management, treatment adherence, self-management practices,

treatment decision-making and psychological well-being (Korpershoek et. al, 2018).

For CRDs, they remain at the top in causing more years of disability-adjusted life, adding not only
mortality but also time lived with a disability from conditions affecting the respiratory system. These
diseases continue to rise due to their many causes, which relate to environmental pollution, the use of
tobacco, occupational hazards, and even urbanization. Thus, the WHO Global Action Plan for the
Prevention and Control of NCDs 2013-2020 has, therefore, emphasized the need for comprehensive
strategies to deal with these diseases, thus underlining the importance of integrating CRD

management into primary healthcare systems globally (Paromita et. al, 2021).

In South Asia, the burden of CRDs is particularly pronounced. According to the Global Burden of
Disease Study 2019, respiratory diseases accounted for approximately 10% of total deaths in the
region. Bangladesh, with its high population density and urban air pollution levels among the highest
globally, experiences a substantial prevalence of CRDs. The region's rapid urbanization exacerbates
exposure to risk factors such as air pollution from vehicles and industrial emissions, contributing to
the rising incidence of respiratory diseases. The South Asian Association for Regional Cooperation
(SAARC) has recognized CRDs as a priority area for health intervention due to their impact on public
health systems. Regional initiatives aim to enhance awareness, improve access to care, and promote
research on effective management strategies tailored to the unique challenges faced by South Asian

countries (Adams et. al, 2019).

For patients with CRD, timely access to treatment and specialist care is of immense importance. But
in our resource limited country and in situations of vulnerability (age, sex, gender, SES, etc.), most
patients do not reach the type of appropriate care that they need in time. Moreover, the high
out-of-pocket cost of consultations, medicines, diagnostic investigations and travel contributes to
increasing economic hardship, thus discouraging patients from completing their treatment and

attending follow-ups (Desai et. al, 2022). Ahmed et al. (2011) also pointed out that in the Bangladesh



healthcare context, unfulfillment of expectations about quality, effective communication and reliable
care translate into dissatisfaction, which again may discourage people from interacting with the health
system, particularly in the case of chronic diseases. The study done in 2021 and published in the
journal PLOS ONE assessed service availability and readiness for managing CRDs across different
tiers of health facilities in Bangladesh. This showed a huge preparedness gap, with only 3.1% of the
health facilities sampled in the tertiary care hospitals identified as ready to manage CRDs.

Justification

There is scant literature available regarding patient care pathways of CRDs in Bangladesh. This study
explores CRD patients-care pathways and analyze the impacts of the current healthcare system
structure on patients' experiences of time to treatment, financial burden, and satisfaction. This
exploratory study also aims to shed light on the healthcare pathways of CRD patients at a sub-district
level government hospital in Bangladesh. By identifying the barriers and facilitators to care, the study
seeks to inform recommendations to improve access, quality, and outcomes for CRD patients.
Additionally, the findings can contribute to policy discussions on strengthening health systems to
address the growing burden of CRDs in Bangladesh. The identification of such barriers and the
influence of those factors on patients will provide necessary insights into the shortfalls of the current
system and support the development of strategies to reduce gaps between the need and the receipt for

CRD patients in Bangladesh.

Research Questions

1. What are the care pathways encountered by patients with CRD in a selected sub-district
government healthcare facility in Bangladesh and what are the main service delivery points in
these care pathways?

2. What are the various factors influencing care pathways of patients with CRD?

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 CRD patient outcomes in a selected sub-district level

government healthcare facility.
Specific:
1.1 To understand the care pathways CRD patients have to navigate to seek treatment.

1.2 To identify the different service delivery points in the CRD patient care pathways where they

sought treatment.
2.1 To explore the various factors that influence care pathways of CRD 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.
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Conceptual Framework
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Figure 1: Care Pathways of CRD patients, influencing factors and its impacts (Adapted from Scott et al, 2012)

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).

The care pathway is shaped by various influencing factors, including sociodemographic factors (e.g.,
age, gender, socioeconomic status), healthcare provider (HCP) factors, and disease-related factors.
These influences determine the trajectory across three key intervals: self-management, help-seeking,
and treatment. This conceptual framework also provides a broad perspective on the care-seeking
trajectory of patients with CRD, covering the onset of symptoms, self-management, help-seeking, and
treatment stages of care, in addition to addressing consequences for health, well-being, and the

financial status of the patients.
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It also brings forth critical influencing factors that shape patient decisions and behaviors along the

pathway of care.

a. Onset of symptoms and Self management - The journey begins with the onset of symptoms,
such as mild to severe respiratory problems including breathlessness or persistent coughing.
At this stage, many patients practice self-management, as guided by personal beliefs, social
networks, or influence of culture. This phase involves resorting to home remedies or delaying
professional care when the symptoms appear to be within manageable levels or related to
nonspecific diseases. The process of moving from self-care to seeking care elsewhere is
usually motivated by a triggering event, which may include sudden worsening of symptoms, a
major health episode, or advice from family or community members. For example, a severe
symptom exacerbation may make patients seek informal or formal healthcare providers.

b. Help seeking behaviour -

Informal Health Care Providers - During the initial help-seeking stage, most of the patients visit
informal HCPs including, drug sellers, traditional healers, religious healers, village doctors. The
informal HCPs often have preference from the patients through access (proximity), cost, and trust
with either personal or community experience. Most informal providers are seen as the first contact

by patients, providing symptomatic reliefs but with minimal etiological treatment.

Shift to Formal Health Care Providers - As the problem persists or worsens, patients shift to formal

healthcare providers that include, the public facilities, like Upazila Health Complexes (UHCs), were
valued for their affordability and availability of free or low-cost medicines. Private facilities were
favored based on perceived higher quality of care, shorter wait times, and superior patient-provider
interactions, however, cost may be higher compared to public facilities. This is not a linear transition;
rather, patients frequently cycle between informal and formal providers depending on symptom
progression, financial constraints, and perceived quality of care.
c. Treatment Pathway - Upon diagnosis, the patients enter the treatment phase, where the
outcomes depend on their ability to adhere to prescribed treatment regimens. The framework

identifies two possible pathways, namely,
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Adherence to Treatment : The patients who adhere to the prescribed treatments are most likely
to manage their chronic disease and thus achieve better health outcomes and an improved
quality of life.

Non-adherence to Treatment : High treatment costs or erratic availability of medicines might
cause a lack of confidence in the patients, leading to incomplete adherence and thus
worsening health and increased economic costs. Non-adherence may lead to a vicious circle in
which patients return to informal providers or delay care, compounding their health
conditions.

d. Impacts - The results of the care pathway have been divided into two broad areas of impact,
Health and Well-being and Financial Condition. Good management of CRD results in
improved physical and mental health of the patients by reducing the burden of chronic
symptoms. Conversely, fragmented pathways of care and non-adherence lead to increased
health challenges, thus a poor quality of life. The management of a chronic disease like CRD
is extremely costly, especially in resource-poor settings. The costs for medicines, diagnostics,
and transportation may require patients to make heart-wrenching choices between healthcare
and basic needs.

e. Influencing Factors - The factors influencing the health-seeking pathways of CRD patients
were patient, health provider, and disease-related factors. Patient-related factors include
sociodemographic like age, sex, income, and education, supplemented by previous healthcare
experiences and social networks that influence decisions about where to seek care. Among
such determinants, the most prominent include healthcare provider factors like access,
affordability, quality of care, provider popularity, and trust, which may include referrals for
diagnostics or specialist advice. Disease-related factors would relate to symptoms of severity
and chronic nature, thus dictating urgency and type of care needed. Such factors dynamically

interact to shape how patients navigate to obtain care.

2.0 Methods
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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 CRD patients.

Study site and settings

The study was conducted at an Upazila Health Complex (UHC) in Keraniganj, in Malancha, Dhaka,
Bangladesh. Keraniganj is a sub-district (Upazila) of Dhaka District in central Bangladesh (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 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 Health Care Provider (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 as well.

Study population

CRD patients who visited the UHC’s NCD corner, Outpatient Department (OPD) and and completed
service uptake as well as patients were admitted in the Inpatient Department (IPD) on the days of data
collection were part of the sampling frame. The OPD patients were included in the exit interview and
the IPD patients were interviewed in their admitted rooms, if they fulfilled the inclusion criteria for

the study.
Inclusion criteria:

e Patients above the age of 18 who can give their consent
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e Patients who have been diagnosed with CRD (Asthma or COPD)
e 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

e Patients who agreed and gave consent to participate in this study
e Patients who were admitted in the IPD with CRD on the day of data collection
Exclusion criteria:

e CRD patients who appear to be severely ill
e CRD patients of the same household
e Patients with any disability (i.e. hearing, intellectual), as it not possible to explore their special

needs to healthcare access within the limited scope of this study

e Patients under 18 years of age who cannot provide consent

Patients who are unwilling to participate

Sample size and sampling

This study adopted a convenient sampling approach and interviewed 20 eligible respondents to
understand their pathways to healthcare in the management of CRD. The choice of convenience
sampling was primarily driven by constraints related to time, resources, and budget, which limited the
feasibility of including a wider coverage of sample size with more diverse populations. However, the
sample size was adequate for meaningful insights, as participants were selected to represent diverse
healthcare-seeking behaviors, including interactions with informal and formal healthcare providers.
The interviews with these 20 respondents thus provided a rich dataset, representing varied illness
experiences, self-management practices, and healthcare-seeking behaviors. Diversity in the sample
ensured that key themes, challenges, and influencing factors could be identified while gaining an

in-depth understanding of CRD management in the context studied.

Data collection tool

Exit interviews were conducted using an in-depth interview (IDI) guide (See Annex 9 and 10). 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
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had on their health, well-being and financial condition, and their suggestions for the improvement in
their care. The IDI guide also contained questions to collect some quantitative data (e.g.,
socio-demographic information, duration of illness, referral to each provider, duration of treatment

under each provider, satisfaction with UHC services), in order to comprehensively visualise the data.

Data collection tool development

The IDI guide was developed in line with concepts of other pathway studies (Nuri et. al, 2018) and
this study’s Patient Care Pathway framework (Figure 3). The tool was developed in English and
translated into Bangla by native Bangla speakers. The interview guide was piloted with individuals at

the study setting, and necessary adjustments were made before final data collection.

Data Collection Process

Data collection took place from November 21, 2024, to December 11, 2024. The study team
collected data from the UHC on weekdays including Saturday from 10 AM until 2 PM, as the NCD
corner and OPD closed at 2 PM. Respondents willing to participate were approached as they exited
the NCD corner and OPD rooms. They were then interviewed in a comfortable location, which would
be primarily a room within the UHC, or in the seating area adjacent to the NCD corner, or a nearby
spot close to their home or workplace, after they provided consent and met the eligibility criteria for
the study. The CRD patients usually do not consult in the NCD corner here. They consult doctors in
the General OPD or a particular outdoor department. The study team also interviewed patients in the

indoor department.

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 COREQ Checklist’s Domain 1 (See Annex 8). 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
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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).

To maintain safety of the data, 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

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 5) 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. Using a combination of inductive and deductive
codes, patterns and themes were identified and organized into a data display matrix. Themes were
developed through a thematic analysis approach, 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 2).

Generating Any new
codebook Data inductive T - Patters and Organised in Thematic
. g ranscription themes
with initial familiarization codes added . " data matrix analysis
) ) identified
a-priori code to codebook

Figure 2 : Qualitative data analysis plan

Quantitative data collected through the IDIs were directly entered into an English format, and

descriptive statistics about the respondents’ responses were analysed using STATA V17.
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Ethical consideration

Ethical clearance of this study was obtained from the IRB of BRAC James P Grant School of Public
Health. Written permission was secured from the UHC authority, the Residential Medical Officer of
Upazila Health Complex. During the study, interviewers read informed consent forms (See Annex 11
and 12) in Bangla to all respondents. Written permission was also obtained from the Civil Surgeon's
office. 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 in this report.

3.0 Findings

A combination of quantitative and qualitative data was obtained for our findings. This report presents
those findings in several sections, which include-

A) Sociodemographic profile of the respondents,

B) Pathways of Care seeking practices,

C) Factors influencing the choice of healthcare provider and care seeking practices including

perception of health condition and delay in care-seeking,
D) Experience at all service delivery points
E) Impact of the care pathways encountered on their health and well-being and financial

imperatives

A) Sociodemographic profile of the respondents

In this section, we will discuss the sociodemographic characteristics of the 20 respondents (Table 1) .
The age of the respondents ranged from 25 to 84 years, among the age categories, 40-54 years and
70-84 years were distributed in equal proportion (30.0%) and majority were male (55%), with most
being married (70%), Muslim (95%) and living in peri-urban areas (75%). Slightly more than half of

the respondents had no formal education (65%). None of the respondents pursued education beyond
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secondary school. Most were not engaged in employment (12 out of 20, 60%) currently, although a
major proportion of respondents (12 out of 20, 60%) did not or could not share their monthly income,
However, a major proportion of the respondents’ household incomes were generally between
5000-10000 BDT (7 out of 20), although 5 respondents did not or could not tell about their household
income. Only 2 respondents’ average household monthly income was above 20,000 BDT. Most of
the households typically had upto 5 members (85%), one household had 10 family members and they
belongs a joint family, and over half of the respondents (55%) identified themselves as household

heads. Among the 20 respondents, the majority (65.0%) have lived with CRD for more than 5 years.

Table 1: Respondents' Sociodemographic Characteristics (N=20)

Variable n Percentage (%)
Age (in years)

25-39 2 10.0

40-54 6 30.0

55-69 6 10.0

70-84 6 30.0
Sex

19



Variable n Percentage (%)
Male 11 55.0
Female 9 45.0
Marital Status
Married 14 70.0
Ever married" 6 30.0
Religion
Islam 19 95.0
Hinduism 1 5.0
Residence
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Variable n Percentage (%)
Rural? 5 25.0
Periurban? 15 75.0

Education
No formal education 13 65.0
Less than primary 2 10.0
Primary 4 20.0
Secondary 1 5.0
More than secondary 0 0

Employment status
Currently working* 8 40.0
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Variable n Percentage (%)
Not working’ 12 60.0

Present monthly income (in

BDT)
5,000-10,000 3 15.0
11,000-15,000 1 5.0
16,000-20,000 3 15.0
More than 20,000 1 3.0
Cannot/Could not share® 12 60.0

Average household monthly

income (in BDT)
5,000-10,000 7 35.0
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Variable n Percentage (%)
11,000-15,000 1 5.0
16,000-20,000 5 25.0
More than 20,000 2 10.0
Cannot/Could not share® 5 25.0

Number of household

members
1-5 17 85.0
6-9 2 10.0
10 and above 1 5.0

Relation to household head
Self 11 55.0
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Variable n Percentage (%)

Spouse 1 5.0
Parents 4 20.0
In-laws 4 20.0

Duration of illness

Under 1 year 3 15.0

2-5 years 4 20.0
6-10 years 7 35.0
More than 10 years 6 30.0

! 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

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.

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

B) Pathways of care seeking practices

Present point of care UHC

e

UHC = 20 (Present point of care)

'n,_s refers to the total number of respondents in each point of care

Figure 3: Healthcare pathways of CRD patients visiting the UHC across all points of care (POC). Numbers within

coloured boxes represent the total number of patients for that provider category, in its respective POC column. Numbers
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near arrows depict the number of patients moving from the provider of one POC to the consecutive POC. Reconstruction

of the pathways presented by Nuri et al. (2018)

Among the 20 respondents interviewed from the UHC, the length of their CRD care pathways varied.
For our analysis, we considered the pathway's endpoint to be the point at which the UHC was reached
by the respondent. The longest pathway involved five points of care, while the shortest had only one.
However, an exception was one respondent who received care simultaneously from both the UHC (as

the 4th point of care) and then, a tertiary hospital (as the 5th point of care). (Figure 3)

First point of care

At the onset of symptoms, the 20 respondents accessed a variety of healthcare providers as their first
point of care, reflecting diverse care-seeking behaviors. About 95% of the patients sought care from a
provider outside the UHC, with a tendency to turn first to informal providers and private
practitioners. The first point of contact was drug sellers for 5 patients (25%) and traditional healers
for 4 patients (20%). Drug sellers and traditional healers were often preferred because they were more
accessible, cheaper, and closer to the patients. Similarly, private providers were consulted by 6
patients (30%) who valued the perceived higher quality and personalized attention of private care
despite its cost. Four patients (20%) sought care at tertiary hospitals. Only one patient (5%) directly
accessed the UHC as their first point of care and continued his/her treatment there. From this point,

19 of the 20 patients went to a second point of care.
Second point of care

At the second point of care, remained 19 patients transitioned to various providers. Among these 19
respondents, 4 (21%) transitioned to the UHC, among them, two were from drug seller, one from
tertiary hospital and another was from private hospital. We found, 9 (47%) respondents reached
tertiary hospital as a second point of care. Among these 9, 4 were from private hospital, 2 were from
drug sellers and 2 were from traditional healers. There were also 3 patients, who reached private
hospitals. Among these 3 respondents, 2 were from traditional healers and 1 was from tertiary

hospital. Interestingly, 2 patients visited drug sellers; among these 2, one was from private and
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another one was from tertiary hospital. We found one respondent who visited tertiary hospital as a

first point of care, he or she transitioned to a traditional healer as 2™ point of health care service.

Third point of care

At the third stage of the care pathway, 16 patients continued their healthcare journey, with notable
shifts in their choice of providers. The UHC emerged as a point of care for a big proportion of the
patients, with services being provided to 7 (44%) there. Among these 7, 4 were from tertiary
hospitals, 2 were from drug sellers and 1 was from private hospital. The increase underlines the
growing importance of the UHC as the central provider in the management of chronic respiratory
disease as patients transition from initial points of care into more structured services. Private
providers and tertiary hospitals equally accounted for 3 patients each. Interestingly, two respondent
moved to tertiary hospital who used treatment at UHC at 2™ point of care. Another respondent,
reached tertiary who received treatment in private hospital at 2™ point of care. Informal providers of
care, like drug sellers and traditional healers, lost their patient numbers and retained only 2, 13%, and
1, 6%, respectively. Two patients who received treatment at drug sellers, previously they visited
private and tertiary hospital. The transitions at this stage reflect the dynamic nature of care pathways

and the increasing reliance on formal healthcare infrastructure as CRD management progresses.

Fourth point of care

At the fourth stage, 8 patients continued their care-seeking journey making it their present point of
care, UHC. 3 patients from private practitioners, 2 from tertiary facility, 2 from drug sellers and 1
from traditional healer altogether consolidated their care at the UHC. The UHC became the sole

provider for all these patients still active in the care pathway.
Fifth point of care

At this stage, only one patient continued their care to the tertiary facility while simultaneously

seeking care from the UHC. That particular respondent mentioned in the interview that while he was
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satisfied with the care at the tertiary center, he also went to the UHC for any minor health issues

related to CRD which required immediate medical attention and for free medicines.

Number of respondents consulting each provider category

The majority of respondents sought treatment from multiple healthcare providers. Among the 20
respondents, 14 visited tertiary hospitals, and 11 sought cares from private hospitals at some point in
their healthcare-seeking pathways. Additionally, 9 utilized services from local drug sellers, and 6

sought cares from traditional healers during their treatment journey.

Currently, all 20 respondents are receiving ongoing care at UHC, although, one of them also received

services from tertiary hospital simultaneously. (See Annex 7)
Duration of care at each HCP

We tabulated how long patients stayed with a particular provider (Table 3), which could help us
assess whether they continued care or switched frequently. The UHC had the longest average duration
of care, with 6 respondents staying for more than 1 year. Most of the respondents (8) had been taking
treatment from the UHC for less than 1 year. Private providers were commonly consulted for 1-2
years (54.5%), often only for a few visits, but a significant proportion also sought a longer term care
(>2 years; 27.3%). We also found that among the 12 out of 20 patients who took services from
tertiary hospitals, 5 of them continued more than 2 years and 2 of them received services for 1 to 2

years.

For some cases, respondents with CRD, continued receiving health services from drug sellers and

religious healers for more than 2 years (44.4% and 50.0% respectively).
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Table 2 : Duration of care received at each healthcare provider (N=20)

Duration of care

Healthcare

. <1 years 1-2 years >2 years
providers

n % n % n %

UHC (n*=20) 8 40.0 2 10.0 6 30.0
Private(n*=11) 1 9.1 6 54.5 3 27.3
Tertiary 5 35.7 2 14.3 5 35.7
hospital(n*=14)
Drug seller(n®=9) 4 44.4 1 11.1 4 44 .4
Traditional healers' 1 16.7 2 333 3 50.0

(1=6)

! Kobiraaj, Footpath doctor, Village doctor, Pharmacy doctor

% n is the total number of respondents at each healthcare provider

C) Factors influencing health-care seeking behaviour

This section explains the factors influencing the decision-making process of the 20 respondents

regarding their healthcare pathways.
C.1 Perception of health condition (severity of illness), self-management and diagnosis of illness
C.1.1. Perceived symptoms and severity before diagnosis

The most commonly cited symptoms of onset of illnesses were persistent cough, shortness of breath,

and wheezing. At the onset of illness, all of the respondents experienced light symptoms and
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increased over time. Many patients also postponed their initial visits to the physicians or formal care
by thinking that the symptoms would either go away on their own or with home remedies. The

symptoms were seasonal, occurring mostly during the winter. One respondent shared,

" There was a sound inside me like "chiu chiu" when the breathing problem started.. . I did not count
it as a major problem. . But these problems increased over time. " (45 years old, female, suffering

from CRD for 7s years)

Most of them did not initially consider their initial as severe, which exacerbated to delay in receiving
health care services. Some had early symptoms that were episodic and became persistent over an
extended period.
Several factors ultimately triggered the decision to seek professional health care. Sudden and serious
breathing difficulties were the most common, followed by the inability to undertake daily activities
because of exhaustion and shortness of breath. Added to these, patients very often refer to social
pressures like urging from family members to seek care as a critical factor. Some of them even
experienced near-fatal episodes like fainting and severe respiratory distress, underlining the gravity of
their condition. While financial constraints were a primary barrier, other logistical challenges further
delayed care-seeking for many patients until symptoms became unmanageable.
" When my breathing problem starts, my chest starts to tighten, it feels like [ am
getting current shock. . . When I could not bear the pain, then my family members

advised me to go to the doctors" (51 years old, male, suffering from CRD for 1 year )

C.1.2.Dependency on self-management practices

All of the study respondents tried to manage their illness at home initially. These self-management
practices were varied and widely adopted before diagnosis, and traditional beliefs and
community-family member’s advices often guided such actions. The common strategies included the
use of herbal remedies, over-the-counter medications and dietary changes. The duration of these
practices varied with some patients continuing them for many months or even years before seeking

for professional help.
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Respondents used symptomatic treatments by their own, such as antibiotics and painkillers without
prescription. Physical adjustments, such as avoidance of dusty or polluted environments, modification
of levels of physical activity, were also quite common. In spite of all these measures, as symptoms
progressed and self-management options became insufficient, patients were eventually compelled to

seek professional medical assistance.

Yes I tried to manage my symptoms on my own for months. My wife and mother told me to drink
warm water, tulsi cha (holy basil tea), honey cha. At times it seemed to get better, but again the
coughing would return and I started having trouble breathing again.’ (51 years old, male, suffering
from CRD for I year )

The findings highlight a notable trend in which the wives of CRD patients play a key role in
encouraging self-management practices. These women often took on caregiving responsibilities,
guiding male patients toward home remedies and lifestyle adjustments to alleviate symptoms at
minimising healthcare expenses. However, females did manage by themselves and we found that the
duration of self-management practices among females were longer compared to males. While such
practices did provide temporary relief, it often delayed formal care-seeking, potentially exacerbating
the condition over time.

Pre-diagnostic self-management of CRD patients was quite common. These practices offered
symptomatic relief in the short run but resulted in delayed care-seeking for many; indeed, several of
these patients continued symptomatic management for a few months or years from symptom onset.
Women-either wives or female patients practicing self-management-facilitated help-seeking behavior;
additionally, there was the incentive pertaining to containing expenditure on health. Of importance is
that female patients managed symptoms for a longer period than males during self-management. As
symptoms worsened and self-management became inadequate, the patients were forced to seek

professional medical care; the delays often led to complications and advanced stages of disease.

C.1.3. Diagnosis, its process and delays act as factors
Diagnosis of CRD among the respondents often took time and followed a complex path. This journey
often consisted of multiple visits to healthcare professionals, traditional healers, and local clinics

before being diagnosed. Knowledge of CRDs was a major recurring challenge among patients but
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sometimes among health professionals (i.e. drug seller, healer, etc.) also, often resulting in
under-diagnosis or undertreatment.
Many patients are delayed in seeking diagnostic tests such as spirometry or chest X-rays-just because
of financial constraints or lack of availability of services. Some respondents also stated that they did
not even go to any healthcare provider unless the symptoms got severe. One of them mentioned,
" At first 1 did not give importance to my symptoms. I bought meds from pharmacy, got better and
went on. But then I noticed the symptoms are getting worse day by day. If I knew my symptoms will
become this serious, I would have gone to a doctor sooner." ( 26 years old female, suffering from

CRD for 3 years)

This statement illustrates that unawareness and insignificance of early symptoms are barriers to
seeking professional care and thus leading to delayed diagnosis. This is an example of how early
identification of illness and timely medical intervention are necessary to avoid the onset of chronic
respiratory disease.

Frustration with the fragmented healthcare system is common, as diagnoses are often made only at
advanced stages and typically in specialized centers or government hospitals. Additionally, factors

such as distance and bureaucratic obstacles further hinder timely diagnosis.

C.2 Factors influencing the choice of healthcare provider

It describes the factors influenced their choices, and the reasons behind their decisions to seek care
for managing CRD (Table 4). The choice of healthcare provider among respondents was influenced
by various factors like “push and pull factors”, which varied across provider types. Push factors refer
to circumstances or dissatisfaction that drive individuals away from a particular healthcare option.
Pull factors, on the other hand, represent the positive attributes or incentives that attract patients
toward a specific provider. These factors varied across public, private, and alternative healthcare

options, reflecting diverse experiences and needs

Table 3 : Factors influencing choice of Healthcare provider (N=20)
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Variables UHC Private Tertiary Drug Traditional
Seller Healer

N N N N N

Accessibility 20 10 1 9 6

(Distance and

time and travel

cost)

Affordability 20 2 8 9 4

Acceptability 18 8 12 9 6

Social 16 5 8 7 6

Network?*/referrals

Previous 14 1 6 7 1

experience

Popularity of HCP | 16 5 6 9 6

Availability of 8 0 4 0 0

comprehensive

care

! Total percentage will exceed 100 as there are multiple responses

2 Here social network refers to the relationships and interactions among individuals and groups in a community built through shared

activities and/or communication.

C.2.1. Support system to make decision for choosing health care providers
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Family members and past experiences significantly influence healthcare-seeking behavior, with some

responses highlighting the profound influence of social networks on healthcare-seeking decisions.

Individuals often rely on the experiences and recommendations of trusted community members when
deciding on a course of treatment, especially in areas where traditional healing practices like those
offered by a "kobiraaj" (traditional healers) are culturally prominent. This dependency underscores
the importance of understanding community dynamics and leveraging social networks to promote

awareness of and access to evidence-based healthcare solutions.

" One of my relatives plus one of my neighbors went to that kobiraaj and they said they got well. They
took me there.” (51 years old, male, suffering from CRD for 1 year)

Recommendations from friends, family, and community members shaped the choice of healthcare
providers as well. If a community member gave a good review about an HCP, then the rest of the
members will definitely consider going to that HCP. 16 of the 20 respondents stated that their social
network played vital role in choosing UHC as their HCP.

" No matter how big a hospital is like Dhaka medical, wherever I go there I feel scared, I do not feel
good. But here even if I do not get treatment or medicines, I like to come here (UHC). I do not know
why [ feel like this, may be because this place is known to me, the people that come here are known to

me. Feels like this hospital is ours." (50 years old female, suffering from CRD for I year)

In most cases, the decision ultimately rested with the respondents themselves. The majority chose
which healthcare service to access, guided by their immediate needs and personal circumstances as

well as suggestions received from family members and community peoples.

" Many of the suggested me to go to many other places. . I went to every places by
myself. At this point I had some idea where to go when my breathing difficulty started.
" (73 years old, male, suffering from CRD for 3 years)

C.2.2. Affordability of Services
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Financial burden was a significant determinant, with many respondents highlighting difficulties in
affording treatments. As the respondents are suffering from this disease for a long period, most of
them has come to that stage where they are struggling with financial stress after spending much
amount of money for their treatment. Although they start their treatment with better options and want
to keep it like that, but financial stress and family, household expenditures gradually lead them to

omit those options.

"Today I need rice and gas in my home. Or keep the money for my daughter's education? . .
What will I do, buy rice, buy gas or buy medicines? " (40 years old, male, suffering from
CRD for 10/12 years)

In UHC and govt hospitals they get free medicines and investigations in half price. But they also
complained the lack of supply of medicines, which eventually they have to buy from outside. Due to
lack of affordability they choose those service which is less costly, as most of the respondents are
from poor economic conditions. Even at one point family members are not willing to support

financially as they are serving for long time and now they are not able to.

" My family goes to other private hospitals for their health problem. I do not have enough
money that I can also go and do my treatment in private hospitals. I am a poor person, I get
free medicines from here. I remain well." (75 years old male, suffering from CRD for 7 to 8

years)

Many of the respondents with CRD were low-income individuals with limited economic resources.
Such patients usually depended on irregular sources of income and, therefore, making it difficult to
afford regular medical care. Some were elderly with no stable income, depending on family members
or other peoples to cover their healthcare expenses. Others were women who managed household
responsibilities and had minimal financial independence, further limiting their ability to afford

necessary diagnostic tests or treatments.

The lack of economic support frequently forced these patients to delay seeking care, skip diagnostic
tests, or rely on low-cost, informal providers like drug sellers or traditional healers. These delays and

compromises often led to the progression and worsening of their condition over time.
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" No one gives me money for my treatment now. My daughter can barely pay for the foods on our
table. People around gives me money now out of pity." (67 years old, female, suffering from CRD for
6 to7 years)

These quotes paints a stark picture of the financial and emotional burden faced by this 67-year-old
woman suffering from CRD for 6-7 years. The statement highlights the challenges of affording
healthcare in the absence of a sustainable support system, especially as her daughter's financial
limitations prevent her from prioritizing the mother's treatment over basic survival needs, such as
food. The mention of receiving money from others "out of pity" reflects a deep sense of vulnerability
and dependency, which can erode personal dignity over time. It also points to the lack of systemic
support, such as social welfare programs, to address the needs of patients in similar conditions. This
quote is a powerful reminder of how chronic illness can intertwine with poverty, creating a cycle of

dependency and emotional distress for both patients and their families.

On the other hand, we can see another picture of a male respondent who did earn enough money to
continue treatment wherever he wanted. He is currently working as a contractor and carpenter and
earns 50000 to 60000 BDT per month. He was able to afford the necessary services for his treatment
in any service points of care. But he did get better, rather his condition became worsened. Due to his

illness, his wife left him.

" I spent enough money for my treatment, wherever the doctors suggested, wherever my family,
relatives suggested, [ went to those places. But every winter it's the same condition. Also what s the
point of this money if I cant keep my wife happy. .she left me" (50 years old male, suffering from CRD
for 20 years)

Upon asking about his financial and mental health impacts, he further added,

" I never felt such financial burden. I earned and I spent money as my family wanted. Never had to

borrow money. I only have one tension of my illness. I only worry about my wife. I miss my wife."
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C.2.3. Accessibility (Distance and Travel Cost)

The study found that proximity to healthcare facilities, particularly in terms of travel costs and
distance, are some crucial factors in individuals' healthcare-seeking behavior, particularly for patients

with chronic illnesses.

In many instances, physical distance between home and healthcare facilities created a barrier as this
involved traveling long distances for long time, which might be very exhausting for a sick person.
Some respondents did opt their better treatment due to the combined burden of travel fares and

treatment costs.

Among the interviewed respondents, nine of the respondents reported that due to the long distance,

including treatment cost, they left tertiary hospital even treatment was ‘good’ in that service points.

Most respondents in this study, who came to UHC live within close proximity. One respondent
mentioned he can go to the UHC either by walking or by an autorickshaw which costs 10 taka. From
table 5 we can see that, majority of the respondents (80%) mentioned that they came to UHC by
autorickshaw and the rest of them came by local CNG. 95% of respondents said it takes 20-80 taka to
get to UHC. One respondent stated that,

"I had to spend a lots of money for my travel fares. Travel fares are high for me (gari bhara churanto
bhara). . I cannot bear this expenses for my regular visit ” (55 years old female, suffering from CRD
for 25 years)

This quote depicts the significant financial burden of transportation costs for patients seeking
healthcare. For individuals, the expense of traveling to healthcare facilities—whether for diagnostics
or treatment—can often exceed the cost of the medical services themselves. This barrier not only

strains finances but also discourages timely care-seeking, potentially worsening health outcomes.
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Table 4 : Travel Methods and Associated Costs for Accessing UHC Services

T 1
Variables N % rave

Fare (in

Mode of transportation BDT)
Walking 1 5
Auto rickshaw 16 80

CNG 4 20

No cost 1 5

20-80
19 95

80-150

>150

! Travel fare counted as round trip from home to UHC

2 Total percentage will exceed 100 as there are multiple responses

C.2.4. Availability of Comprehensive Services

Patients reported that they preferred those service points where comprehensive services are available.
They referred that some specialised and tertiary hospital had these facilities, but those are not

affordable, so they chose UHC as this service might point treatments for other illness also. However,
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on some occasions, the UHC facility failed to even give the service of basic pathological tests to

patients which some of the respondents mentioned.

" They said I need to go downstairs to do Xray. But the x-ray machine is broken. They
told us to go outside to do x-ray. Who is going to pay for the rickshaw fare to go there
and the cost for X-ray test? "' (40 years old, male, suffering from CRD for 10/12 years)

The presence of specialized care and the ability to address multiple health issues in a single location
were critical factors. However, these needs highlight the challenges posed by the lack of

comprehensive services within existing healthcare facilities.

C.2.5. Familiarity and Popularity of Healthcare Provider

Reputation of and trust in the healthcare provider or institution significantly influenced decision of
patients to choose particular PHC. . In most cases, respondents would prefer seeking drug sellers first
for minor illnesses because they are more accessible and affordable; as their condition worsens, they
shift to other health facilities. More than half of the respondents visited the UHC on referral, mainly
because of being informed that the physicians in the UHC are worth seeing and also giving them the

medicine they require.

" This doctor in room 8 (ayurved doctor) is very very good. . .therefore many of the

patients go to this doctor”’ (50 years old, male, suffering from CRD for 20 years.)

Past interactions, both positive and negative, influenced trust in healthcare providers. Some
respondents opted for then certain HCP because they had good reviews about them. One respondent
who had both positive and negative feelings about gov hospital and UHC. He did not previously
consider to receive health services from UHC. However, after getting admission to UHC, he found
the services satisfactory and he would refer some other people in his community to come UHC for

treatment and care.
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" [ thought the treatment will not be up to the mark... Here the services, the doctors, the
nurses are really expert. After admission, the nurses explained the medicines and everything. I

will tell other to come here for treament"”’ (75 years old male, suffering from CRD for 4 years)

D) Experience at all service delivery points

D.1 Experience at Upazila Health Complex (UHC)

The role of the UHC along the pathway to care for chronic respiratory disease patients, especially in
resource-limited settings, is crucial. As the interviews were conducted at the UHC facility, they study

give an emphasis on the experience and satisfaction to receive services at UHC.

Satisfaction and challenges at UHC

For many patients, this would be the last and most depended-upon point of care, especially after
transitioning from informal providers (like, drug sellers and traditional healers) or private care which
are beyond one's financial capabilities. Some even transitioned from tertiary care to UHC making it
their present and continued point of healthcare services . Many people come to the UHC for its free
medications, which are a lifeline to the low-income patients struggling with the financial burden of
dealing a chronic condition. Situated centrally in the sub-district, UHC is far more accessible than
tertiary hospitals, which are typically situated in urban areas and require considerable travel, time and
expense to access. Therefore, accessibility, combined with affordable care, underscores the UHC's

critical role in supporting CRD patients in underserved communities. One respondent mentioned,

"I also get free medicines from here. Its difficult to go to PG (a tertiary hospital) all the way. They
may give the same medicines, but I do prefer UHC, as it is near to me." (60 years old male, suffering
from CRD for 50 years)

Another respondent reflected positive experience on UHC. She emphasized on the satisfaction with

the quality of care and the environment at the facility. She stated that,
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" This facility is good. I like the treatment here. The building is clean and the nurses in the ward are

very good." (55 years old female, suffering from CRD for 25 years)

Satisfaction with consultation at UHC

The majority of respondents (13 out of 20) rated the quality of care at UHC as "Good," with only 1
respondent describing it as "Excellent." However, a small but significant percentage found it "Poor,"
highlighting room for improvement in service delivery (Table 6). Most consultations (65.0%) lasted
between 2-5 minutes, with only 15% extending to 6-10 minutes, and 15% lasting less than 2 minutes.
Only 1 respondent, an indoor patient, stated that his consultation time was longer than 10 minutes.
Most of the respondents who were outdoor patients mentioned they were not satisfied with the

consultation time. One respondent shared,

" The doctor did not give me any attention and enough time? The doctor did not ask me anything. 1
am coughing also, they did not ask anything about that. Moreover said there are no medicines today.

What is the point in coming here then?" (45 years old female, suffering from CRD for 7 to 8 years)

Respondents frequently highlighted a less positive aspect of their experience at the UHC, such as
limited consultation time of the doctors at the UHC. Among 20 respondents, 65% felt the
consultation duration was adequate, among them were indoor patients who said their consultation
time was enough, 35% found it inadequate, reflecting a need for more thorough interactions. While
the indoor patients said that their doctors gave them enough time, but the outdoor patients were
expressed dissatisfactions regarding consultation time. They waited in long lines for a long time, and
some of them mentioned that the doctor gave them time less than 2 minutes. Overcrowding is also an
issue, mentioned by the respondents, leading to rushed consultations in which patients feel belittled

and are not able to discuss their condition in full. One indoor respondent stated,
" He (doctor) did not ask me anything. Wrote what he needed to write. Gave me another expensive

inhaler. The OPD doctors are the same as well. They do not have enough time for us." (40 years old
male, suffering from CRD for 10/12 years)
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Some praise the UHC for its competent doctors and accessible services, while others express
dissatisfaction with the quality of care, particularly neglectful experiences from care providers, which
reduced patient trust. One respondent became disheartened as the health service provider was not

respectful to him.
" Here the treatment is good, but the staff is very bad, they misbehave a lot. I have to file a strong

complaint against the Pathologist here specially. He misbehaved with every patients here. " ( 73 years
old male, suffering from CRD for 3 years)

But on a positive note, 95% of respondents reported feeling respected by healthcare providers, which

is again depicted by this quote:

" Yes they have always behaved good with me." (60 years old female, suffering from CRD for 4 to 5

years)

Encouragingly, all respondents (100%) reported that their privacy was maintained during

consultations, demonstrating positive interpersonal care aspects.

Table S: Satisfaction and challenges with quality of care at last consultation at UHC

Variable N Percentage (%)

Perception of Quality of care
Excellent 1 5.0

Good 13 65.0
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Variable N Percentage (%)
Poor 6 30.0
Duration of consultation (in minutes)
<2 3 15.0
2-5 13 65.0
6-10 3 15.0
> 10 1 5.0
Perception of consultation duration
Adequate 13 65.0
Not adequate 7 35.0
Feeling respected by the HCPs 19 95.0
Privacy was maintained during the consultation 20 100.0

Diagnostic Facilities and information

One of the major problems respondents face is a shortage of functional diagnostic equipment. For
example, the broken X-ray machine at the UHC made it necessary for patients to seek diagnostics
from external facilities, increasing financial and logistical burdens on them. This lack of reliable

diagnostic tools disrupts continuity of care and delays critical treatment for CRD patients, whose

conditions often require regular monitoring. One of them said,

" My neighbors, people around told me that here they do tests for asthma. But when I came here they

said X-ray machine does not work, or the x-ray technician is not available, or there is something

wrong with electricity. How can a facility of this level be like this?" (48 years old female, suffering
from CRD for 15 to 16 years)
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Therefore, there were lack of communication and transparency in maintaining service delivery. Many
patients often complain of not being informed in advance about the facility's limitations, such as
broken equipment or unavailable services. For example, one might be referred to other centers for
diagnostics without prior notice, which creates unnecessary inconvenience and frustration. Thus, the
lack of transparency in communication negatively impacts the overall experience of the patients and

creates more barriers to effective care.

Medicine Availability

There were reports of arbitrary practices in the distribution of medicines, with some patients feeling
that access to medications depended on the whim of healthcare providers. Such inconsistency breeds
frustration and erodes trust in the UHC, and often patients are forced to use private pharmacies or
other providers to obtain essential medicines. For low-income patients, this creates an added financial
burden because they cannot afford to buy medications outside the facility.

These mixed sentiments highlight the roles of UHCs as vital care providers and reflections of
systemic gaps in healthcare delivery. Despite these challenges, UHC remains a cornerstone of care for

many patients. Addressing

D.2 At tertiary hospitals

Tertiary hospitals were usually sought after when there was a need for advanced diagnostics or
specialized treatment, especially when the symptoms of the respondents were not getting better. In
some cases, when the respondents started their care from informal care, they were suggested to go to

the tertiary facilities for better treatment.

"The drug seller told me to go to PG. They said as these medicines are no longer working I needed to

see a better doctor.” (26 years old female, suffering from CRD for 3 years)

Respondents did mention they got free medicines and investigations done at half price in tertiary

hospitals. But other issues like long distance travels and overcrowding created significant obstacles to
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continue their treatment there. One respondent reflected his emotional and psychological discomfort

due to the unfamiliarity experienced in the tertiary setting.

" I did not like it in Mitford (tertiary hospital) when [ was taken there. I had a stroke. That place had
such unfamiliar vibe." (75 years old male, suffering from CRD for 7 to 8 years)

" Treatment in Sohrawardy (tertiary hospital) was good. Everything was good there. But there was no
space. I was admitted but I had to sleep on the floor, outside hospital premises." ( 73 years old male,

suffering from CRD for 3 years)

Overall, patients’ experiences in tertiary care were mixed. While they appreciated the availability of
advanced diagnostics and specialized care, challenges such as long travel distances, overcrowding,

and impersonal environments often left them feeling dissatisfied and stressed.
" Mitford was quite far from us. However, so after 2 years, I would like to change the doctor

to assess whether the new doctor at Midfort will give any other better medicine or not." (49

years old female, suffering from CRD for 10 years)

D.3 At private facilities

Most respondents opted for private health care if those were near their home. They who went to
private clinic, stated that in most case scenarios a private chamber was near their home rather than
other primary or tertiary facilities or other hospitals. But due to affordability most of them had to
stop. Although there were high expenses in the private sector, the service was satisfactory according

to them.

"In private chambers we spent a lot of money. So that service was good." (48 years old female,

suffering from CRD for 15 tol6 years.)”
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Another respondent who was suffering from CRD for almost 8 years and went to a private doctor in
a private hospital near his home. There he was advised to go to a diagnostic facility to do some tests
which were necessary to follow up his disease progression, but the services were not available in that

hospital. The facility was also private, far away from his home and expensive.

" Dr Kafi from City Hospital told us to go to Shyamoli to do some tests. That place was quite
far and it was very expensive." ( 73 years old male, suffering from CRD for 8 years)

This underlines a gap in the systemic presence of reasonably priced and accessible diagnostic
facilities at primary healthcare levels. As the respondent was already taking consultation from private

chamber, doing diagnostic tests from private facility were another burden on him and his financial

situation.
D.4 At drug-sellers

Other important contact points of care were from drug sellers, especially those patients who were
looking forward to symptomatic treatment at an affordable cost. Patients liked the easy accessibility
of medications available without prescription. They started their care from there. One respondent who
knew from another CRD patient that if anyone had breathing problem, the doctors usually prescribe
the medicine ‘Monas 10’ and that medicine is available in any pharmacy. So he went to a drug seller

near to him and bought it .

" I take Monas 10 for my asthma. No doctor prescription is needed for that. You can get it in any
pharmacy. I just go there and tell the drug seller that my breathlessness has increased and they give

me.” (45 years old female, suffering from CRD for 7s years)

Another respondent stated that after onset his symptoms, he tried self management and then went to a
pharmacy. He asked the drug seller for suggestions and the drug seller gave him medicine without

any prescription.
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" [ waited for a month before going to doctor. I drank ada tea, warm water with lemon. I went to
pharmacy and told the drug seller I am having difficulty breathing. They gave me Monas 10."” (73
years old male, suffering from CRD for 3 years)

These quotes highlight the significant reliance on drug sellers for managing chronic respiratory
disease (CRD) symptoms, reflecting accessibility and affordability as key factors driving this

behavior.

D.5 Traditional Healers

Traditional healers were a preferred option for some patients, especially in the initial stages of illness.
Cultural beliefs and recommendations from social networks played a significant role in their choice.
Patients appreciated the affordability and emotional comfort provided by traditional healers, who

often aligned their treatments with cultural or spiritual practices.

" The people around me suggested I go to this kobiraaj who used to come to my area for once a
week. My neighbours said they felt better but they had other physical problems."” (50 years old male,
suffering from CRD for 20 years)

However, some of them had not belief on ‘Kobiraji’ treatment for this types of illness. They strongly
believe that they needed doctor;s treatment for these diseases. One respondent replied with an

interesting insight when she was asked about whether she ever visited any traditional healers.

" This disease treatment is not for pir fokir kobiraaj. Only doctors can give treatment for this." (45

vears old female, suffering from CRD for 7s years)

E) Impact of the journey on respondents health, well-being and economic imperatives
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Illness journey and its impact on respondents’ health and well-being
This section explored how the illness journey impact on respondent's health and well-being. The
illness journey of CRD patients significantly impacts their overall health and well-being, as reflected
in their experiences. Chronic symptoms, such as persistent breathlessness, cough, difficulty in
breathing and fatigue, take a physical toll, while the struggles of navigating a fragmented healthcare
system add emotional and financial burdens. One respondent shared,

"I am not well. I cannot sleep much. My daughter worries a lot about me." (50 years old female,

suffering from CRD, for I year)

Most of the respondents who had been suffering from CRD for more than 4-5 years felt that their
health and well-being had been adversely affected because of a combination of factors, mainly due to
delays in seeking appropriate care and systemic barriers within the healthcare system. One of the
major reasons identified was their lack of awareness about the seriousness of their symptoms in the
early stages. Most respondents were not considering their initial symptoms to be severe, and they had
been managing themselves or seeking informal providers, like drug sellers or traditional healers. It
was only when the condition became critical that they sought care. This was usually fairly late in the
course of their disease, making effective management even more difficult. This delay in seeking care
was perpetuated by a lack of knowledge about where to go and when to seek medical help. Many
patients explained how they waste much time going from one provider to the next without getting an
apparent diagnosis or treatment plan, either informal or formal points of care. Financial constraints
further exacerbated their condition by failing to access continued, comprehensive care. Most of the
respondents could not afford the diagnostic tests, such as X-rays and spirometry, and costs of
transportation and medicines. The public facilities, such as the UHC, provided some subsidy in
medicines and services, but most of the time these were irregular or not available, meaning that
patients had to buy more expensive alternatives or forego the treatment altogether. Private care,
perceived to be superior, was inaccessible due to cost constraints for the average patient and

prevented most from having frequent follow-ups or long-term care. Financial barriers have made
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many feel abandoned and poorly supported; some patients believed that their condition would

deteriorate because of these financial constraints.
Another physically and emotionally vulnerable respondent said,

"Sometimes I pray to Almighty to die. It hurts so bad, I struggle so much, I lose the will to live," (26
vears old female, suffering from CRD for 3 years)

This quote reflects the profound emotional and physical toll of chronic respiratory disease (CRD) on
the respondent's quality of life. This expression of despair underscores the debilitating nature of the
condition. The interplay of physical suffering and emotional distress creates a vicious cycle, where
mental health deteriorates further due to the overwhelming nature of the illness. The act of praying
for relief through death signals a cry for help and the need for support—not just medically but also

emotionally and socially.

Illness journey and its impact on respondents’ financial condition

Here we will discuss the impacts of financial condition of the respondents. The illness journey of
respondents managing chronic respiratory disease (CRD) had profound implications on their financial
stability. The chronic nature of the condition, requiring continuous medication, diagnostics, and
frequent consultations, placed a significant financial burden on patients and their families.
Respondents often reported struggling to balance healthcare expenses with daily living costs, leading

to financial distress and difficult trade-offs. One respondent shared,

"No one gives me money for my treatment now. My daughter can barely pay for the food on our table.
People around give me money now out of pity," (67 years old female, suffering from CRD for 6/7

years)

This quote highlights the extent of economic vulnerability and dependency created by the cost of

managing CRD. Another respondent recounted,

"Sometimes they dont have the medicine I need, and I have to buy it myself. It's frustrating," (80

years old male, suffering from CRD for 5 to 6 years)
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This quote indicates how gaps in public healthcare services compelled patients to purchase
medications out-of-pocket, adding to their financial burden. Additionally, referrals to external

facilities for diagnostics, such as X-rays, imposed additional costs. A respondent noted,

"They said the X-ray machine is broken. They told me to go outside and get it done, but who is going
to pay for the rickshaw fare to go there?" (40 years old male, suffering from CRD for 10 to 12 years)

The cumulative cost of transportation, diagnostics, and medications often left families financially
strained. Patients with limited incomes or dependents often had to rely on loans, savings, or external
support to sustain their treatment. This financial strain underscores the urgent need for comprehensive
and affordable healthcare services that address the long-term needs of CRD patients, reducing the

economic burden on vulnerable populations.

Discussion

Journey of CRD Patients with a Complex Care Pathway: Delay and Lack of Proper Treatment

The findings of this study highlight the complexities of chronic respiratory disease (CRD) care
pathways in Bangladesh’s fragmented healthcare system. This study on 20 respondents revealed a
care pathway involving up to five points of care, comparable to the four points of care identified in
Nuri’s (2018) study on healthcare pathways for psychiatric patients. Respondents accessed both
formal healthcare providers (UHCs and tertiary-level government hospitals) and informal providers

(drug sellers and traditional healers), reflecting a diverse range of healthcare-seeking behaviors.

Care pathways often began with self-management practices, as many respondents did not initially
recognize the seriousness of their symptoms, misattributed them to other illnesses, or followed
cultural beliefs about treatment. This delay in seeking professional care was further exacerbated by
the asymptomatic progression of CRD in its early stages, which is consistent with patterns observed
in other chronic conditions (WHO, 2017). The lack of awareness among CRD patients that their

condition is a non-communicable disease (NCD) led them to visit general outpatient departments
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(OPDs) instead of accessing specialized care at designated NCD corners, underscoring critical gaps in
health literacy and system navigation. The lack of information about health facilities, from where they
may get treatment, created another barrier for patients to seek proper services. Therefore, they moved
between various providers, delaying appropriate healthcare. The Global status report on
noncommunicable diseases (2018) also highlighted the importance of health literacy, awareness of
NCDs, and the challenges patients face in navigating healthcare systems, including delays in

accessing appropriate services due to lack of information and fragmented healthcare pathways.

After initial visits to the UHC, many respondents transitioned to private practitioners, often for short
durations, due to the perception of higher-quality care. Parallel care-seeking was also observed, with
some patients accessing both tertiary hospitals and UHCs, particularly when the UHC could not
address specific concerns, such as privacy or providing adequate medicines or tests. Similar findings
have been reported in previous studies, which revealed that informal providers, particularly drug
sellers, were frequently sought initially due to their accessibility, affordability, and availability on
demand (Naheed et al., 2018; Azhar et al., 2009; WHO, 2015). This reliance on drug sellers, a
common feature in low- and middle-income countries (LMICs), highlights the significant role they
play in healthcare systems where formal services are not easily accessible or affordable (Smith et al.,

2009).

Many respondents relied on informal care due to its availability and accessibility, quick symptomatic
relief, and convenience, such as ease of access and comfort. However, this practice often delayed

proper diagnosis and treatment, worsening their condition over time, as found in many other studies.

Underlying Influencing Factors of Making Decisions for Choosing Healthcare Services

Our findings show that financial constraints also led to short-term engagement with private
practitioners, with patients eventually returning to UHCs due to affordability and the availability of
essential services. The long durations of care observed at UHCs reflect their central role in CRD
management; however, challenges such as inadequate supplies of essential medications, limited
privacy, and brief consultation times reveal significant gaps in service quality. Inadequate supplies for
NCD treatment have been well-documented in studies such as Naheed et al. (2018) on hypertension
pathways and Kabir et al. (2022) on healthcare systems in Bangladesh. Push factors, such as financial

constraints in private care and the unavailability of diagnostic tools or medications at public facilities,
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frequently caused patients to transition between providers. Restricted access to appropriate treatment
due to cost and availability has been highlighted in previous studies on healthcare utilization in

LMICs (Lewis and Newell, 2014).

Social networks, family members, and community people also played a role, as respondents often
sought advice from family and community members before making healthcare decisions. Other
studies found that social influence greatly influences decision-making in choosing particular

healthcare points.

At the final point of care, the UHC, respondents generally expressed satisfaction with the services
provided, particularly the availability of free or subsidized medications. However, concerns about

inadequate consultation time, instances of disrespectful behavior, and privacy issues were noted.

Other studies on Upazila Health Complexes (UHCs) in Bangladesh reveal mixed levels of client
satisfaction. While some clients appreciate the affordability and accessibility of services, many
express dissatisfaction due to issues such as inadequate supply of essential medicines, overcrowding,
lack of diagnostic facilities, and limited consultation times. For instance, Kabir et al. (2022)
highlighted the gaps in essential medication supply and diagnostic services, while Hossain et al.

(2014) pointed to overcrowding and understaffing as significant factors impacting patient satisfaction.

Impacts of Complex Care Pathways and Treatment-Seeking Behaviors on Patients' Health and

Well-Being

These challenges impacted the patient experience, with some respondents seeking parallel care at
other providers to address these gaps. Other studies on healthcare utilization in Bangladesh and
similar low-resource settings support the finding that parallel care is sought when there is a lack of
service delivery on the part of the patients. Naheed et al. (2018) established that often, patients tend to
seek parallel care when public facilities fail to offer proper services, including essential medicines or
privacy. On related lines, Giasuddin et al. (2012) noted that in their study, nearly 29% of patients
sought care from multiple providers concurrently owing to dissatisfaction with service quality or
needs being unmet at primary healthcare centers. By contrast, Lewis and Newell (2014) noted that

patients sometimes continue dependence on one provider alone in spite of the presence of gaps in the
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service either due to affordability or lack of other alternatives. These studies have highlighted the

similarities and contextual variations in care-seeking behaviors in different healthcare systems.

CRD patients also reported significant emotional and financial impacts. The chronic nature of the
disease, combined with persistent symptoms like breathlessness and fatigue, led to anxiety and
emotional distress, with many viewing CRD as a lifelong burden. Similar findings have been reported
in other studies, emphasizing the significant emotional and financial burdens associated with chronic
respiratory disease (CRD). For instance, the World Health Organization (2017) highlighted that the
persistent symptoms of CRD, such as breathlessness and fatigue, often lead to psychological distress,
including anxiety and depression, as patients perceive their condition as a lifelong burden.
Additionally, Barlow et al. (2002) noted that the chronic nature of such diseases frequently disrupts
daily life, creating a sense of helplessness and frustration among patients. Financially, the costs of
transportation, medication, and diagnostics created heavy burdens, particularly for those with
comorbidities. These financial pressures forced difficult trade-offs between managing CRD and
addressing other household needs, aligning with existing literature that highlights the role of
socioeconomic factors in healthcare access and decision-making in LMICs (Braveman & Gottlieb,

2014).

Our findings show that cultural and social influences also shaped care pathways, with reliance on
advice from social networks and traditional beliefs affecting initial care-seeking behaviors. Other
studies have also found that community recommendations significantly influence healthcare-seeking
behavior among NCD patients, particularly in the context of Bangladesh, where people live in
close-knit communities (Naheed et al., 2018). These findings suggest opportunities for
community-based interventions to improve awareness and encourage timely care-seeking for NCDs
like CRD. Addressing systemic gaps, raising awareness about NCD corners, and improving the
quality and accessibility of UHC services can significantly enhance the healthcare experience for

CRD patients in resource-limited settings.
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Challenges and Study Limitations

This study faced several challenges and limitations that affected the scope and quality of the research.
Time and resource constraints were a significant limitation, as the researchers had a limited period to
collect data, which restricted the number of participants and the depth of exploration into patient
experiences. Additionally, resource and budget limitations made it difficult to expand the study to
include multiple healthcare facilities or a larger geographical area. The study team also encountered
challenges in engaging respondents as time was very short to build rapport with respondents. Some
respondents were unwilling to give their time for interviews, as they were busy or uninterested in
sharing their experiences. A few respondents initially agreed but later refused to sign the consent
form, preventing their participation. Furthermore, some participants started the interview but left
midway, leaving their responses incomplete, which created gaps in the data. These issues made it
difficult to gather consistent and detailed information from every respondent. Finally, the study relied
on self-reported data, which could be affected by recall bias, as respondents might not accurately
remember all details of their healthcare journeys. Despite these challenges, the study provides
valuable insights into the healthcare pathways of CRD patients. However, addressing these
limitations in future research—such as allocating more time, securing adequate funding, and building

stronger engagement with participants—can help improve the robustness and depth of similar studies.

Conclusion

Patients with CRD often face a complex and difficult journey when trying to access and utilize
healthcare services. These challenges frequently result in delays in obtaining appropriate formal care,
exacerbating their condition. While UHC serve as a primary point of healthcare, they are not yet fully
equipped to provide high-quality CRD services. However, UHCs remain a more accessible and
affordable option for CRD patients, especially for those from poor, rural, and socioeconomically
disadvantaged backgrounds. Strengthening these centers to deliver specialized CRD care can
significantly improve patient outcomes.

Our findings aim to inform policymakers and program planners about the urgent need to enhance

awareness, accessibility, affordability and referral of healthcare for CRD patients. By addressing these

54



gaps, healthcare systems can be better equipped to manage NCDs and reduce the burden of CRD in
Bangladesh.

Recommendations

Based on the findings of this study, a number of targeted recommendations can be made to better

manage and improve outcomes of CRD in Bangladesh.

a) Improving awareness about the symptoms, diagnosis, available service facilities and treatment of
CRD -

First, there is a general lack of awareness among the patients regarding the nature and seriousness of

CRD. Poor recognition of symptoms or self-management practices based on traditional beliefs led to

delayed seeking of formal care among many respondents. This can be done through

community-based awareness creation on CRD, its signs, and early diagnosis and treatment. The

campaign would utilize available local health workers, community leaders, and media on the

availability of specialized care, such as NCD corners at UHCs and other available facilities.

b) Improvement of diagnosis facilities at UHC (and PHC) -

Another critical barrier concerns a very fragmented and resource-constrained health system. For

diagnostic and treatment capacity enhancements, it is imperative that Primary Health Care (PHC)

facilities ensure timely and accessible care for CRD patients. This includes the repair and replacement

of non-functional diagnostic equipment like X-ray machines and ensuring a continuous supply of all

essential medications for the management of CRD.

¢) Improvement of quality of care at PHC (UHC) -

Despite many challenges, UHC remains a cornerstone of care for many patients. Addressing key

issues—such as ensuring consistent medicine supply, enhancing diagnostic services, managing patient

load, and fostering respectful interactions between patients and healthcare providers—can

significantly improve patient satisfaction and build trust in the healthcare system.

d) Capacity building of informal health service providers -

Capacity-building and training of health providers, specially informal providers, on early symptom

identification, comprehensive management of CRD will further ensure quality in services.

e) Improvement of an effective referral mechanism -
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Smoothing the referral systems and reducing bureaucratic obstacles may help to avoid delays in
seeking care. Thus, allowing more specialized care in a timely way, knowing how to ensure the
accessibility of services at the NCD corner level should be emphasized, and more in line with how
informal providers-traditional drug sellers-better align themselves within the formal health system in
a way to support the pathway for earlier diagnosis and appropriate treatment in patients.

f) Integration of mental health support with NCD treatment in PHC -

Integrating mental health support in the CRD care of patients attending any facility is, besides this,

essential in improving emotional disturbances many such patients undergo.

Overall, these targeted interventions-creation of awareness, strengthening PHC services, and
improvement in the navigation of systems-can address key challenges identified through this study to
provide timely, affordable, and high-quality care to CRD patients. National-level
integrated/comprehensive healthcare policies are needed that address the three key dimensions of
affordability, accessibility, and quality of care. The specific measures include increasing healthcare

funding, targeted subsidies, and enhanced training programs for rural healthcare providers.
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Annexure
Annex 1 : Operational Definitions of concepts
1. 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
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ii.

ii.

iv.

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 processes.” Care pathways, in general, aim to
improve patient outcomes by ensuring safety, satisfaction, and efficient use of

resources throughout the continuum of care.

Chronic Respiratory Disease : Chronic respiratory diseases represent the most
common of the non-communicable diseases worldwide, largely because noxious
environmental, occupational, and behavioural inhalational exposures are ubiquitous
(GBD, 2018). An operational definition of chronic respiratory disease typically
encompasses a range of conditions characterized by persistent respiratory symptoms
and airflow limitation. Other chronic respiratory diseases, besides COPD and asthma,

include interstitial lung disease, pulmonary sarcoidosis, and pneumoconiosis etc.

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.
Religious Healers in the context of Bangladesh refers to spiritual healers which
include but are not limited to Pir, Imam etc.

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.

Annex 2 : Area Map
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Annex 3 : Images from the field
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Annex 4 : Data Display Portion

THEME

SUBTHEME

QUOTES

Factors influencing
HCP Choice

Decision maker for
the respondent

"I went to every

" One of my relatives

places by myself." (73 | plus one of my
years old, male, neighbors went to
suffering from CRD that kobiraaj and they
for 3 years) said they got well.
They took me there."”
(51 years old, male,
suffering from CRD
for I year)
Affordability of
services " My family goes to " No one gives me

other pvt hospitals for
their health problem.
1 do not have enough
money that I will also
go and do my
treatment in pvt
hospitals. I am a poor
person, I get
freemedicines from
here. I remain well."
(75 years old male,
suffering from CRD
for 7s years)

money for my
treatment now. My
daughter can barely
pay for the foods on
our table. People
around gives me
money now out of
pity." (67 years old,
female, suffering from
CRD for 6/7 years)
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Accessibility
(distance and travel
cost)

Availability of
comprehensive

services

" They said I need to
go downstairs to do
Xray. But the xray
machine is broken.
They told us to go
outside to do xray.
Who is going to pay
for the rickshaw fare
to go there?They
should have informed
us the xray machine
is broken here." (40
years old, male,
suffering from CRD
for 10/12 years)

Previous experience
with healthcare

provider

"Previously, I avoided
government hospitals,
but this time I found
the staff and doctors
very expert." (50
years old female,
suffering from CRD
for 4-5 years)
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Social Network

" No matter how big
a hospital is like
Dhaka medical,
wherever I go there |
feel scared, I do not
feel good. But here
even if I do not get
treatment or
medicines, I like to
come here. I do not
know why I feel like
this, may be because
this place is known to
me, the people that
come here are known
to me. Feels like this
hospital is ours." (50
years old female,

suffering from CRD
for 1 year)

Quality of care

"The doctors always
behave well with me,
but medicine
availability is a
problem." (70 years
old male, suffering

"The nurses and staff
are polite but not
attentive to urgent
needs." (73 years old
male, suffering from

CRD for 3 years)
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from CRD for 8

years)

Annex 5 : Codebook

1. Care Pathway Stages

Code Name: Self-Management Practices

Short Definition: Strategies patients use to manage symptoms before formal care.

Long Definition: Activities that patients undertake independently to alleviate symptoms, usually
guided by cultural beliefs or community advice, may include herbal remedies, over-the-counter
medication, and life adjustments such as avoidance of dusty environments or modifications in the

amount of physical exertion.

Code Name: Informal Care

Short Definition: Care from non-formal providers, such as drug sellers or healers.

Long Definition: Refers to health care services utilized through non-formal providers, such as drug
sellers and traditional healers, often because they are more accessible, more affordable, and more
convenient. These are symptomatic treatment options that cannot provide diagnostic or long-term

carc.

Code Name: Formal Care

Short Definition: Care from health facilities, such as UHCs or hospitals.

Long Definition: Refers to professional healthcare services received at formal healthcare facilities,
including UHC:s, tertiary hospitals, and private clinics, usually sought for advanced diagnostics,

treatment, and specialized care.

2. Influencing Factors
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Code Name: Accessibility

Short Definition: Ease of reaching healthcare providers.

Long Definition: Geographical and logistical factors determine how well patients can access
healthcare services. It includes proximity to providers, transportation available, and the time it takes

to reach facilities.

Code Name: Affordability

Short Definition: Financial reasons affecting the choice of care.

Long Definition: The financial constraints that limit patients from accessing healthcare services; it is
a factor that greatly determines the quality of the provider, mainly because consultations, medicines,
investigations, and conveyance to and from home contribute to the overall cost of choosing a

particular provider.

Code Name: Cultural Beliefs and Social Influence

Short Definition: The role of culture and community in healthcare choices.

Long Definition: Cultural norms, traditional beliefs, and advice from family, friends, and community
members are strong influences in patients' decisions on care-seeking behaviors, often based on

informal providers or self-management practices.

3. Barriers and Challenges

Code Name: Delays in Diagnosis

Short Definition: Factors delaying CRD diagnosis.

Long Definition: Refers to various barriers at both the systemic and individual levels, such as lack of
awareness, reliance on informal care, financial constraints, and inaccessible diagnostic facilities,

contributing to the delay in diagnosing chronic respiratory diseases.

Code Name: Gaps in Health Care

Short Definition: Problematic issues in health facilities.
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Long Definition: Some gaps within the health care system include lack of medicine, destroyed
diagnostic equipment, overpopulated facilities, and short consultation times; such factors impact the

quality and effectiveness of care provided.

4. Patient Outcomes

Code Name: Physical Impact

Short Definition: The physical effects of CRD on patients.

Long Definition: The physical health consequences of chronic respiratory disease in patients include
symptoms such as persistent breathlessness, fatigue, and a decline in functional capacity-usually with

deteriorating health over time.

Code Name: Emotional and Psychological Impact

Short Definition: The emotional challenges from having CRD.

Long Definition: This will address the psychological anguish that the patients will go through,
including anxiety, depression, and helplessness because of or exacerbated by the chronicity of the

illness and barriers to timely and effective care.

Code Name: Financial Burden

Short Definition: Economic strain caused by CRD.

Long Definition: The financial burdens the patients have to face due to the continuing costs of
medication, diagnostics, transport and follow up that many times results in compromising health over

other basic needs of life.

5. Coping Mechanisms

Code Name: Support from Family and Community

Short Definition: Supportive family and social network is present.

Long Definition: The contribution of family members, friends, and community networks in providing
emotional, financial, and practical support to patients, including caregiving, advice on treatment, and

financial assistance for healthcare expenses.
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Code Name: Adaptation Strategies

Short Definition: Adjustments to live with CRD.

Long Definition: Strategies adopted by patients to cope with their condition; environmental triggers
are avoided, physical exertion is reduced, and daily routines are changed to cope with symptoms to

improve the quality of life.

6. Recommendations

Code Name: Awareness and Education

Short Definition: There is a need for raising awareness about CRD.

Long Definition: Refers to the need for community-based campaigns and educational initiatives to
raise awareness about CRD, its symptoms, and available healthcare services, including the role of

NCD corners, to encourage timely diagnosis and treatment.

Code Name: System Improvements

Short Definition: Improvements to health facilities.

Long Definition: Refers to systemic changes in infrastructure, such as diagnostic and treatment
facilities at UHCs, the availability of essential medicines, and staffing and facility management gaps
that are yet to be accomplished in order to enhance the quality and patient satisfaction of healthcare

provided.

Annex 6 : Themes and Subthemes

Themes Subthemes
Perception of health 1. Perceived symptoms
condition 2. Preliminary or Self-management

3. Events that triggered the healthcare
pathway

4. Diagnosis Process
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Factors influencing 5. Accessibility
the choice of HCP 6. Affordability
7. Acceptability
8. Availability of comprehensive care
9. Social Network
10. Familiarity
11. Popularity of HCP/Faith in HCP
Experience at all 1. Best worst service points
points of care 2. Challenges
3. Satisfaction with last consultation
Impact 1. Health and well-being
2. Financial

Annex 7 : Number of respondents consulting each provider category in any point of care in

their care pathway

Number of respondents (N1)

Traditional healer

Drug seller

Private

UHC

Tertiary-level
hospital

15

20
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Annex 8 : COREQ Check List

COREQ (COnsolidated criteria for REporting Qualitative research) Checklist

Topic Item Guide Questions/Description Reported on

Page No.

Domain 1: Research team

and reflexivity

Personal characteristics

Interviewer/facilitator] 1 Which author/s conducted the interview or focus
group?

Credentials 2 What were the researcher’s credentials? E.g. PhD,
MD

Occupation 3 What was their occupation at the time of the study?

Gender 4 Was the researcher male or female?

Experience and 5 What experience or training did the researcher have?

training

Relationship with

participants




Relationship 6 Was a relationship established prior to studyj
established commencement?
Participant 7 What did the participants know about the researcher?
knowledge of e.g. personal
the interviewer goals, reasons for doing the research
Interviewer 8 What characteristics were reported about the inter
characteristics viewer/facilitator?
e.g. Bias, assumptions, reasons and interests in the
research topic
Domain 2: Study design
Theoretical framework
Methodological 9 What methodological orientation was stated to
orientation and underpin the study? e.g. grounded theory, discourse
Theory analysis, ethnography, phenomenology,
content analysis
Participant selection
Sampling 10 How were participants selected? e.g. purposive,
convenience,
consecutive, snowball
Method of approach 11 How were participants approached? e.g. face-to-face,
telephone, mail,
email
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Sample size 12 How many participants were in the study?

Non-participation 13 How many people refused to participate or dropped
out? Reasons?

Setting

Setting  of  data 14 Where was the data collected? e.g. home, clinic,

collection workplace

Presence of non- 15 Was anyone else present besides the participants and
researchers?

participants

Description of 16 What are the important characteristics of the sample?

sample e.g. demographic
data, date

Data collection

Interview guide 17 Were questions, prompts, guides provided by the
authors? Was it pilot
tested?

Repeat interviews 18 Were repeat inter views carried out? If yes, how
many?

Audio/visual 19 Did the research use audio or visual recording to

recording collect the data?
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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?
Data saturation 22 Was data saturation discussed?
Transcripts returned 23 Were transcripts returned to participants for comment
and/or
Topic Item Guide Questions/Description Report
No. ed on
Page
No.
correction?

Domain 3: analysis and

findings

Data analysis

Number of datal

coders

24

How many data coders coded the data?

Description  of

the coding

tree

25

Did authors provide a description of the coding tree?

Derivation of

themes

26

Were themes identified in advance or derived from the data?
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Software 27 What software, if applicable, was used to manage the data?

Participant 28 Did participants provide feedback on the findings?

checking

Reporting

Quotations 29 Were participant quotations presented to illustrate the
presented themes/findings?

Was each quotation identified? e.g. participant number

Data and findings 30 Was there consistency between the data presented and the
consistent findings?

Clarity of major 31 Were major themes clearly presented in the findings?

themes

Clarity of minor] 32 Is there a description of diverse cases or discussion of minor
themes themes?

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

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.
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Annex 9 : Study Tool in English

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:

Al. What is your name?

A2. Whatis yourage? years

A3. Gender? Female........ooooiiii
...... 1
Male...oooii
...... 2
Others. . .o.vi
...99

A4. Where do you live(Area of Urban

residence)? L
Peri
UTDAN. ..o 2
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AS. What is your marital status?

A6. What is your religion?

...99

A7. What is your educational
background?

No formal
education...........oooeeiiiiiiii 1
Below primary
education............cooeiiiiiiiiii, 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

Others

(SPECIEY )it 99

A8. What is your current occupation?

Housewife..........ooiiiiiiiiii
1

Farming and

agriculture.............ooooiiiiii 2
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Labor and
CONSEIUCTION. .ottt ettt e, 3
Business and

Private Service
holder.........coooiviiiiiiiii, 6

Informal sector (Rickshaw puller, street
vendor)......... 7
Retired.......cooviii
8
Unemployed..........oooeviiiiiiiiiiiiiiine.
.9

Others

A9. What is your monthly income?

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

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

A12. Contact number

B. IDI Guide

Perception | B1l. Which one | Hypertension............... Why are you visiting the UHC
of health of these 1 today?
condition conditions are | Diabetes Why did you choose UHC for
you seeking Mellitus........... 2 today’s visit? Why not other
treatment for | Chronic Respiratory service providers?
at the UHC Disease (CRD) -
today? COPD/Asthma............
3
B2: How long
have you been
suffering from | ............... month/years
this illness?
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B3. What were | Frequent e How did the disease progress over
the symptoms | urination......... 1 time?
at onset? Increased e How did you manage your
(Multiple thirst.............. 2 condition before seeking
answers can be | Unexplained weight healthcare? (e.g. Self-care,
selected for loss...3 suggestions from family
disease of Fatigue...................... members, neighbours?)?
interest) 4 e What were those practices?

Blurred

vision............... 5

Slow-healing

sores.........0

Asymptomatic

............. 7

Often

asymptomatic....... 8

Headaches..................

9

Dizziness..................

10

Shortness of breath,

especially during

physical

ACtiVItIeS.....o.vvvieennnnn.

11

Wheezing..................

12

Chronic

cough............. 13

Chest

tightness............. 14

Others

(Specify).............. 99
B4. For how
longdidyou [ ............... month/years
manage this
disease by
yourself
before seeking
healthcare?
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Motivating
factors,
challenges,
costs and
experience
with
service

Experience
with the
UHC

BS5. 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.........c...o....
.4
Pir/Fakir....................
5

Drug
Seller................. 6
Unlicensed HCP

(DMF/SACMO).......... 7

Community
clinic......... 8
Upzilla health
complex...9
Union

Private
hospital/chamber....11
Others

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)

(Specify)............. 99 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 | Own What are the motivating
the decision of | Decision............... 1 factors behind taking
visiting this Family treatment from the UHC?
health facility? | Members............ 2 If referred to the UHC, what
Neighbor................... is the referral process?
[Multiple .3
answer| Health Care
Provider...... 4
Others
(Specify).............. 99
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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/conf
usions?

e Why do you think so?

B9. How
would you rate
the expertise/
skill/competen
ce of the
healthcare
providers at
the UHC
facility?

e Why do you think so?

B10. Did you
feel respected
and treated
with dignity
by the UHC
healthcare
providers?

e Why do you think so?

B11. During
your
consultation,
was your
privacy
maintained at
the UHC?

e Why do you think so?
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B12.Didthe |YeS.....ccccoviviininn.n. 1 e Why do you think so?
healthcare NOwoeieci e, 2
provider
explain the
procedures
and tests
conducted
during the
consultation?
Impacton |BI3. Canyou | For
financial list the Medicine............... 1
condition expenditures For
for the Investigations......... 2
following
during the Travel
course of Fare................. 3
treatment at
the UHC Any other
COStS....ouue.... 4
B14. How
muchisthe | ...l BD
total cost of T
your treatment
till date?
B15. Has this | Yes.....c.cooevevinninnnn. 1 e Why and how do you think
been a NO o, 2 this has been a financial
financial burden?
burden to you?
Bl16.Haveyou | Yes.......ccoovvvvinnnn.. 1 Please describe the impact of
had to borrow [No....................o..l 2 your illnesses on your
money to aid occupation, earnings,
your household expenditure and
condition? NCD treatment choices and
plans.
B17.Hasthe |Yes..........coevvinninnnn. 1
cost of your NOwooiii 2

illness taken a
toll on your
household
expenditure?
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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?

B19. Has this
condition
caused you
feelings of
anxiety or
sadness?

B20. While
seeking
healthcare,
have these
feelings
worsened?

e Why do you think seeking

healthcare has worsened
these feelings?

Recommen
dations

B21. Do you
have any
suggestions/Re
commendation
s for the
betterment of
care in persons
with the
disease of
interest?

e Do you have any
suggestions/Recommendation
s for the betterment of care in

persons with the disease of
interest?

Why have you suggested
these recommendations?

Annex 10 : Study Tool in Bangla
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Annex 11 : Information Sheet and Consent Form in English

Information Sheet

Introduction: Greetings, My name is Sadia Sikder, 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 chronic diseases (Chronic respiratory disease): Insights from an Exploratory Study in
a Sub-district Level Government Hospital in Bangladesh.

Serial no.: [Protocol number]
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Aim: To understand the care pathways of patients with chronic disease (Chronic respiratory disease,
Hypertension, Diabetes) at a Sub-district Level Government Health Facility in Bangladesh.

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
Sadia Sikder, Sadah Hasan, Suchona Rani Kairi through this phone number + 8801737151314.

For ethical concerns, you can contact the Institutional Review Board: + 801993379512.
Email: irb-jpgsph@bracu.ac.bd)
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Consent Form

Title of the study: 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.

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)

Do you give permission for the interview to be audio | Yes No
recorded? Please note that at any point during the interview,
you can ask the interviewer to turn off the recording device.

Do you give permission to share your findings?

Yes No
Do you give permission to take photos (without face being Yes No
shown in photos) ?
. . 9
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...)
ions?
Do you have any questions’ Yes No

State the question
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Interviewer name: Respondent’s name:

Interviewer signature: Respondent’s signature/thumbprint:

Date: Date:

Annex 12 : Information Sheet and Consent Form in Bangla
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Annex 13 : Timeline: Gantt chart
Major Activities M1 | M2 M3 M4

Oct | Nov Dec Jan

Development of ideas

Protocol development

IRB clearance

W2

Data collection

Data entry
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Data analysis

Report writing

Dissemination
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