
SCIENCE 
--&--
MEDICINE 

PERCAMON SO\:ial Science & Medicine 51 (2000) 361-371 
www.e1scvier.com/loca tc/sm:scillled 

Gender, socioeconomic development and health-seeking 
behaviour in Bangladesh 

Syed Masud Alllned a.*, Alayne M. Adams b, Mushtaque Chowdhury'\ 
Abbcts Bh\.liya C 

"URAC Resmrdl alit! Emlllillioll DivisiOll. BRAe Celllre. 75 Mol/(/kl/(/li. D/raka 1212 . Bal/glade.,/r 
"C('I/Ier fill ' 1'0l'Ullllioll al/(I Pall/il.\' Heallh. Columhia Se/w()1 of P"h!ic flealtll . (ill !-I(/\,('II A I'e ,' Nell' l'ork. N r 1/11132. USA 

c III(('I'I/,,'io"<I' ('1'1"1''' /il/' DiarrhoeClI DiseClse Research, G 1'0 Btlx 128. D""ka 101M. iJallglailes" 

---_._- .-_._._- -----.----------------------~ 

Ahstraet 

In elTorts to reduce gender and socioeconomic disparities in the health of populations. the prOVISion of medical 
services alone is dearly inadequate_ While socioeconomic development is assumed important in rectifying gender 
and socioeconomic inequities in health care access. service lise and ultimately. outcomes. empirical evidellce or it~ 
impact is limited. Using cross-sectional data fmm the BRAC-ICDDR.B Joint Research Project in Matlab. 
Banglatksh. this paper examines the impact of membership in BRAe's integrateu Rural DeveloplIlcnt Programme 
(RDP) on gender equity and health-seeking behaviour. Diflerences in health care seeking are explored by comparing 
a sample of households who are BRAC members with a sample of BRAC-e1igible non-Illembers. Individu~lIs from 
the BRAC mcmbcr group report significantly less morbidity (l5 -day recall) than those from the non-membcr group, 
although no genuer dilferences in the prevalence or self-rcported morbidity arc apparcnt in either group. Sick 
indiviuuals from BRAC member households tend to seek care less rrequently thun non-members. When treatm(!111 is 
sought. BRAC memhers rely to a greater extent on home remedies. traditional care. anu unqualilied allopaths than 
non-member houseilolus. While reporteu treatment secking rrom qualified allopaths is more prevalent in the BRAe 
group, non-members usc the para-proressional services of community health care workers almost l wict: as 

frequently. In both BRAe member and non-member groups. women sl1n~ring illne:;s report seeking care 
significantly less orten than men. the policy anu programmatic implicatipns of between g!'OlIP and gender 
dill'erf!nces in care seeking arc discllssed with reference to the literature. (J 20()() Elsevier Science Ltd. All rights 
reserveu. 
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Introduction 

111 efforts to reduce cJi~;paritie" in the health or popu­
lations, it is well recognized that the provision or Illcdi­
cal services alone is imldequale. III [bl1gladesh. 
inequities. or inequalities ill attainment that ar~ j\l"g ,-~ d 

unacceptable or unrair . arc particularly evident in gcn-
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der and socioeconomic spaces (Whitehead. 1992). Gen­
der is the socioculturally constructed role of the men 
and women in the society in contrast to sex, which 
refers to biological differences. and places a variety of 
expectations and constraints on women . It influences 
thc health of women by putting emphasis on women's 
reproductive roles. resulting in early and excessive 
childbearing; sex prererence manifested in discrimi­
nation against female children in health, nutrition and 
general care; lack of autoliol1lY leading to lack of de­
cision-making power and independent income. and to 
violence and abuse, causing severe repercussions on 
health and self-respect and so on (Okojie. 1994; VI aSs­
on', 1994). Gcnder inequity in health is manirested by 
marked inequalities between males and remales in 
health related uptions and outcomes (e.g. child survival 
and lire expectancy). and attributed to powerrul social 
and cultural forces that overwhelm the supposed bio­
logical advantage of women (Chcn. Huq & D'Souza. 
1981; Waldron. 1983; Koenig & D'Souza. 1986; 
llhuiya & Streatfield. 1991). Thus. in llangladesh. 
women have a lower life expectaJl(':y at birth compared 
to men. and male-biased sex ratios (105 male per 100 
female) contradict expected pallt:rns. Food and health 
care are disproportionately distributed to mule chil­
dren. and neonatal. infant and child mortality rates arc 
higher among girls. Levels of female literacy remain 
among the lowest in Asia (24'1." while the maternal 
mortality rate (4.5 pCI' live births) ranb among the 
highest in the developing world (MOIIFW. 1998). 
Equally vivid in £langladrsh arc socioeconomic differ­
entials betwecn the health status of the weallhy rew 
and the vast legions or the poor, due to incqualities in 
education. health care access and ability tu pay. 

Socioeconomic development is generally regarded as 
an important means or reducing gender and socioeco­
nomic inequities in health care access. service use alill 
ultimately. ouh':ollles (Caldwell. 19R6; Evan's, Barer & 
Marmor, 1994). Indeed. a host or non-governmental 
Jevelopment organizations (NGOs) in Bangladesh 
ha ve organized to improve the health and livelihood of 
the poor in gencral . and women in particular. through 
the support or integrated socioeconomic developmcnt 
activities inclllding women's micro-credit and edu­
cation. Implicit in these activities is the assumption 
that increased income and awareness arising through 
involvement in socioeconomic development pro­
grammes will result in more enlightened health-seeking 
behaviour. and hence. relative improvements in the , 
health status of women and the poor. To date, how-
ever, a systematic exal11ination of the validity or this 
asslllllPtion is lacking in the published literature. 

I-Iealth-seeking behaviour rerers to the sequence or 
remedial actions that individllals undertake to rectify 

. perceived ill health (Christman. 1977; Ward, Mertens 
& Thomas. 19%). Health-seekillg behaviour is initiated 

". ' . . .. , .:.. ", 
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with symptom definition. whereupon a strategy for 
treatment action is devised (Christakis. Ware & Klein­
man, 1994). Previolls research has established, how­
ever, that symptoms will not necessarily be identified 
in biomedical terms nor will their recognition necess­
arily result in health action or the variety that "sdenti­
fic medicine" deems most appropriate . Treatment 
choice involves a myriad of factors related to illness 
type and severity, pre-existing lay beliefs about illncss 
causation, the range and ;IITI~~~ihility or therapeutic 
options available. and their perceived efficacy (Zola. 
1966; Kleinman. 1980; Kleinman & Gale, 1982; 
Young. /981; Helman. 1995). 

Like much or thc developing world. mcdical plural­
ism, or the existence of several distinct therapeutic sys­
tellls in a single cultural selling, is an important 
reature of health care in Bangladcsh . Indeed. a wide 
range of therapeutic choices is available, ranging from 
selr-care to rolk and western medicine. although both 
illness incidence and treatment options are importantly 
determined by poverty and gender. Kleinman provides 
a useful typology that establishes popular. folk and 
prolessional domains or sectors of health care and 
their interconnected and overlapping function (Klein­
man. 1980). The popular sector rerers to the lay, nOIl ­
professional arena of care where the symptoms or ill 
health are first recognized and health-seeking initiated . 
It includes all the therapeutic options that people 
employ without recourse to paid consultations with 
rolk or professional practitioner$. Among these options 
are self-care or selr-medication, whereby people func­
lion on their behalf in health promotioll and preven­
tion. and in disease detection and treatment (Levin, 
/981). 

The 'rolk' sc~lor includes diverse practitioners of 
sacred or secular healing who tend to adopt a holistic 
approach that takes into account physical and 
emotional symptoms in the broader context of peoph.:·s 
lives. Uecause rolk healers articulate and reinforce the 
cultural values of the communities in which they live. 
they have advantages over the proressional sector in 
their ability to define, explain and treat the social, 
psychological and moral dimensions of ill-health. 
Although traditional medical systems may also become 
professionalized to some extent, i'n Kleinman's typol­
ogy, the 'professional' sector rerers to organized, leg­
ally sanctioned practitioners of modern scientific 
medicine, also known as allopathy or biomedicine. 

Using a set or cross-sectional dala rrom Matlab 
Thana in Bangladesh. this paper tests the hypothesis 
that socioeconomic de-velopment will have positive 
externalities ror gender equity and health seeking beha­
viour. Specifically, it proposes that participation- in 
socioeconomic development programmes will increase 
informational and material resources for preventive 
and therapeutic health care. and support their equi-
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table distribution between male and female household 
members . Among beneficiary households. these 
changes will be manifested in a shift from folk and 
popular care seeking to the professional sector. and 
increased gender equality in treatment seeking among 
those reporting ill-health. 

Data and methods 

The BRAC-ICDDR.B Joi", Research P"'~iect 

Founded in 1972. BRAC is a large indigenous NGO 
involved in rural poverty alleviation. BRAC's Ruml 
Development Programme (RDP) targets the poorest of 
the poor with special emphasis on improving the 
health and socioecollomic conditiull of women and 
children through group formation in village organiz­
ations (VOs), skill development training and the pro­
vision of non-rormal education and collateral free 
loans for income-gencrating activities. Initiated in late 
1993, the Essential Health Care (EHC) component of 
RDP includes the promotion of safe water and sani­
tation. health and nutrition education, as well as im­
munization. family planning and basic curative 
services. Voluntary community health workers 
(Shasthya Sebikas). who are selected frolll among the 
VO members and trained in preventive health care. 
deliver these services by means of regular household 
visits. Preventive health and nutrition education is 
mainly disseminated thruugh a 'health forum' held 
monthly in each VO and reinforced during household 
visits (BRAe. 1996). 

The International Centre ror Diarrhoeal Disease 
Research. Bangladesh (ICDDR.B) has been operating 
a Demographic Surveillance System (DSS) in Matlab 
thana (pop. 200.000) since the early I 960s. In one-half 

I The discrepancy in sample size is due to two principal 
reasons. First. although approx. 60-65% of households in 
any village meet BRAes eligibility criteria. less than two­
thirds of these households join BRAC at anyone time. For 
this rl!<lson. th~ probability of obtaining II larger group of eli­
gible non-member households is greater when random 
sampling tcchnillllcs are employed . Second. the random selec­
tion of households occurred within the context of a four cell 
experimental design liS required by all studies connected with 
the BRAC-IC{?DR.n Joint Rese<lrch Project. Of the four 
cells. only two contain villages when! BRAC prof!rammes are 
operating (BRAC only and BRAC and ICCDR.B cells). The 
rem<lining two cells. from which ellual sized samples of eli­
eible hOllseholds were randomly selected. arc comprised of vil­
lages where BRAC programmes do not operate. One cell 
includes villages where neither BRAC nor ICDDR.B pro­
grammes are pre~ellt (comparison group). and one cell where 
only ICDDR. B's MCH-FP programmes are in place. 
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of the DSS area designated "trealment area", 
ICDDR,B provides intensive maternal and child health 
and family planning extension services through com­
munity health workers (CHWs), supported hy mid­
wives based in four health sub-centres. With the 
initiatiull ur BRAes develuplllellt interventions in 
Mallab in 1992, a research collaboration between 
BRAC and ICDDR.B was established to examine pro­
spectively the relationship between socioeconomic 
development and the health and well being of thc lural 
popr (Bhuiya. Chowdhury. Vaughn. Adams & Mah­
mud, 1995). As part of this collaboration. a surveyor 
14 villages in the DSS area or Matlab was undertaken 
in 1995. The analysis in this paper is based on health 
and sociodemographic data collected as part of this 
survey. 

The data 

Two sets or pre-tested structured questionnaires 
were administered to a randomly selected sample of 
608 BRAC member households and 1659 non-member 
households that met eligibility criteria ror BRAe mem­
bership (i.e. possess less than 0.5 acres of land, and 
rely on labour selling activities for more than 100 days 
per year).' A sample of non-poor or non-eligible 
households (II = 1550) was also surveyed and provide 
a point or comparison in several or the analyses. 

The survey questionnaires aimed to assess the gen­
eral health and socioeconomic situation or sample 
households three years after the initiation of B RAC's 
rural development activities in select areas or Matlab. 
As reported elsewhere, whilt: the characteristics or 
BRAC mcmber and poor non-member households 
along education. occupation and demographic dimen­
sions are similar, the BRAC group tend to rale better 
on socioeconomic measures (Zmnan, 1996). At this 
early stage, however. it is dillicult to discern whether 
thi~ is evidence or a selection bias. or ruther rencels the 
benefits of the programme. 

The first questionnaire gathered general demo­
graphic and socioeconomic data from the household 
head or any knowledgeable adult household member 
present at the time of survey. Of pertinence to this 
analysis are data on the sex (male or female). literacy 
(the ability to read and/or write) and occupation anhe 
household head. Occupation is defined as the activity 
in which the household head spends the major part of 
the working day, and is categorized as labour selling 
or non-labour selling. Labour selling households tcud 
to be or lower socioeconomic status given their depen­
denc~ on variable !'easonal employment. 

Additional variables used in multivariate analysis 
include whether or not the surveyed households are 
located within ur uutside the embankment. a large sys­
kill of dams constructed on the banks of the rivers 
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Meghna and Dhonagoda ror the purposes or flood 
control, drainage and irrigation. Households located 
within the cmhankment area are prcsumed to be socio­
economically better on' due to the agricultural benefits 
of irrigation (Vaughn , 1!)l)7). A second variable im­
portant to analysis indicates whether or not the sur­
veyed households are locatcd in ICDDR,D's treatment 
area, where intensive health extension activities are 
undertaken . 

The sccolld quesliotllwirc s(llicited information Oil 

household illncss and related heallh-sccking behaviour 
from the spouse of the household head or any knowl­
edgeable female member of the family . All illness epi­
sodes occurring among household members during the 
prcceding two weeks wcre elicited. Illness categories 
wcre deduced rrom I he lay reporting or symptoms by 
survey respondents. Symptoms were then classified 
into categories or "types" or illnesses hy means or a 
comprehensive coding system, and cross-checked by a 
physician. When more than one episode or illness was 
reported, data were collected with rererence to the 
major illness, i.e . the illness with the longest duration . 

A considerable literature discusses the limitations or 
selr-perceived morbidity reporting (Murray & Chen, 
1992: van Ginneken, 19RJ). Among these concerns is 
its extreme sensitivity to diverse factors including inac­
curate recall and the particularities or an indiviciual's 
knowledge and illness t:xperience (Kleinman. 1980). 
Also of concern is the ohservalion that women frolll 
low socioeconomic classes tend to under-report illness 
symptoms (Oknjie. 1994). and the problem or respon­
dent bias (i .e. when individuals feel compelled to 
respond in a manner consistent with perceived expec­
tations). Cognisant of these limitations. elTorts to 
improve the reliability and validity or morhidity 
reporting included the use of culturally appropriute 
language. limiting the recall period to 15 days. and 
deploying an independent quality control tcam to re­
survey 5% or the household sample within three days 
of the main survey. Additionally, during training, 
interviewers were instructed on how to t:stahlish an at­
mosphere of neutrality conducive to the collection ur 
accurate and complete reports of treatment action . 

Data on types ill' hcalth care sought were obtained 
by asking the respondent about the nature and order 
or treatment measures undertaken at home or else­
where. These treatments were subsequently grouped 
into five categories. The category 'home remedies' 
comprise traditional Hnd modern forms of selr-treat­
ment such as ~nalgesic and anti-pyretic tablets. oml 
rehydration solutions (ORS). antacids, etc .. which are 
comlllonly availahle in rural households. and taken 
without prescription. Traditional" methods include 
treatment seeking within faith healing and traditional 
systems of medicine including kahi/'ajilllllkimi and 
homeopathy (Ahmed. (993). 
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The 'Para-proressional' category of treatment-seek­
ing consists or consultations with: I'lIl/i ell ikit.wk.\· (vil­
lage practitioners who receive a yeur-Iong training in 
diagnosing and treating common rural ailments); medi­
cal assistants (who undertake a comprehensive thrce­
year meuical training); and govcl'lllllt:ht und non-gov­
ernment community health workers who obtain a very 
basic preventive and curative health training and treat 
mainly with allopathic drugs . The category 'unqualified 
allopaths' rclers to itinerant and untraincd phal'lllil­
cists, market sellers, and road-side "quucks" who prac­
tice allopathic medicine with lillie or no professional 
training. 'Qualified allopaths' are individuals who have 
undergone professional medical training. 

Data ,,"alysis 

Data analysis is performed in two stages using srss 
7.5 ror Windows. First, bivariate analysis is used to 
characterize gender and group-level dilTerences in the 
health-seeking behaviour or BRAC members and poor 
non-member households. Second. a logistic regressi('n 
is run to explore the influence or membership in 
BRAe. and gender on the health-seeking behaviour or 
individu'lls with respect to: (I) 'any' type of treatment 
sought; (2) use of 'para-proressionals': and (3) use of 
'qualified' allopathic medicine. Other independent vari ­
ables included in the analysis are age. the gender,_lil­
eracy and occupation of thc household head, and 
whether or not the household is located within the 
emhal1kment, or the "treatment" area or ICDDR.B 
where intensive health extension services are provided . 

Results 

Mo,.hidil.l'I'/'()!ile 

As seen in Table I. the prevalence or reported mor­
bidity during the preceding 15 days. including current 
illness ranges rrom 12 to 17% (Table I). When com­
paring DRAe member households and poor non-mem­
bers who meet Ihe digibility criteria for BRAe 
membership, morbidity pn:vaknc~ is signilkantly Icss 
among the BRAe group (P < 0.001). This linding is 
not altered when controlling r(lf age, literacy, occu­
pation of the household head. and the 'proximity of 
household to the health extension services or 
ICDDR.B (not shown). Also. no significant gcnder 
dilTerences in the rate of selr-reported Illorbidily are 
apparent. Table 2 indicates no significant differences in 
the types of illness experienced by individuals belong­
ing to BRAC mcmher household:: or poor non -mem­
ber households. Among hoth groups, the three most 
frequently reported illnesses me fever or various Iypes 
and duration. gastroinle~tinal diseases including diar-
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Table I 
Self-rcportcd illness durin!,! thc prcl:cding 15 days by gcnder and BRAe membership, Matlab 1995 

liendcr 

Male 
II 

Female 
II 

";.. Individuals reporting illness 

BRAt' IlIclllh<.:r hholds I'oor nllll-lllCmbcr hholds 

(I) (2) 

12.5 20.4 
( 1513) (3650) 
1:1.3 20.) 
(1634) (3845) 

rhoea and dysc;:ntery, and pain/aches ill difrerent parts 
or the hody. 

II ('til (II-st'd illg /l('ll/Il'io"I" 

Table 3 presents the health-seeking behaviour or 
males and females by mel11ber~hip status. Ovenll!, 
there is no discernible difrerence in the likelihood of 
seeking care hetween members and poor non-members. 
However, when the health-se('king patlems or men lInd 
women are compareu, females arc significantly less 
likely to seek care than males in both member and 
poor non-member households . 

Table 3 also indicates that a greater proportion of ill 
persons from BRAe memher households seek treat­
ment rrom trauitional practitioners, and qualified and 
unqualified allopaths than sick individuals rrom poor 
non-member h(luseholds. This trend remains even 
when controlling ror age, literacy and occupation or 
the household head, and whether or not intensive 
health extension services are available (not shown). 
Among the poor non-memher group. care is predomi­
nantly sought rrom para-proressionals (i.e. community 
health workers), followed by unqualined allopaths. 

As shown in Table 4. when health-sceking behaviour 

Tablc '] 
Self-rcportcd illness typC$ by RRAe membership. Matlab 1995 

% Individutlis rcporting illness 

NUIl-plIor hholds Alllth(.lds Signilkallcc II~) 

(3) (4) (I) vs (2) (I) vs (3) 

12.0 15.4 P< 0.001 NS 
(3830) (8993) 
14.1 ICdl /' < 0.001 NS 
(4002) (9481 ) 

is considered according to three major illness cat­
egories (rever, gastrointestinal disorders und paint 
aches), these trends prevail. In "RAe households, it 
appears lhat individuals suflcring from these COIl­

ditions decide against treatment more frequently than 
their counterparts in poor non-member households. In 
cases where treatment is sought, there is a greater pro­
clivity to consult qualilled and unqualified allOj1iiths 
mnone sick individuals in BRAe member households. 
For non-member households or equivalent socioeco­
nomic status. the predominant treatment choice ror all 
threc types or illness is para-proressional care. 

Table 5 presents the results or logistic regression ror 
predicting the odds of ~ceking any type of health care 
(Model I). anu seeking health care rrom 'para-pro­
ressionals' (Model 2) or 'qualilled allopaths' (Modd 3). 
To predict wht:lhcr or not health care was sought, any 
typc or hcalth care sought was coded "I" and no 
health care sought as "0"; to predict whether health 
care rrom para-profcssionals was sought, para-pro­
ressionllis were coJed ")" and all others as "0"; and 
lastly, to predict whcther health care from qualified 
al10paths was sought. qunlilled allopaths were coded as 
"I" and all others as "1)"'. Based on the results 01 

bivariate analysis. independent variables indllde the 

Type of illness BRAe mcmbcr hholds Poor non-member hholds Non-poor hholds All hholds Signific;lI1cc (X 2) 

(I) (2) (.3) (4) (I) vs (2) (I) vs (3) 

Fever 
, 

45 .2 45.5 39.9 43.5 
Gastrointestinal diseases 20.9 20.7 21.5 21.0 
Pain/aches 14.3 11.5 12.9 12.3 NS NS 
Re:.piratory diseascs 5.4 5.7 5.9 5.7 
Skin/Eye/ENT diseascs J .7 4.1 2.5 3.5 
Others 1(J .r. 12.6 17.4 14.(J 
/I (407) (1527) (1025) (7l)5R) 

.. . . .... ,: .. ~ , : .. :. : :~' . • :!. t .. ~;~:~;., .: .. ~,.;.::; ·; .. . " _w • • ...... ·i~t' ... 
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(the probability is twice as great among households in 
. feDDR,B's treatment area). Finally, the Eye, Skin 

ami ENT categories of illness appeared to predict the 
seeking of health care to a greater extent than other 
disease categories. 

In Model 2, which considers the variables predicting 
the use of para-professionals, the effects of gender, lit­
eracy of household head and the receipt of intensive 
health extension services are removed. Emerging as sig­
nillcant are BRAe membership status (members are 
less likely to use pant-professional can:-), age tthose 

Table 5 

aged 31-45 years are significantly more likely to seek 
para-professional care) and category of illness 
(whereby all illness types negatively predict the use of 
para-professionals ). 

. Like the first model, in Model 3, age (31-45 years). 
male gender and the presence of a literate hOIl:<relfold 
head positively predict the use of qualified allopaths . 
BRAe membership also has a strong positive effect 011 

the likelihood of using allopathic care, individuals 
from member households at e nearly twice as likely to 
use qualified allopathic care than poor non-members. 

Odds ratios of seeking different types of health care among poor households, Matlab 1995 

Characteristics 

Age (rears) 
~ 15 

16- 30 
31-45 
4(i · (i() 

60+ 
Gender 
Female 
Male 
Gelid('/' of' Ii /I I/('I/d 
Female 
Male 
Literacy of HII /lead 
Illiteralt: 
Literate 
IiH Si:e 
Labollr-sellillg sta/IIS of II H 
Non labour-selling I-IH 
Labour-selling HH 
JJ RA (' I/Iel/lhe/,.t/,i" o/' H /I 
Poor non-member 
BRAC member 
Locatioll uf the H Ii 
Inside embankment 
Outside embankment 
Vii/age lIeafth extellsioll serl'ic(!s pres(!1f/ 
No 
Yes 
Categories of jffllen 
Fever 
Gastrointestinal diseases 
Pain/al:hes 
Respiratory dis~ases 
Skill/Eye/ENT 
Others 
-2 log likelihood 
Model improvement 
Ovenlll predicted 

Typt:s of health care sought in hlst 15 days (odds ratios) 

Model I any type 

1.00 
1.69"" 
1.43' 
1.17 
1.26 

1.00 
1.73"· 

1.00 
0.89 

1.00 
1.30' 
1.06 

1.00 
0.92 

1.00 
0.87 

1.00 
0.95 

1.00 
2.00'" 

1.00 
1.18 
0.69 
0.77 
0.37·" 
0.68· 

1833.07 
95 .70'" 
80.1% 

Model 2 para-professionals 

0.00 
1.23 
1.45' 
!.I 0 
1.24 

1.00 
0.98 

1.00 
0.93 

1.00 
0.88 
1.05 

1.(10 
1.06 

1.00 
0.35'" 

1.00 
0.80 

1.00 
1.14 

1.00 
0.53"· 
0.62*· 
0.59" 
0.34'·· 
0.41'·· 

2418.32 
I 12.4R··· 
64.5% 

"Significance levels 'P < 0.05 : "P < 0.01: "'P < 0.001. 

..... \ 
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Model 3 llualified allopalhs 

1.00 
1.51 
2. 11" 
1.53 
0.% 

I.no 
1.64' 

I.OU 
1.2'1 

1.00 
1.48" 
0.95 

1.00 
0.75 

1.00 
1.92*" 

1.00 
0.62' 

1.00 
1.33 

1.00 
1.97" 
2.31'· 
1.77 
3.33·' 
2.79"· 

995.103 
69.1 ROo' 
92.I'Yo 



Thc location of the houschold in the treatmcnt area of 
leDDR.B. where intensivc health extension services 
are provided, has no cllcct on the proclivity to seek 
allopathic care: however. location of the household 
wilh rcspcct to the emhanklllcnt docs. Iiouseholds 
located outside the embankment are significantly less 
likely to seek allopathic treatment than those inside. 

In all three models. age and type of illness are im­
pOl·tant determinants of treatment choice among poor 
households. Malc gender and literacy of the household 
head are significant dclenninants of seeking any type 
of health care, and seeking allopathic care in particu­
lar. The location of poor houscholds vis ;\ vis health 
extension services is significant only in the model pre­
dicting health-seeking behaviour in general. BRAC 
membership status. on the other hand, predicts both 
para-professional and allopathic carc seeking. Spccili­
cally, BRAC membership has a significant negative ­
eOcct on seeking para-pro('essional care, and it positive 

'fect on .he seeking of allopathic care. 

Di!!cussion 

This paper explores the impact of BRAes inte­
grated socioeconomic development programme on 
health-seeking behaviour and gender equity by means 
of a cross-s('ctional comparison of beneficiary hOllse­
holds and a sample of non-member households of 
similar socioeconomic status. One important limitation 
of the data is that Ihc measurement of hcalth-seeking 
hehaviour is based un reported illness and treatment 
action. and not directly observed as the illness process 
unfolds. By limiting the recall period to the past 15 
days, and focusing on the major morbid experience, 
attempts were made to minimize problems of inaccur­
ate recall. Given evidence from rural Kenya that there 

a 60'Yo under-reporting of self-medication when a 

2 In a model or the impact or BRAC on consumption po v- -­
erty, Z<ltn<ln (1998) emplnys a IIcck'1H1I1 'wo step procedure 
to test and control ror the potential endogeneity of the BRAC 
variahlc. Ilc cnll(:ludes that n,cmher households arc likcly to 
have certain underlying unobservahle characteristics that 
"give an edge" over the typical eligible non-member. Huda 
and Mahmud (1998) use logistic regression to predict partici­
p"tion in RDP based on a model that includes a series or in­
dividu<ll unci household level factors considered endogenous 
to women's memberShip. They find that decision to partici­
pate is not based on a women's individual characteristics or 
cost-benefit calculation (age. marital status. presence or small 
child). hut i~ largely a household decision based upon the 
household's net utility (credit demand. family size. landhold­
ing). The nlOdel also suggests that wOlllen in beller health. 
and -those who arc in less egalitarian gender relationships arc 
more likely to participate. 
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recall period or 2 weeks is used (Schulpen & Swinkels. 
(980). it is likely that an under-reporting of minor ill­
nesses occurred, especially for common conditions that 
go untreateJ or arc routinely dealt with by means of 
self-care. 

A second limitation relates to the possible eUcct of 
illness stage on treatment choice; that more advanced 
illness may be treated diOcrently than early slage dis­
ease where home and folk remedies may initially suflice 
(Mwenesi. (993). Fortunalely. the cross-section:d 
nature uf the study. and the inclusion of all reported 
illness occurring in the previous two weeks irrespective 
of severity. helps obviate the potential confounding in­
Iluence of illness stage in analysis. 

Finally, it may be that observed diUerences may be 
an artifact of selection bias on health seeking beha­
viour (i.e. that poor housdlOlds joining BRAC are 
quite distinct from non-member households despite 
similarities in measures of socioeconomic status used 
to assess eligibility). Preliminary analysis occurring in 
the context of other studies associated with the BRAC­
ICRRR,B Joint Project indicate that certain unobser­
vllble charactt:rislics appear to give BRAC member 
households "an cuge" over non-members .2 However, 
given tlie uncertain implications of the nature and 
magnituue of this bias on variations in health seeking 
behavior, consideration of a full range of explanations 
is deemeu useful and appropriate. 

Overall reported morbidity for thc study population 
is comparable to the national average of 16.7% for all 
of Bangladesh. and 17.2'!ln for the rural population 
alone (BBS, 1995). Of particular note is the signifi­
cantly lower prevalence of reported morhidily among 
BRAC households compared to non-member house­
holds or an equivalent socioeconomic status. This find­
ing suggests that over the three year period since the 
initiation or BRAes interventions in Matlab, member 
households have benefited in a palpable manner from 
the preventive health inputs of EHC, and/or improved 
household economic conditions resulting from BRAes 
income-generating inputs like credit, skill development 
tmining. etc. Supporting this lalter hypothesis are uatil-­
reported elsewhere that indicate a significant (and posi­
tive) dillcrence in land and livestock holdings. pro­
ductive assets, savings, and monthly food-expenditure 
when comparing BRAC member households and their 
poor non-member counterparts (Hussain, Hasan, Mah­
mud, Chowdhury. Bhuiya & Khan, 1996). It might be 
speculated, therefore. that the increase in informational 
and material resources for preventive ;lIId thempeutic 
health care (cash income for self-medications, latrine 
construction, improved nutrition etc.) arising through 
participation in BRAes rural development pro­
gramme has bcnclited the overall health of household 
members. 

As regards health-seeking bdwvioL slttuy IcslIlls 
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indicate the important role of a new cadre of 
"para-pr0ressinnal" trained to provide basic preven­
tive and clmitive medical services at the village 
level. Results also suggest the need to extend Klein­
man's typology of health care to include a large 
and growing I"ourth sector of non-qualilied allo­
pathic providers engaged in the tramc or modern 
pharmaceuticals. yet lacking formal medical training. 

At first consideration. the health-seeking behaviour 
or I3R/\C mcmhcr households appears pcrplexin~. 

With the development of health awareness. and the 
increased availability or para-proressional services to 
member households. it might be assumed that this 
group would seek qualified medical care more 
readily, and lessen their reliance on traditional care, 
and/or the dubious mcdical advice of unqualified 
allopaths. Contrary to these expet:lations, however, 
study findings indicate that the proportion of ill 
persons who do not seek treatment is greater 
among URAC households than poor non-member 
households. Furthermore, in cases where illness­
treatment is sought, BRAC members report using 
home remedies. traditional care, and unqualilied 
allopaths to a greater extent than poor non-mcmber 
households. While their lise or qualified care is 
greater than poor non-mcmber households, they 
seek para-proressional care rar less rrequently. 
Indeed, non-memher households report the use of 
para-prQfessional care almost twice as frequently as 
URAC member householtb. 

One possihle interpretatioll or these findings is 
that "exposure" to functional cducation and essen­
tial health training. enhances the health-seeking ca­
pacity 01" BRAC Illembers and their ability to 
function elTectively on their own behalf in health 
promotion and decision-making. A~ a consequence, 
individuals from BRAe mcmber households may be 
hetter equipped to recognize and diagnose illness 
and to apply appropriate treatmcnt actions without 
the consultation of health practitioners. Indeed, a 
similar tendency is noted ill a recent study of phar­
maceutical pnlctice III 130mbay, India. whereby 
people of higher socioeconomic status tend to 
e"gage in self-diagnosis and self-prescription to a 
greater extent than those of lower socioeconomic 
status (Kamat & Nichter, 1998). 

, 
J Among thcsepraclilioners. standard therapies arc nlrely 

rollowed. Rather. treatment tends to oe a runction or nego­
tiation hetween patient and provider regarding what the 
patit!n' or their family can alTord. Medicines arc usually snld 
pcr taolet. capsule or sI)(lon in case of syrup on the basis of 
what is dcscrikd hy a relative. and seldom invotve the direct 

. examination tlf the (,atient (Ashraf, Chowdhury & SIree/1and. 
19R2). 
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Access to credit, skills development and the accumu­
lation of savings may also function to increase income 
available for health care, and enhance the capacity of 
BRAC households to actively seek and meet more 
costly "modern" care, whether qualified or not 
(Cominsky, 1987). It is also likely thaI lhe ability of 
BRAC members to negotiate with medical personnel, 
and to extend options for qualified medical therapy in 
times of severe illness. is strengthened as a result of 
regular interactions with NGrJ per!;(lIHlcl and cledit 
peer group members (Lindcnhaum, 1990; Caldwell. 
1986). 

The greater propensity of BRAC member house­
holds to seck qualified medical treatment than poor 
non-member hOllsehold lends support to the interpret­
ations above. However, this relative prerercnce for 
qualified care seems trivial in race or the ovcrwhelming 
depcndence or BRAC households on untJualilied care 
compared to poor non-mcmber households. Among 
these unqualified practitioners. the lack of awareness 
of specific indications. dosages. and contraindications, 
and the widespread practice or prescribing only partial 
cuurses of medicines, has raised considerable concerti 
about the development or resistanl microbial strains, 
and the potential dangers or drug side effects and toxic . . , 
pOison mg .. 

While time series &Ita availanle in 1999 will assisl in 
determining whether this is a transitory phenomenon 
or a trend of ~erious public health concern. interven­
tions to modify inappropriate ~Ind dangerous health­
sceking practice arc clearly needed. Patient empower­
ment through information, education, anti the pro­
vision of basic pharmaceutical tramlllg among 
allopathic prescrihers (qualified and unqualified) rep­
resent possible areas for intervention (Thawani & 
Gharpure, 1997; Kamat & Nichter, 1998). However. in 
these eflorts, due (,()Ilsiticlation tn the problemalic 
nOlion or what constitules "rational practice" is im·· 
porlalll. Clearly, health behaviours guided by cultural 
or social ralionality will not easily be Illodilied to 
accord with notions of clinical or scientific rationality 
(Etkins & Tan. 1994). Furthermore, given that edu­
cation and training efTorts are neccssary h"1 not sulli­
cient to change practice, managerial and regulatory 
interventions arc needed to control the availability and 
rree selling of certain allopathic drugs, without creating 
problems of black market activity and/or massive non­
adherence (Trostle, 1996). 

A second issue or concern arising from this analysis 
is the persistence of gentler diflCrentials in health-seek­
ing behaviour despite BRAC membership. Although 
women of reproductivc age appcar to suiTer equally 
frolll the burden of illness as men. thcy seek trealment 
sil!l1ificantly less ortCII . These gender dillcrentials ill 
treatment seeking most plOna!>ly re\lect the powerrui 
inllllence of patriarchy in rural l3angiatkshi society . 

.. ~ .. '.:: ... . ., .. . ~. ,... 
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Patriarchy. or the myriad institutional mechanisms 
that limit women's social and economic autonomy 
from men. enforce women's subordinate position in so­
ciety, and condition health seeking behavior in both 
private and public domains (Okojie, 1994). The reli­
gious dictates of Purdah, a Muslim practice that 
secludes women and enforces social standards of 
female modesty, further reinforce prevailing norms and 
practices that circumscribe women's ability to choose 
:tnd obtain treatmcnt. The fact that gender inequities 
in care-seeking persist in BRAC households belies the 
complexity and strength of social, economic. religious 
and legal rorces that prevcnt women rrom perceiving 
their ill health as sumciently important to warrant 
treatment. 

On a more hoperul note, women from BRAe mem­
ber households appear more likely to use qualified 
allopathic care than their poor non-member counter­
parts, a Ilnding which may reOeet their greater comrort 
in interacting with the outside world. However, the 
balance or evidence suggests that since the initiation or 
BRAC's socioeconomic development interventions 
three years ago. gender dillcrentials in health seeking 
have not narrowed to any perceptible degree. While 
this may be due to the brevity of the intervention (i.e. 
it is unreasonable to assume that rundamental social 
change will occur in three short years), results suggest 
the importance or increasing the sensitivity or extant 
health and socioeconomic programllles to equity con­
siderations. 11\ this I espect. concerted programmatic 
efforts are required to raise comlllunity awareness 
about the immediate and future henefits or improving 
women's health. and to increase the cultural and finan­
cial accessibility of health care ror women in particu­
lar. 
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