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In Bangladesh. there is a lack of knowledge about the large body of informal 
sector practitioners. who arc the major providers of health care to the poor. 
especially in rural areas. knowledge which is essential for designing a nl'Cd· 
based. pro-poor health system. This paper addresses this gap by presenting 
deScriptive data on their professional background including knowledge and 
practices on common illnesses and conditions from a nationwide. population· 
based health-care proVider survey undertaken in 2007, The traditional healers 
(43%). traditional birth attendants (TBAs. 22%). and unqualified allopathic 
providers (village doctors and drug sellers. 16%) emerged as major providers in 
the health care scenario of Bangladesh. Community health workers (CHWs) 
comprised about 7% of the providers. The TBAs/traditional healers had <5 years 
of schooling on average compared with 10 years for the others. The TBAs/ 
traditional healers were professionally more experienced (average 18 years) than 
the unqualified allopaths (average 12 years) and CHWs (average 8 years), Their 
main roules of entry into the profession were apprenticeship and inheritance 
(traditional healers. TBAs. drug sellers). and short training (\<illage doctors) of 
few weeks [0 a few months from semi· formal. unregulated private institutions, 
Their professional knowledge base was not at a Ie\'el necessary for providing 
basic curative services with minimum acceptable quality of care. The CHWs 
trained by the NGOs (46%) were relatively better in the rational use of drugs 
(e.g. usc of antibiotics) than the unqualified allopathic providers, It is essential 
that the public sector. instead of ignoring, recognize the importance of the 
informal providers for the health care of the poor. Consequently. their capacity 
should be developed through training, supportive supervision and regulatory 
measures so as to accommodate them in the mainstream health system until 
constraints on the supply of qualified and motivated health care pro\-iders into 
the system can be alleviated. 

Informal health care providers. traditional healers. village doctors. drug sellers. 
community health workers. Bangladesh 
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468 HEALTH POLICY AND PLANNING 

KEY MESSAGES 

• Informal seclUr practiti()ner~ are the main providers of heahh care to the poor in B.mgladesh. especially in rural area,. 
but the majority lack requisite training and capacity 10 pro\ide basic curative services ration.llly. 

• Irrational use of drugs. including antibiotics, i\ common by these infomlal seOor providers. 

• Given their importance in the health the public sector should recognize and develop the capacity of ~eleoed infonnal 
heahh care providers (e.g. \illage doctors, salespeople at drug retail outlets) so as to accommodate them in the 
maimtream heahh system with appropriate regulatory measures. 

Introduction 
Bangladesh is one of the f .... w countries to have a 'scvere 
shortage' of human resources for heahh IHRH) (WHO 2006). 
II has a workforce far below the threshold value of 22.8 per 
10000 population estimated by the World Heahh Organization 
as m."'(:essary for meeting the hcahh-related Millennium 
Development Goals (MDGs). However, the degree of unemploy­
ment and under-employment of trainl..-d HRH, e.g. nurses 
(B.mgladesh Heahh Watch 2(07), in the country indicates 
that t.'Conomic conditions are a barrier to the absorption of all 
available HRH. The problem of insufficient numbers of HRH 
is further complicated by imbalances in the health workforce 
di~lribution in terms of geographical location and skills mix. 
as in other countries of south Asia (Chot 2006,. 

Givcn tht' shortage of qualified health workforce in 
Bangladesh and the inequity of their distribution. people 
prefer to seek health care from non-qualified providers in the 
informal scctor. especially the poor and the disadvantaged 
(Ahmed 2(05). On the demand side. \'arious barriers also 
impede the use of qualified pro\iders such as lack of access 
to infomullion on available SCMCCS. lack of health awareness 
(unfelt need" lack of opportunity due to exclusion from social 
and health institutions. cultural factors prohibiting females 
from seeking care outside home from male providers. and 
inability to pay (Ensor and Cooper 2(04). A recent study found 
that between 1999 and 2003. the proportion of vhits to 
informal health care pro\iders (not trained in formal instilU­
tion~' rose from 52 10 60% of outpatient "isits to health sc..'l'Vices 
for treatment in the preceding month (Cockcroft rt al. 2007). 
These informal prO\idcrs arc deeply embedded in the local 
community and culture. easily accessible and pro\ide inexpen­
sive seT\,ces to villagers with acceptance of deferred payment 
and pa)'nu:nt in kind instead of cash (Ashra( rt al. 1982). 
Because o( the fatalistic attitude of the \illagers. these 
unqualified pro~iders are rarely blamed or held accountable 
for their poor practice. 

While there have been som ... small-scale studies on health­
~eking beha\'iour in Bangladesh and the type of informal 
health-care providers utilized (Killewo (t 011. 2006; Larson et 011. 
2006; Moran (t al. 2007,. nationally repre~entative data on 
th,'m is abscnt. Also. there is a gap in knowkdge regarding 
their (IUalifkations and training. services provided. and their 
quality. motivation and incentives. Thorough knowledge on 
the~e issues. including their roles in national health systems. is 
esscntidl in order to develop polides and design strategies 10 

match the feh needs of the population (Mercer et al. 2005; Alam 
2(07) . This paper presents data from a recently conducted 

nationwide health-care provider survey in Bangladesh (Ahmed 
and Hossain 2(07) to fill in the above knowledge gaps and 
address rekvant strategic objl'Clives as laid down in Ihe 
Regional Strategic Plan for SE Asia (WHO/SEARO 2(07). 

Methods 
Study population and sampling 
The study population in this SUT\'ey comprhed all typc:s of 
health care providers who were currently active in providing 
health care scT\ices to the community in the study areas. The 
SUNey used 60 primary sampling units (PSUs). drawn 
randomly from the 1000 PSUs used b)' the Bangladesh 
Bureau of Stathtics (BBS) for the Sample Vital Reghtration 
System (BBS 2(04). Since a PSU (a cluster of 200 households) 
may not be large enough to have sufficient primary health 
care providers in temlS of number as well as diversity. we USl'1l 
the Union and the Ward containing the selected PSU as the 
sampling unit for the rural and the urban areas. respectively. 
These arc the lowest level of functional administrative units 
and have comparabk population size (around 25000). The 
number of PSUs was conveniently determinl..'1l givcn constraims 
in time and resources. and also gelling a sizable number of 
health care pro\iders (around 3000) (or subsequent quantitative 
survey. The sample PSUs were proportionally allocated bast.-d on 
the probability proportional to size (PPS I sampling technique 
for the six di\isions and types of residence (rural/urban). Thus. 
the sampling provided representativc estimates of density of 
health care providers for the country as a whole, (or the urban 
and the rural areas separately. and (or each of the six 
administrative divisions. 

Data collection 
Data collection was done in two stagt:s. First. all the \'iIIage~. 

markets and health fadlities/ccntres under each PSU (Unionl 
Ward) were visited by Ihe field enumerators (social science 
graduates) recruited and trained by the research team. A simple 
free-listing technique was used for making an inventory of the 
practicing health care providers in cach of the geographkal 
areas visited . Cross-checking with community people was done 
for proper idemification and to avoid duplication. especialJr in 
the case of informal St.'Ctor pro\iders. This exercise ~ielded a Jist 
of different health (arc providers by UnionlWard. During thi~ 
process. effons were made to build rapport with the health (dre 
pro"iders when field workers explained the purpose of the 
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INFORMAL HEALTH CARE PROVIDERS IN BANGLADESH 469 

invcntory and sought their cooperation for the ensuing 
quantitative survey. 

In thc St'(ond stage. we selected 50 heahh care providers per 
PSU from the inv<.'ntory list through systematic random 
,ampling. The number of health care providers for different 
categorie~ wa~ det<.'rmined according to their proportion in 
the inventory list. A pre-tested. semi-structured questionnaire 
was administered in a fac.:-to-fac.: int.:rvi.:w with these health 
care providers by the field enumerators. Infonnation was 
elicited on their education. training. professional cxperien(C~s 
and management of some common illnesses. as well as socio­
demographic data. 

The study passed the ethical review board of the James P. 
Grant School of Public Health. BRAC University for ethical 
approval. Informed consent was taken before interviewing. All 
enumerators hired for the survey underwent a 5-day training 
which consistl-d of didactic lectures followed by practict' 
s('Ssions outside the study areas. The day-to-day field activities 

_ of the team~ were overseen by a field r.:searcher based in the 
upazila field offic.:. The whole survey activity was supervised 
and managed by the authors. who made frequent field visits 
and provided assistance and guidance when needed. SPSS PC+ 
wr.l.2 was used for data analysis. 

Categories of Informal health care providers 
The informal (not-registered \"ilh any government regulatory 
body) heallh care providers werc categorized into thc following 
groups: 

• Communily health workers (CHWs). who work in bolh 
lhe public and the non-governmental organizalion (NGO) 
Sl"CtOfS. The CHWs in lhe NGO sector outnumber lhose in 
the public sector by a ratio of 2:1 (Bangladesh Health Watch 
2007). The grassroots workers under the Ministry of Health 
and Family WelfarL"-such as Heahh Assistant (HA), Family 
Welfare As~istant (FWA). Heahh Inspector (HI), Family 
Planning Inspector (FPI). Community-based Skilled Binh 
Attendant (CSBA) etc.-comprise the CHWs in the public 
sector. CHWs have variable lengths of basic prevenlive and 
curative health care training from various NGOs. as well as 
the go\·ernment. 

• Unqualified allopathic providers, who include village doctors 
and drugston: sall"speople/drug vendors. Thl" village doctors 
(also known as rural ml"dical practitioners) mostly reccived 
short training (from a few wccks to few months) on 
common illnesses/conditions from semi-formal private insti­
lutions which are unregistered and unregulated and do 
not follow a standard curriculum. A negligible proportion 
of them received 12 months training from a shon-lived 
gon:rnment-sponsored programme in the 1980s (Palli 

CilikilSoJk training programme after the model of barefoot 
doctors in Mao's China). Unfonunatcly, there is no 
opportunity for continuing education for these providers 
from lhl' public. private or NGO sectors. Most of lhe 
drug~ture salespt'ople havt' had no training in dispensing. 
not 10 mention training in diagnosis and treatment . 

• Traditional healers. called I<Jbiraj. whose practice is based on 
diet. herb\ and exercise. They are mostly self-trained. bUl 
some may have training from government or private (ollcges 
of Ayurvedic medicine. Some of lhem combine ayurvcdic. 

unani (traditional muslim medicine ongmating from 
Greece) and allopalhic medicine: to pro\'ide I(lika. 

• Non-secular faith healers who use sanclified waler. oil etc. 
or chant religiOUS verses for healing. 

• Traditional birth allendants. including both trainl.-d and 
non-trained providers who provide home-ba~L'tl ddivery 
services onl)·. 

• Homl'Opaths who are mostly self-t-ducak'd. but some posses~ 
recognized qualifications from government or private 
homeopathic colleges. 

Results 
Table 1 presents the density of different types of heahh care 
pro\'iders as found in the invcntory by rural/urban residence. 
Traditional hca1ers including faith healers, and traditional biuh 
attendants (TBAs) are lhe two dominant groups. comprising 
43% and 22%. rcspl."Ctively of all health care providers. They are 
followed by the unqualified allopathic providers (\illage doctors 
and drug store salespeople, 8% each) and lhe CHWs (7%). At 
aggregale level. doclOrs. nurses. dentists and paraprof~'Ssionals 
together in the fonnal scclor represent only 6% of lhe total 
currently active health care pro\iders in Bangladesh. There is 
also large variation in the rural-urban dislribulion of provideh: 
only 16% of the total qualified physicians live in rural areas 
while 92% of the CHWs live in rural areas. 

Thc socio-economic and demographic charaCleristics of the 
informal providers are shown in Table 2. The CHWs were 
youngest among all the diffcrent groups of health care 
prmiders (33% being <30 years. mean 34 years) . There were 
more elderly people (aged 60 years or more) in the non· 
allopathic secror such as traditional healers (37%) and TBAs 
(29%) lhan in the unqualified allopathiC sector. The health 
care providers were mostly males. except the CHWs and the 
TBA.~. A substantial proportion of the traditional healers (35%) 
and TBAs (59%) did not have any schooling. Nearly one-quarter 
of the unqualified allopathic providcrs were non-Muslims. Morc 
lhan half of the village doctors (61%) and the drugstore 
salespeople (55%) had a supplementary occupation othl'T than 
health care practice. mainly agriculture on their own land. 
As such. average monthly income over Tk 10000 was more 
frequently reported by them than others. Also. the majority of 
the heahh care pro\iders came from households not in deficit. 
the unqualified allopathic providers more so than others. 

Among these informal St.'Clor pro"iders. traditional healers 
and TBAs had the longest duration of professional experience 
(around 18 years). while CHWs had the shortest (around 8 
years) indicating lheir relatively laiC entrance into the profes· 
sion (Table 3). The findings suggest lhat formal training 
facilitalcd entry into the profession mostly for the village 
doctors (79%), CHWs (61%) and the homeopaths (52%). For 
the olhers, apprenticeship and inheritance were the two 
imponant avenues for entry into the profession. The faith 
heakrs and salespeople at drugstores did nOl haw any training 
in health carl' servke provisiun from any source. unlike the 
other health care providers. NGOs pldyed an important rok in 
training the CHWs (46.5%) while village d()clOr~ and homeo· 
paths were most frC<luently trained by private institutions 
(around 60%). The topics covered in the training of the 
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Table I Fr"'lu~nq; 01 diller~nI types of h~alth care pr<»iders in the study ~mple by location 

Location All n (%) 
Rural" (%) Urban" ('\,) 

Quallfted allop.uhlc proresslonals 

Pht·,kians 138 (0.7) 691 (~2 .61 815 13.1) 

Nursc~ 97 (0.5) 225 17.3 I 322 (1.4) 

llenl;,t, 10 10.1) J1 (1.01 42 (O.!) 

Seml-quallfted aUop.1Ithlc providers 

AU" .... lIhk polra ... rofcs.ion ... • 121 (0.61 169 (5 . ~) 291) ILl) 

CommUnil) h.,alth workers (Cm,',)" 12804 16.51 219 (7.71 1S2) 16.71 

Unqualified allopathic pnmders 

Villa ge "'Kh'" 159} (8.1) HO (11.01 19H (11.5) 

Dru!Cstore Sdkspwpk 1248 (6.41 505 (16.41 1753 17.7) 

Tradili,'nal birlh altcflIidms, umraint'd and Irained (TBAs) 4880 124.8) ZH /7.6) 5111 (22 .5) 

Traditional hNlcr, (includin~ faith h,'aler» 9557 (48.6) H2 (10.8 ) 9889 (43 .51 

Homropolths 644 (H) 270 (8.71 914 (HI) 

Others (circumcision praclitioners, ear cleaners, toolh e"tractors elc.) 125 10.6) 159 (5.!) 234 (1.2) 

Toul (n) 19650 30116 22736 

·Cnmpriscs ~1l'dk.1 A .. hlants (also callt'd Sub-Assi<lanl Community Medical OfrKe,,). Family Wdfare Vhilors (FWVsl and lab I<xhnidan'iJl>/lysiolherapi,,, . 
• 11 tr.i .... 'd al formal inSlilllli<Xls in 'Il<- public or pri"ale seclOr. 
"Trained ., fOf1J1al in,litlllio,,, in Ihe pubtk or NGO ""lor. 
s.'ur,r: BanlC1adcsh H,·.hh WalCh (200II1. 

allop..lthic providers included communicable diseasc:s commonly 
prevailing in the country. such as diarrhoeal diseases. fever and 
common cold and cough. acute respiratory infection/pneumo­
nia. etc. However. the CHWs received training mostly in family 
planning and issues related to mother and child health. 
including diarrhoea_ 

The majority of unqualifit.-d allopathic providers (around 80%) 
and hOIllL'Opaths (78%) pro\ide services through drug shops. 
while CHWs ami traditional healers provide door-step servic~s 
in \illages (70-80%) (Tabk 4) . The laller usually provide 
ser\"ices in their own villages while CHWs move oc'Yond their 
own villages to cover their designated working areas. Most 
pdtienls of unqualified allopathic providers (44%). CHWs (46%) 

and traditional healers (45%) come from within a distanc~ 

of 2 km only (Table 4). The unqualified allopathic providers 
such as \illage doctors and drugstore salespeople attend the 
most palienls per tlay (around 17). Usually. the patients seen 
by Ihe health care providers suffer from communicable 
dhease~. Pregnan<:y-related cases are most frequently seen 
by CHWs. 

Tht, health care providers manage patients moslly Vl-ith 
lTealm~nt and advice. and sometimes with advice only 
(Table 4). They rarely advise laboratory investigations. They 
abo usually do not provide written prescriptions except. to 

som~ extent. the village doctors (56%) and homeopaths (31%). 

Reportedly. rt'Corti-keeping of patient information is most 
frequently practiced by homeopaths (75%). 

Table 5 prnellls the reported treatment practices of tht'se 
informal Sl.'Ctor health care prO\iders for some common 
illne,ses. Besides .malgesics. antibiotics are the most frequently 
reported drug. used in fever (around 80%). diarrhoea (around 
~,) ,md childhood pneumonia (around 96%) by the 

unqualified allopathic providc:rs. The traditional heakrs did 
nOI use any antibiotics for treating childhood pneumonia. and 
the homeopaths did so only negligibly. The CHws u~ed 

antibiotics more frequently while treating children for pneu­
monia (69%) than whc:n treating fever (30%) or diarrh~a 
(43%). Oral saline is used almost universally by all types of 
providers C61-99%) in trt~ating diarrhoea. except for uaditional 
healers (only 40%). Similarly. all types of heahh care providers 
ad\ised antacids mO~1 frequently for the treatment of hyper­
acidity/ulcer (around 70%). except traditional healers (only 
around 26%)_ 

Nexl. the health care providers were prob..-d to e"plore their 
knowledge on risk factors. signs of complication and manage­
ment related to pregnancy CTable 6) . The TBAs were excluded 
from this inquiry as their profession rCtluires that thl'}' have 
workable knowledge on the complications 01 pregnancy and 
its management. Awareness about safe age (20-35 years) 
for pregnancy was high among all the health care providers 
(80-90%) except Ihe traditional and faith healers. Awarene~~ 
about other risk factors such as risks associated with t>ad 
obstetric history was varied and lower. eSJX'Cially among the 
traditional and faith healers and homCtllJaths (around 40%). In 
the management of pregnancy, importance of nutritious food 
was reilerated by all groups bUI to a ksser degree by traditional 
healers. Acti\ities regarding management of pregnancy showc:d 
a mixed response. Intcrestingly. regular check-ups and tela nus 
toxoid (TT) immunization were mentioned much less fre­
quenlly than expected; the CHWs were a lillie beller than 
others in this regard. 

As reported. patients wilh sexually transmillt'd infcclions 
(e.g. syphilis. gonorrhoea) most frl'quently visit UOtlualifkd 
allopathic providers, K.lbir.zj and homeopaths for treatment 



INFOIlMAL HEALTH CARE PROVIDERS IN BANGLADESH 471 

TabJ~ 1 [),:n)(lgr~phi( ~nd !oOCio·cconomic char.K1eristics of the he~hh care providers (~l 

Unqualified .JlopllthJc provtd~n 

Community Drugstore Tr~ltlonal 

h~alth Village s~kspo.~)I)kf birth TradItional Faith 
workers doctol> drug Vl'ndor attendants healus healers Homeopaths 
(n=:UO) (n=2741 (n =222, 

Ale (yurs) 

< 30 H . l 23.7 27.9 

lO-l9 16.7 12.3 28.8 

40-49 20.3 19.7 19.8 

50-59 7.1 14.6 15.3 

?;60 2.1 9.1 8. 1 

M..-an±sd l4.5±9.11 39.6± 12.6 38.6± 13.2 

~x 

Mak 16.l 94.5 97.l 

f ... male 113.8 5.5 2.7 

Rellllion 

~\u,lim 83.3 74.5 n.O 
Non-Muslim 16.7 25.5 23 .0 

Completed y~ars of sc:hoollnll 

O 1.7 0.0 1.4 

1-3 26.3 2.9 10.4 

9-10 37.5 45.} 50.0 

11-12 32.5 49.6 14.7 

>12 2.1 2.2 3.6 

Mcan±sd 9.1 ±2.7 10.6± 1.2 9.9±2.2 

Supplementary occuplltlon 

Nt)nt~ 32.6 39.1 45.5 

Agriculture (self; 17.6 42.7 40.5 

Trad,,·j~n· h."\.· 7.2 15.7 9.5 

Oth ... r 42.5 2.6 4.5 

Mean monthly Inc:om~ of household in Taka 

::;5000 30.0 24.1 29.7 

5001-10000 15.0 44.5 40. 1 

>10000 35.0 31.4 30.2 

~If.rated po\'erty status of households 

Alwa~'s d~rKit 5.8 3.3 3.2 

Qc,·" .ional deficit IS.II 13.5 I'U 

No deficit 783 83.2 81.5 

>.nIT." Banlll.ld,.,h Ikahh Watch (2008). 

(around 75-85%). while those \\,;th reproductive tract infections 
(e.g. leucorrhoea, \;sit CHWs. faith healers and \illage doctors 
(around 75%) (Table 7). Antibiotics and antifungal preparations 

. are commonly prescribed by the unqualified allopathic provi­
d ... rs (around 90%) to treat these conditions. bUI not the others. 
Interestingly. the health care providers reported that they 
u'lIall~' advise their dients 10 use a condom during sex as a 
!'re\,entive measure. 

Finally. we wanted 10 know how satisfied the health care 
providers an: in their professional life (Table 8). They 
wne almost unanimous (>90%) about their professional 
~atisfa(\i()n . The most common reason mentioned was that 

(n=598) (n = S15) (11=608) (n=12I) 

J.7 3.7 4.4 15.7 

10.0 lJ.4 lJ.7 20.7 

29.1 22. 1 21.1 27l 

30.3 24.9 22 .2 22.1 

211.9 35.8 18.7 14.0 

51.5± 11.7 52.6± 14.0 'H.6± 15 .4 44.4± 13.9 

1.2 75.11 75.l 92.6 

911.11 24.2 24.7 7.4 

895 87.2 117.2 n.7 
10.5 12.8 12.8 22.3 

58.9 l6 . .l l4.5 1.7 

39.0 47.0 40.5 5.0 

1.8 9.2 9.! 42 .1 

0.3 5.9 5.1 39.7 

0.0 1.6 4.6 11.6 

1.6 ± 2.5 ·H)±}.9 4.2 ± 41 10.5 ± 2.2 

38.5 86.6 93.8 49.6 

14.9 9.6 3.9 33.1 

6.8 2.4 L3 10.7 

39.9 1.4 1.0 6.6 

65.4 57.0 511.2 11.4 

2B lO.1 26.8 lll.O 

9.4 12.9 15.0 30.6 

20.1 12.9 16. 1 5.0 

30.8 29.2 211.9 B .2 

49.2 57.9 :>4.9 81.8 

they considered it as gratifying social work (average 75%. 
except drugstore salespeople. 55%). The tiny fraction of 
providers who expressed dissatisfaction with their profession 
mentioned low inmme (especially the TBAs. tradit ional and 
faith healers) and lack of career prospects (especially the OIWs 
and the homeopaths) as the IWO most common reasons. A 
lower proportion of TBA~ and traditional healers (54% eJch). 
Jnd faith healers (46%) than other health car ... providers 
(around 80%) would like their son or daughter to take up their 
profession. The fell need for !raining was substantial among 
the CHWs. unqualified allopathic provid ... rs and TBAs (more 
than 60%). 
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Table 1 Mode of induction into the Ilrofession. and prokssional and training eXlXrienn'~ of the non-r~stered health Colre prO\;deH ''''' I 

Unqu.ntlrd allopathk provtders 

Community 
he.Jth Village 
workers doctoh 
(If '" 17) (n=274) 

Professional experience In years 8.5±9.0 14.2± 11.7 
(mean:i:ld) 

MocIc of induction Into the profession 

Formal Iraining 61.3 78.S 

A"prentic ... ~hi" 2.5 9.1 

~lIing nll'didn ... 0.4 5.8 

Service 35.4 1.8 

Inheritance 0.4 4.0 

Olhl'r~ 0.0 0.4 

Ever received any train Ins 90.8 100.0 

Rrceiwd short tralnln, (max. I month) 50.0 17.7 

Tralnlns Institution 

Government 34.6 36.7 

Privdtc 22.6 61.9 

NGO 46.5 3.7 

Topics covered In Ifalnlll, 

Dianhoeal diseases 96.3 92.9 

FC"l-r/(ummon wid/cough 88.9 88.1 

ARl-'pneumoniol 74.1 50.6 

Skin di""ascs 66.7 53.9 

Digestive disturbances 51.9 67.7 

Family planning 59.3 42.8 

Anal'mia 74.1 52.0 

Tuberculosis 48. 1 ~t.2 

MOlh.'r dnd child h ... alth 51.9 35.7 

Others 44.4 35.3 

S.·UT(,~: B.lngladl·,h H<dllh W.ICh (2008, . 

Discussion 
This sludy reiterales the importance of infonnal sector 
provider~ in the health care scenario of Bangladesh. as has 
abo been ooserH.-d by others (World Bank 2003; Ahmed 2005; 
Cock('mft It al. 2007). However. there is a lack of knowledge 
aboUi thi~ large body of practitioners (both allopathic and non­
allopathic) who arl' the major providers of health care to the 
poor. e~JX'Cially in rural areas, This paper addresses this 
knowk-dge gap by pr~enting descriptive data from a popula­
tion-based. nationally representative survey undertaken in 
2007. Findings reveal that Ihe majority of these pro\iders lack 
th(' n«'('ssary training and capacilY to pr()\ide basic curative 
s('rvic('s rationally. The implications of this arc discussed below 
in the context of mitigating the income-erosion consequences 
of iII-h('ahh (Meessen (I al. 2003) . 

Exhting e"idence indicates that providing health services for 
th(' poor i\ more expensive than the average (Ost in any population 
for a number of reasons such as cost of targ('ting. service nC\.>ds. 
and acn'pt<tblc quality of seI\;ces to attract people to seI\;ces 

:015 

Drug\tore Traditional 
$ale'Il<'()pl~f birth Traditlon .. 1 F.a.ith 
drull vendor attendanlS hulers he .. lers Homeopaths 
(n=122) (II = '91) (n=''') (11:608) (1I=UI) 

11.}:r 10. J 17.7± 10.9 17.9:i: 11 .7 IIU± 12.815.6:i: 11 .9 

11.11 11 .7 5.0 03 521 

21.6 36.8 40.5 34.5 23.1 

55.9 0.0 1.6 0 .3 9.9 

5.4 1.0 1.0 2. 1 0.8 

14.0 41.6 39.5 42.3 10.7 

3.2 8 .9 12.1 20A 1.3 

0 .0 22.4 7.0 0.8 61.2 

0.0 0 .7 84.0 M .O 5A 

0.0 56.5 56.1 16.7 38.7 

0.0 23.7 43.9 83.3 61.3 

0.0 19.8 2.4 0.0 0.0 

0.0 6.6 66.7 80.0 91.8 

0.0 6 .6 M .7 60.0 89.0 

0 .0 2.9 43.6 0.0 71.1 

0.0 2.2 82. 1 0.0 M.5 

0.0 2.2 64.1 20.0 75.3 

0.0 12.1 10.3 20.0 19.1 

0.0 3.7 56.4 20.0 63.0 

0.0 3.7 30.s 0.0 28.8 

0.0 9-1.9 15.4 20.0 31.5 

0.0 3.7 59.0 0 .0 SJ.4 

(Waddington 2005). However. the high degree of health inequity 
existing in Bangladesh (Gwatkin el al. 2000) demands th(' 
restructuring and reorientation of the existing health system to 
improve its ability to reach the poor and the disadvantaged. 
Reducing poverty through specific targeting of disadvantaged 
groups with a pro-poor health system is possible in a country 
with large out-of-pocket payments for health care (Gars and 
Karan 2005). and is urgently nceded in Bangladesh. 

The professional knowledge base of the informal prm;ders 
in general was found to be poor. Though the majority of the 
village doctors and the homeopaths had some kind of semi­
formal training spanning from a few weeks 10 a few months. 
the traditional healers entered the profession mainly through 
apprenticeship and inheritance. like the salespeopJt> at drug 
retail outlets. For the latter. experience gained from ~elling 

medicines at drug shops also played a role. Topics cu.-ere!! in 
the short and informal training were mostly on communicable 
diseases. which is plausible given the nature of dist'ase burden 
in the country IBBS 2007) . 
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Tabl~ 4 Ser\"ic ... prO\hion l·h.lrJ(rerislics 01 the health care providers (%) 

Unqualified .. lJopathk providers 

Community Drug'tore 
health Village sale'pt'<lplcl Tr .. dltlonal hlth 
work~rs doctor- drug "cndor h~ .. lcrs hcal~rs Homeopaths 
(II=UO) (liz 174, (11=122/ (II = "') (If =608) (11= Ill) 

S«>rvt(~ d~llwry point 

Static h.:alth fddliti.:s 41.6 5.9 0.9 1.7 0.7 4.1 

Drug shops 0.3 31.8 3n 9.4 0.5 77.7 

Village, mobile 51.1 2.2 4.1 12.9 12.7 1.7 

Vi\lallt', own 6.3 10.2 11.3 75.3 34.7 16.5 

Olher, 0.0 0.0 0.5 0 .1 1.5 0.0 

Avcrille no. of patl~nu ilUend~d ~r day 14 13 16 5 4 13 

Oi~t.n(e they come from 

<2"'m 46.3 36.9 51.4 37.2 53.1 31.4 

2-5 km H.2 44.2 31U 30.3 30.3 32.2 

>Skm 19.6 19.0 10.4 32.0 16.6 3(>.4 

Most common n~sses ~n 

Ft.""\'cr 70.0 99.6 99.1 11.6 26.6 95.0 

Common cold;cough 66.7 97.1 95.5 14.1 9.0 90.9 

Diarrh ... :a 67.5 95.6 91.4 24.5 13.8 76.9 

OiS ... 'ti\'<" dislurbancl.'S 48.3 39.1 89.6 36.2 45.9 76.9 

Head.}(he 3.8 69.0 752 23.1 40.8 61.2 

ASlhma:brt'.uhin!! probkms 32.S S3.6 36.0 13.0 9.9 57.0 

Phy,ical wl'akne" 20.0 43.4 392 12.7 8.6 B.9 

Joint pain 7.1 411.J H .1 .n.3 16.8 44.6 

Menstrual iIIne,se, 39.6 361 20.7 13.9 9.7 48.8 

PR1:nanl)'-rclalcd i1hlC'st'S 60.4 H.3 17.1 11.3 ILl SO.4 

Sexually ITJIlSmilled inf .. ctions 8.8 13.2 10.3 21.6 4.6 36.4 

Skin disease 22.5 33.3 29.3 18. 1 3.6 42.1 

Othcr$ 38.8 12.0 6.11 67.5 n.o 16.5 

ubor.tory IDvcstilUions ordered 10.0 9.5 2.3 0 .7 O.:? 1.5 

Written pr~scrlptlon liven 9 .2 55.8 14.4 6.4 0.7 31.4 

P.tlent records k~pt SO.O 7.7 3.6 4.3 U 75.2 

s.'uru: B.m~ldd,'Sh H~ahh W.lt.:h (!0081 

.VJt, : Trad;t; ... "dl birth allendanh .lIe excluded f",m this rable bc.'uUS<' they pro\'ide ,-cry 'Jl<xc;lic S<'rvke<. 

Drug retail shops are often the first and only source of 
health care outside the home for a majority of poor patients 
in dt.·veloping countri .. s (Kamat and Nichter 1998). and 
B.lngladesh i$ no exception. According to an estimate, there 
arc about 80000 unlicensed drug stores in the country 
(Drishtipat 20(4). Also. 70% of household out-or-pocket 
eXIX'nditure on health care is 51)('m at drug shops in 
B.mgladesh (GoB 20031. As revealed in this study. irrational 
use of amibiotics and poly pharmacy arc the most common 
problems found ";th drugstore salesprople (Ashraf ct al. 1982; 
GU~'on ,'/ al. 1994; Ronsmans (/ al. 1996; Duong (/ al. 1997). 

To increase the knowledge and capacity of these informal 
allopathic pwvidc:rs in the rational usc: of drugs (especially 
dntit>iotics). education md training can playa key role (Chue 
2002; Syhakhang 200:?; Chalker 2003; Sia and Valerin 2004; 
Goodman (I at. 2007). Training village doctors 10 deliver DOTS 

services in Bangladesh (Salim il 011. 2006). drug vendors to 
improve practice in the Philippines (Sia and Valerin 20(4) and 
informal privat~ practitioners in India (Krishna and Kapoor 
2006) has been found effective. Training also helps in over­
coming the mis-information and biased information prop.1gated 
by pharmaceutical companies and reduces expendilure on 
drugs (Laing tI al. 2001 ; Mills (I at. .2002; Cardarelli (/ al. 2006). 

Any concern that Ihere may be abuse and malpractice of the 
knowledge newly acquired from trainin~ by these providers can 
be contained by managerial and regulatory intervemions 
(Kamat and Nichter 1998; Nyazem.l t'l at. 20071. supportive 
supervision (Marquel and Kean 200.2). and the establishment 
of a functional rderral mechanism to hit/her level care for 
diagnosis and treatment. The laller is espcci.:lUy neces~.:Iry in 
the context of very low rderral and laboratory investigations 
reported in this study. 
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.,. HEALTH POLICY AND PLANNING 

T.ble S R.'poned treatmcnt practices for fever. diarrh~a and pneumonia. hyperaddily (muhiple responses. %1 

UnqtWified .Uop.1lthlc providers 
Community 
he;l)th Village 
workers dIXtOfs 
(" =140) (n=274\ 

Fever 

Ana1llc>ks 85.6 98.5 

Antihblamines 29.9 47.6 

Anlibiolic, 29.9 88.6 

Hom<"Opdlhic 0 .6 0.0 

Olhcrs 16.8 1.7 

Mnzn ti.r)'S vf mrdkalion 4.2 ± 1.7 5.6±U 

Dlnrhoe. 

Amoct>idd" 48.7 77.6 

Antibiotics 43 .0 93.3 

Anli-molility 3.8 25.4 

ORS 91.9 ~.3 

Zillc 37.) n .} 

Homeopathic 0.6 0.4 

Others 25.3 2.6 

Mtall Jays of m.-Ji,.rti,·" 4.5 ±2.0 5.2±2.0 

Pneumoni. (children) 

Anlibioties 69.4 97.2 

Bronchodilalor 19.4 48.9 

Analj!esics 10.6 29.5 

Antihistamine, ILl .!8.4 

Hom~"()palhk 0.0 0.0 

Others 33.9 26.7 

M,',11I brs of mt"iicdliJII 7.0 ± 2.5 4.1 ± 3.5 

Ulceri11yperuklity 

Antacid 70.3 72.4 

Rdnilidine-like 7.7 15.6 

Omcpra:wle,lil;c 23.4 .!1.7 

Homeopalhi.: 4.8 3.1 

Olheh 4.3 1.6 

MMII Ja .• ~ 0/ mcJiUJlh'lr 15.9± 10.7 25.5± 18.5 

.<;.)''',,: Banl/lade,h Health Walch (2008,. 

The CHWs were' found 10 be relatively belter in the ralional 
use of dntgs. such as using amibiolics more frequently in case 
of childhood pneumonia and less fTl"quemly for olher condi­
tions such as fl-ver and diarrhoea, This is consislem with other 
findings where lTaint.'li CHWs have Ix:en found to be useful 
in lhe managemenl of childhood pneumonia (Winch ~I 01J. 
2005 I. screening childhood hearing impainnent (Berg eI aJ. 
2005). tn'ating aculC respiratory infections of children 
(Hadi 2003 I. reducing neonalal monality al home (Bang eI 01/. 
1999). ami in DOTS tr~atment of LUberculosis (Chowdhury (/ 01/ . 
1997). This cadre of health workers has been increasing in size 
sin«: the 1 990s. with the expansion of both Ihe governmenr 
health system as well as the NGO network in the country. They 

Drugstore 
,,,k-sIX,<'plei Tr.dition;l) hlth 
drug vrndor he.Jt'rs he.lers Homwp.1Iths 
(11=22.2\ (" =S75) (11=608) (11=121) 

96.7 4.3 4 .7 1.5 

38.S 2.9 2.6 0.0 

82.6 2.9 2.1 1.7 

0.5 4.3 0.5 95.0 

4.2 92.1 94.2 4.2 

5.1 ±2.0 6.2 ±5.2 3.4±22 4.4t2.4 

82.1 4.9 2.0 1.1 

88.0 4.Y 3.0 3.4 

20.7 0.0 1.0 1.1 

~.5 39.9 39.9 60.9 

10.4 1..2 2.0 0.0 

1.1 3.7 0.0 86.4 

3.3 92.6 97.0 27.3 

5.0±2.7 4.7 ± 1.9 3.1±1.7 4.4±5.2 

96.1 2.5 0.0 3.5 

5\.9 2.5 0.0 1.4 

35.1 0.0 0.0 0.0 

22.1 0.0 lUI 0.0 

1.3 0.0 0 .0 92.9 

26.0 100.0 100.0 22.4 

2.3± 3.1 0.4 ±2.4 0.1 ±0.7 1.4±9.0 

68.9 27.9 23.5 532 

14.6 5.5 2.1 26.6 

22.8 14.5 12.1 .!6.6 

4.4 26.2 28.8 6.4 

2.4 '!S.I 35.0 0.9 

17.6± IS.2 2.7± 10.0 0.6±4.1 11 .3 ± 24.4 

are cost-effective (Khan d 01/. 2002) and can serve as a bridge 
between the community and the curative health providers 
(Nemcek and Sabaticr 20031. laking the role of a ' mobiliser or 
facilitator' in the fonnal system (Standing and Chowdhury 
20(8) . 

As ob)erved in this and other sludies (Ahml"{\ 2005; Cocknoft 
et 01/. 2(07). the importance of the traditional system of 
medicine is declining in Bangladesh unlike in other A,ian 
countries such as Laos, India and Vietnam (Ladinsk) ,'I 01/. 1987; 

Gogtay el a/. 2002; Sydara (/ .1/. 20051. To avoid losing patienls. 
many of tho: traditional practitioners in Bangladesh also usc 
allopathic medicine w supplemcnr their trealmenr and main­
lain practice (World Bank 2(03) . Howev.:f. improving the 
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Tablr 6 Reponed pn.'gl1dnq·,reiatcd knowlcd)!c dod pra((ices, mUltipk rcs"on~es 1%1 

UnquaJtfl~ .u!opathic prcMders 
Community Drug,tore 
health Villa~ salc'J".-opkl Tradltlon.1 faith 
workers donor. drug ,·"ndor huku hc"crs HotneQp.llhs 
(11=240) (11=2741 (11=1221 (If""'" (n = 6(1) (,,=UI) 

Mi.k fiKtOf5 for unsafe preJnAncy 

Pr~gn.ln(y < 10 years or > IS YNrs 87.0 86.4 

/010 child or >4 children 29.4 19.5 

8inh iot(-r .. al <2 ~T' H .Y 28.0 

Height .... " Ih~n 145(1lI 27.7 19.5 

Pasl h httlrl' of opcrati.)O!\urgery durinll deli .. ery 29.4 36.4 

Bdd obstetric hishlf1" 6,U 5tt5 

Don't know 1.7 1.7 

Others 9.6 B .6 

Signs of complkation during pregnancy 

Anilcmia 83.4 86.4 

Mooerate,,,..-vere ,welling of the fet'I,1ell' 62.9 65.3 

BI('(',ling at .lnr Sid!.'" of prcgnan<y 61.9 64.4 

Brealhing problem, 26.3 30.5 

Abnormal positilln of foclus 30.3 25.4 

Albumen in urin':-iblood pressure I> 140/90 mm Hg) 30.9 10.1 

Don·1 know 1.9 1.7 

Olh('rs 15.4 24.6 

Management of pregnancy 

;o./utrilious food 65.9 69.7 

Not t" dn h<'a"y WflfK 52) 48.7 

K(."t'p r(~~l. f<.:"ucfuJ ,])\)\'("menl 47.2 4l.1 

Ke~\llar ch.'dwp 45.5 37.0 

Maintain d.:-anlincss 10.1 11.8 

TT immunization 23.3 10.9 

Others 44.9 45.4 

5.1", .. ,': I!.mglJ,k"h HNhh W~lCh 12008). 

quality of traditional mcdicine through institutional trammg, 
, registration and licensing so that pra(.-titioners are dependable 

may reduce thc cost of therapeutic care and the pressure on the 
fortrul health (arc system (APTMNET 1(04). 

Regarding folk practitioners (faith healers of different types), 
il can be said that their strength lies in 'healing' patients rather 
than 'curing' them. i.e, giving meaning for bio-medical events 
rather than controlling them (Helman 1995). As stich. under 
certain circumstanccs. they may be used to complement the 
'curing' services of the official medical sector, Otherwise. they 
should be discouraged from practicing or re-trained as CHWs. 
kecpinll in mind the Innll-term interest of the health of 
patients' who exclusively rt'sort to such treatment. 

This study used .I populdtion-bdsed survl.:Y with a nationally 
representative sample. involving currently active practitioners. 
The focus of dnalysis i~ mainly on the allopathic sector and. 
as ~uch. Ihe tradilional and homeopathiC sector is not explored 
in-I.kpth with rcsp.:CI te> knowledge and practices. The 
infonnation on knowledge and prartice is based on reported 

80.6 59.5 5O.Y 91.4 

8 .1 7. 1 10.5 19.7 

31.3 7. 1 5.1 19.7 

25.0 I \.9 5.3 14.8 

10.6 16.7 10.5 29.; 

61.9 45.2 }5. 1 475 

0.0 26.2 H ., 0 .0 

2.8 14.} ll.l 14.8 

80.6 5U -14.8 76.7 

55.6 58. 1 34.5 51.7 

66.7 51.2 lUI 60.0 

30.6 9 .} 12.1 26.7 

27.8 H.} 25.9 .H.} 

25.0 9 .} 5.1 15.0 

0 .0 25.6 37.9 3.l 

22.2 9 .3 5.2 23.3 

81.6 58.5 34.5 66.7 

57.9 317 27.(-, 46.7 

52.6 53 .7 36.2 60.0 

18.4 4 .9 12. 1 18.3 

5.3 7.3 15.5 10.0 

7.9 7 . l 1.7 6 .7 

36.8 58.5 56.9 4U 

response and not artual practice, which may differ. Even if we 
accept respondents' reported knowledge and practice .It fdce 
value. it was found to be superficial and unsatisfactory. 

Policy options for impro~·ing and integrating (he 
large informal sector in low-income countries (such a~ 

Bangladesh) have been a matter of concern in r«'ent years 
(Mills n al. 2(02). In order for the poor to benefit from the 
poverty-allevialion effects of hcahh inten·entillns. the perfor­
mance of 'unorganized' health systems needs to be improved. 
besides extending coverage of organized health services dt an 
affordable cost and reducing thc financial burden of major 
illnesses (Bloom 2(05). Thus. it is lime thai the formal sector 
took into cognizance the sizc and importancc of the informal 
health care sector in Bilngladcsh and designed .1 strategy 10 

accummodate them in the mainstfcam health system. Thb 
will help to ease pressure on the overburdened formal ~ystem 
in resourcc-poor sellings Iikc Bangladesh, until supply­
side constraints of qUdlified health (·arc provider\ can be 
albiated. 

:018 
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Table 7 Rt'ported Irealment pra.:tic~ for s('xwUy transmiltt-d inrections ISTbl and rt'productive Ira,1 inrections (RThl. muhiple rc~ponses 1''(.) 

Unqualified aUopathlc providers 

Community Drugstore 
heillth ViJlast' sakspellpk! Traditional Faith 
workers doctul> drult \'cntlor hulu. Mllers Homeopath. 
(n=240) (n=1741 fnx: l.::n (n """) (11=608) (II'" Ill) 

CommCHI types of STIIRTI m"." •• sftn 

Syphilis 48.6 1U 76.1> He) 11.6 85.4 

Gonorrh.-a 51.4 7)5 79.7 6).2 36.11 34.3 

lcu('(lrrh.lC.lwhih: di'K·h.1r~C' 111.1 74,2 61.5 n .o 75.4 611,5 

Pdvic infldmmatory dht'ase 54.1 27.3 )U 11.0 15,8 29.2 

Olhcr, 41.2 )0,) B.4 15.6 111. 1 :?S.8 

Most frequent types of medicine prescribed 

Anlihi(~lk.\ 68.8 96.2 89.4 2 .4 o.n 4.5 

Arn(>eNddes ) 1.3 50.0 48.5 \ .8 0.0 ~.} 

Anti(unga":AntipwlOzoa )1.) 53.1 SI.S 1.2 0,0 1.1 

HomL'Qpalhic 0,0 2.3 ),0 1,8 0.0 75.0 

Other. 31.3 10.0 12.1 97.0 100,0 38.6 

M ... 1I1 .tay~ of mcdiCdli",/ 8..:!±S.4 11.5± 16.9 IO.8± 12. 1 10.0±4,7 0 1:? ,3±4.9 

Advise clients to use condom durln~ sex 100.0 98.5 97.0 73 ,8 59. 1 92.0 

,S,'U7U; B.tnglad.:sh H"alth WalCh (200IH, 

Table 8 Prokssioll.ll s.>lisfaclion of the health care:- providers ('l(.) 

Unqualified aUopathlc providers 

Community 
health Village 
workers docton 
(II =1.0) (n=2741 

SatisOed with the profession 90.4 94.9 

Reasons 

Social work 61.9 73.4 

Me.lOs or income 36.4 37.6 

P('OJlk honour 10.5 19.6 

Otht'l'\ 13,4 9 .2 

Not satisfied with the professIon 6.4 5.1 

Reasons 

U'liS in(omc 65.2 50.0 

No progress in tilt' prof<'li~ion 26. 1 42,9 

Rhky prof""sion 8.7 7 , 1 

Can't lIi"e medicine 0.0 0.0 

Otil<'rs 0 ,0 0 .0 

Like to see offsprJn. In the profession 81, I 88,0 

Sunested tralninJ for Improvement 61.3 67,9 
of the profession 

s.our(t: B.tngJadesh H<alth Wilch 1200II1, 
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