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INTRODUCTION. . 
RATIONALEE FOR THE CHOICE OF THE SUBJECT 

1.11 A focu s on the linkag e betwee n poverty , healt h and healt h system s developmen t 

1.1.11.1.1 A focus on the poor and poverty reduction 

"Povertyy is a moral and an ethical issue. Giving poverty priority is a recognition of, and 
aa response to, the immense suffering and injustice which... we know could be avoided. 
Itt is recognition of the importance of reducing differences ... between people in a way 
thatt enables all people to develop and realize their full potential and to participate, and 
too contribute towards society" (Skold, 1999). 

Reducingg poverty is a moral obligation for all those who believe that the world should be 
governedd by social justice and policies addressing the needs of populations. Although often identified as 
aa state of low income, poverty is multi-dimensional and can be defined in a comprehensive way as "a 
lackk of access to and control over the social, economic and political resources to meet basic human needs 
withh dignity, such as food, clothing, shelter, education and health care (the so-called material dimensions), 
andd lack of opportunity or of choice, powerlessness and fear of oppression (the so-called non-material 
dimensions)""  (ACTIONAID, 1994). Thus poverty encompasses various forms of deprivation which 
usuallyy co-exist with and reinforce each other, although each form may act as an independent determinant 
off  poverty. 

Consideringg the situation of the urban slum population as a group corresponds to an intermediate 
levell  analysis of poverty. It emphasizes that, from a national perspective, poverty can be recognized in 
somee sub-groups in the community that share common economic, geographic, environmental and socio-
culturall  characteristics. At the same time such intermediate level analysis assists in differentiating 
betweenn levels of poverty within these poor communities. This is poverty conceived in absolute terms. 
However,, these sub-groups do not live in isolation from others. Consequently, their poverty, here 
conceivedd in relative terms, may be the result of their lack of benefiting, in the same way as others, from 
existingg social services and economic opportunities (Gunatilleke G., 1995). This observation also points 
too poverty as a result of macro-level policies and processes. There is the growing impact of international 
events,, such as the debt burden and structural adjustment. More recently, globalizing trends of national 
economiess have resulted in growing disparities among and within countries and, have created instability 
andd socio-economic fragmentation in already fragile economic, environmental and socio-cultural entities 
(Oyenn E. et al.). There is growing evidence that the highest burden resulting from these policies is borne 
byy the most vulnerable in society: the poor, women and children (Harrison K., 1997; OXFAM, 1995), 
Inn this respect, special attention needs to be paid to the poorest of the poor, the so-called hard-core poor. 
Properr identification is required before specific programmes can address the problems of these extremely 
vulnerablee sections of society. In conclusion, not only absolute poverty matters (a reference to an absolute 
standardd of minimum requirements), but also relative poverty which means a "falling behind most others 
inn the society" (UNDP, 1997). It has been noted that a lack of self-esteem is among the core 
characteristicss of how poor people view themselves, even more than a lack of food per se (Beck T., 1989). 
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Inn order to be effective, policies and strategies aiming at reducing poverty wil l thus have to be 
alertt to tackling all levels of poverty-inducing determinants. They range from (1) micro- and intermediate-
levell  strategies, such as the establishment of credit and savings schemes, and participatory approaches 
too involve the poor themselves in causal analyses of their situation and in finding appropriate solutions 
too the problems identified, to (2) national programmes specifically targeting the poor and promoting 
primaryy education and education of women (WHO, 1995). 

1.1.21.1.2 How poverty  and health  interrelate 

AA study of the 40 poorest countries in the world demonstrates how health indicators improved 
withh reductions of poverty across different groups of countries. They moved together with other socio-
economicc and demographic output indicators, such as life expectancy, fertility, enrolment in primary 
schooling,, daily calorie intake, and income (Gunatilleke, 1994). Because of these relations, it is now 
widelyy accepted that health and development are intricately related. Poverty can lead to poor health and 
converselyy the absence of health is a major obstacle to attaining an acceptable level of well-being (which 
iss the mirror image of poverty as we defined in the previous section). However, health may improve 
withoutt significant increases in Gross Domestic Product (GDP) or per capita income, if the distribution 
off  GDP and national wealth is more equal across the population and consistent policies ensure access over 
aa long period of time to basic amenities, such as education and soundly organised health services. In a 
numberr of countries in the South, strategies were implemented that aimed at encouraging households and 
communitiess to participate in the management of their own uplift. Such policies not only resulted in a 
moree equitable provision of social services, but at the same time in higher quality human capital and 
householdd capacities to deal with developmental problems. The latter included appropriate treatment and 
preventionn of illnesses thereby reducing direct and indirect health care costs. 

Programmess aiming at improving access to health care should thus be embedded in a 
government-ledd consistent and comprehensive policy of poverty reduction. Gunatilleke (Gunatilleke, 
1994)) notes that programmes appearing to be most successful in reducing deprivation, are those able to 
deall  simultaneously with all the major conditions of deprivation - low income, poor health, high fertility 
andd overall and female illiteracy, but that the path to poverty alleviation and higher well-being varies 
significantlyy among countries dependent upon their characteristics in the key development areas indicated 
above.. He also stresses that ill-health becomes a problem of survival in households in extreme poverty. 
Therefore,, for the hard-core poor, special attention wil l have to be focussed on issues of access to, use 
andd financing of health care services in particular. 

1.1.31.1.3 The role  of  health  systems  development 

Thee functioning of health care systems in developing countries that suffered from the severe 
economicc crisis during the past decades, has been severely affected by reductions in government 
spending.. Concurrently, the deteriorating public health services were parallelled by, and their few 
remainingg resources re-channelled to, selected so-called cost-effective and therefore priority health 
interventions.. This interference disregarded the holistic approach to health and health care organisation 
ass social goods in the Primary Health Care (PHC) promoted by WHO and UNICEF since the 1978 Alma 
Ataa Declaration. 

Anotherr response to shrinking budgets for the public health sector was to make populations more 
financiallyfinancially responsible for health care use. However, it has been shown that the introduction of user fees, 
especiallyy of flat fees-for-service, had adverse effects on demand by the poorer sections of the population 
unlesss they were protected by exemption mechanisms (McPake B., 1993). Such exemption mechanisms 
simultaneouslyy result in excluding the poor from participating in the management of health services by 
thee people, thus reinforcing their feeling of being excluded and not respected. The adverse effects of fees 
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onn the demand for  services may nonetheless be mitigated, if revenue from fees is used to improve the 
qualityy of service delivery (Litvack J., Bodard C, 1993), or  if fees are lower  than what people would 
otherwisee pay in the private sectors. One should also consider  that the poor  are already paying 'unofficial 
fees''  to government services, or  were spending money on traditional medicine, direct purchase of 
medicine,, etc.(Abel-Smith B., Rawal P., 1992). 

AA greater  emphasis on the own responsibility of populations for  their  own health and health care 
wass a cornerstone of the Alma Ata Conference and situated within a framework of decentralised decision-
makingg to improve on equity, accountability, and responsiveness to local needs. In many developing 
countries,, decentralisation remains a largely political issue pressurised by lobbies with conflicting 
interestss (Collins C, Green A., 1994). Decentralisation may exacerbate existing inequalities if the central 
governmentt  is unable to ensure equitable distributio n of human and other  resources. 

Thee challenge for  health decision-makers and health professionals in poverty eradication through 
healthh systems development is fourfold. Firstly , to actively participate in the creation of an informed, 
supportivee and enabling environment for  the pursuit of health for  all. Secondly, to ensure that people are 
empoweredd to manage together  their  health care facilities at the community-level, irrespective of 
poverty/wealthh status. Thirdly , to develop health systems that ensure access for  all to health care through 
functionall  community-based health facilities that are linked up with referral facilities. Fourthly , to create 
aa permanent special focus on opportunities to improve the health status of the poorest and most vulnerable 
groupss of populations in general and to improve their  access to and use of health services in particular . 
'Solidarity ''  among sub-groups in society is at the root of health systems that are capable of catering 
equallyy for  the needs of all, including the vulnerable, such as the poor, children and women. Fifthly , 
lastingg health status improvements in those groups could be supported if other  development sectors put 
povertyy reduction high on their  policy agendas and if a multi-disciplinar y and inter-sectoral approach to 
povertyy reduction is promoted. In conclusion, health systems development as specified here, is intended 
too succeed where previous efforts failed. 

1.22 Growin g internationa l interes t in citie s and the urba n poo r in developin g countrie s 
inn genera l and Banglades h in particula r 

Inn developing countries in general, and in Bangladesh in particular , attention is increasingly 
drawnn to the problems of the urban poor. Although the development of the cities are contributin g to 
substantiall  increases in economic output, there are many problems caused by the demographic explosion 
off  the cities. These include overcrowding, with consequent extremely poor  living conditions for  the 
lowestt  socio-economic sections of the urban population clustered in settlements known as 'slums' (Urban 
Healthh Extension Project, 1993). Additionally , there is the emergence of violence, and problems faced 
byy governments and other  bodies in attempting to meet growing demands of urban dwellers for  social 
services,, such as health care. Consequently, the sustainability of urban health services is at stake. Crucial 
elementss of sustainability concern the sources and mechanisms of financing. Of equal concern is the 
effectt  of financing on equity, which can be broadly defined as equal utilisation and access for  equal need 
(thatt  means, horizontal equity in utilisation), coupled with payment according to ability to pay (which is 
verticall  equity in payment) (Gilson L., 1988; Carri n G. et al., 1993; Van Doorslaer  E. et al., 1993; Gilson 
L.,, Mill s A., 1995). Moreover, government revenues are more and more under  strain (Abel-Smith B., 
1986)) and new ways for  cost recovery, including user  fees have been explored (World Bank, 1987; 
McPakee B., 1993). The public debate in Bangladesh on a comprehensive health policy framework for 
urbann areas, including financing sources and mechanisms, has gained momentum in the past few years. 
Beforee such policies can be developed, it is necessary to assess first  the current pattern of use of and 
paymentt  for  health care (Gilson L., 1988; Akin et al., 1986). Research findings in many developing 
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countriess suggest that people spend money almost exclusively on curative care. Because of the existence 
off  externalities and the acceptance that it is better to prevent than to cure, preventive health services are 
deliveredd free of charge (leaving only transport and time cost to its users). Illness may not only result in 
considerablee treatment costs, but also in substantial loss of household income as a consequence of the 
incomee earner's illness, expressed in travel and waiting time and days of disability or incapacity. 

Fromm a national perspective, governments allocate, particularly in urban areas, large proportions 
off  the national health budget to curative care delivery in big (teaching) hospitals (Barnum H., Kutzin J., 
1993).. In Bangladesh, it is not known to what extent resources are used in a rational and equitable way. 
Inn this context, Akin et al. (Akin J. et al., 1986) state that in order to assess the demand for health care, 
andd before establishing a programme of community-financing, one needs a clear understanding of such 
questionss on health care seeking, as 'who uses which type of health care, and where'. 

Sincee the independence of Bangladesh in 1971, its rural population has received much more 
attentionn from policy makers and donors than its urban counterpart. A variety of facts and beliefs account 
forr this situation. For instance, there is the fact that the majority of the population continues to live in rural 
areass (although with the recent reclassification of rural and urban areas, the urban portion has dramatically 
increasedd to about 20 to 25% of the total population (Islam N., 1995). Secondly, it is recognised that rural 
peoplee have a much lower overall socio-economic and health status, and finally, it was believed that while 
developingg the rural areas, rural-urban migration would be discouraged. Therefore, in the past 25 years, 
manyy government and non-government initiatives have been developed in all possible development 
domainss in an attempt to uplift the lot of rural communities. In the health domain, these include the 
establishmentt of a public health infrastructure up to the first referral level (higher levels were already 
existing),, and some initiatives to involve people in health care organisation and management, such as 
healthh insurance schemes and income generating projects to address poverty alleviation. Unfortunately, 
thesee projects and initiatives could not eradicate rural poverty, nor reverse the long existing relationships 
betweenn a handful of powerful families and the majority of people living in almost total dependency on 
thee former. In fact, over the years, the situation has worsened with more and more families becoming 
functionallyy landless and thus poorer. This prompted them to leave rural life in an attempt to find a better 
sociall  and economic living in urban areas with their ever growing job opportunities. Consequently, 
particularlyy during the past decade, the cities in Bangladesh, and more specifically its capital Dhaka, have 
experiencedd an unprecedented population growth. In the future, this process is likely to continue and 
intensifyy (Mouchiraud A., 1996). Dhaka - believed to be one of the fastest growing cities in the world, 
withh an annual crude growth rate of about 5% (Islam N., 1995) (of which about 40% is due to in-
migration)) -, is well underway to become by 2015 the ninth biggest city in the world with almost 20 
millionn inhabitants (UNFPA, 1996). 

Forr the past few years, policy-makers and concerned citizens of the country have started to pay 
moree attention to the cities in an attempt to cope with the growth of the urban populations for which the 
provisionn of social services has difficulty keeping pace. For instance, since 1995, regular Round Tables 
andd discussion meetings are organised by leading newspapers, non-government organisations, and 
teachingg institutions on the management of Dhaka-City, with opinion leaders from civil society, 
government,, and in international institutions, such as the World Bank and the Asian Development Bank. 
Despitee this increased awareness about the situation of the cities, there is - compared to the rural areas -
onlyy scant data available on how urban dwellers cope with day-to-day problems, such as illness, and how 
itt affects individuals, families and the (urban) society at large. 

Ass mentioned above, in-migration - while accounting for an important portion of the urban 
populationn growth - is in the vast majority, characterised by the influx of poor peasants looking for 
opportunitiess for improvement of livelihood or survival in the cities. They settle almost invariably in areas 
withh very poor living conditions. It is now recognized that the urban poor are among the country's worst-
offf  in terms of health and access to basic amenities, such as health care. At the same time, there is 
growingg concern about a possible spill-over of the effects of low health and sanitary situations in the poor 
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areass of the city into the city population at large. Previously considered by their  better-off fellow-citizens 
ass a nuisance for  the smooth functioning of the city, the urban poor  are currently increasingly considered 
ass indispensable contributor s to city-lif e in the informal economy (e.g. as domestic personnel) or  as 
workerss in growing industrial and commercial activities, such as the garment industry. Solving the 
problemss of the urban poor  has been recognized by the vast majorit y of participants to the Round Tables 
andd meetings as one of the prime issues, if there is to be development for  all in Dhaka-City, or  indeed in 
otherr  mega-cities in the developing world. This increasing awareness of the role of poor  city dwellers in 
thee socio-economic performance of the city coupled with the need to address the problems confronting 
thiss section of the population is by no means particular  to Bangladesh. More and more national and 
internationall  bodies emphasize that attention should be paid to this issue. In the words of UNFPA 
Executivee Director  Dr. Nafis Sadik: "Th e cities remain the centres for  economic and social development. 
Butt  it is also true that in developing countries some 600 million of today's 1.7 billion urban residents do 
nott  have the means to meet their  basic needs for  shelter, water  and health. Poverty is a direct and growing 
threatt  to the urban future"  (Sadik N., 1996). 

Thee study reported here, not only aims at providing a better  insight into who uses which type of 
healthh care and where in the slum population, but also into the reasons why one type of health care is 
preferredd above another, and into the costs of illness and how slum people cope with such costs. 

Itt  is expected that the findings of this study wil l feed into the current public debate on the 
developmentt  of a comprehensive urban health policy. It intends to shed light on health care user 
expendituree and health seeking behaviour  in the case of illness of the largest socio-economically 
vulnerablee sub-group in the city, namely the slum residents. Curative care responds to the direct suffering 
off  people. This is a basis for  close interaction between the sick person, his/her  family and the health care 
provider::  if carried out in an empathie, holistic and rational way, it represents a strong basis for  the 
buildin gg of a relationship of trust between the provider  and the patient and her/his family, or  broader 
betweenn the community and the health care system. Such a relationship would enable the health care 
systemm to (1) increase community awareness for  preventive measures against future suffering, (2) 
effectivelyy implement such measures, and (3) establish a system of care in which responsibilities for  the 
patientt  are optimized. 


