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THEE SETTING 

2.1.. Bangladesh: an overview7 

Bangladeshh gained independence from Pakistan in 1971 after a bloody freedom fight in which 
itt was substantially supported by India. After the partition in 1947 from the British it was named East-
Pakistann and in one politico-administrative union with West-Pakistan. The latter dominated East-Pakistan 
politically,, militarily, economically and socially, although East-Pakistan was more populous. As soon as 
West-Pakistann started to impose its language, Urdu, in East-Pakistan, a movement started to preserve 
Bengali,, the language of East-Pakistan, which ultimately evolved in claims for more social and economic 
autonomy.. The overwhelming victory of the Awami League, the political party of East-Pakistan, in the 
19700 elections did not yield the premiership for the leader of the party, Sheikh Mujibur Rahman. This was 
duee to the opposition from the West-Pakistani leadership. In a reaction to this stand, East-Pakistan entered 
intoo a mass uproar and an outright civil war, until the West-Pakistani forces surrendered late 1971. 

2.1.12.1.1 Land, water and climate 

Bangladeshh is in more than one respect a unique country. Most of it lies within the broad delta 
formedd by the Ganges river coming from India and the Brahmaputra river originating from the high 
plateauss of Tibet. It is extremely flat and low-lying, and annually flooded over most of its surface during 
thee hot and humid monsoon rainy season, resulting in deposits of much fertile, alluvial soil. Bangladesh 
regularlyy experiences floods that are devastating if monsoon rainfall is very intense or combined with 
increasedd ice melting in the Himalayas or other climatological phenomena. The country also experiences 
cycloness from the Bay of Bengal which can be associated with tidal waves and cause great damage, 
includingg the loss of up to several hundreds of thousands of lives in the coastal areas. 

2.1.22.1.2 Demographic and socio-cultural characteristics 

Bangladeshh with its estimated population of 120 million is the world's eighth most populous 
country.. Its average density of about 800 inhabitants per sq km is much higher than of any other country, 
exceptt city-states such as Singapore or Hongkong. Less than 25% of the population reportedly lives in 
areass classified as urban centres. The four biggest cities are Dhaka, the capital (3.4 million inhabitants 
inn 19912), Chittagong, the main port in the South (1.5 million inhabitants), Khulna, an industrial city of 
mainlyy small enterprises (546 thousand inhabitants), and Rajshahi (300 thousand inhabitants). The 
populationn is predominantly young -typical for developing countries - with about 45% being under the 
agee of 15, and only 3% being 65 or above. Life expectancy was in 1991 estimated at 51 years. It is lower 

Mostt of the general information from the Encarta 98 Encyclopaedia. 
Alll  demographic figures according to the official 1991 National Census, Bangladesh Bureau of Statistics, 1994. 
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forr females than for males, an unusual phenomenon, which is attributed to the low socio-cultural and 
economicc status of women in the Bengali society. 

Thee vast majority of the inhabitants are Bengalis from Indo-Aryan origin who started immigration 
thousandss of years ago and mixed with indigenous groups. There are a number of ethnic minorities mostly 
originatingg from the Tibeto-Mongolian plateaus and Biharis who migrated from the region of Bihar in 
Indiaa after the partition of the Indian sub-continent in 1947. Eighty-five percent of the Bangladeshi 
populationn is Moslem, while Hindus constitute most of the remainder. The country has small communities 
off  a few hundred thousand Buddhists, Christians and animists. Particularly the Christians run important 
educationall  institutions at primary and secondary level where many of the elite received schooling. 
Overalll  literacy rates are very low, about 38%, and among females only 26% (UNICEF, 1998). Although 
thee number of schools has substantially increased since independence, school attendance is poor and the 
percentagee drop-outs considerable. The Bangladesh Rural Advancement Committee, one of the biggest 
non-governmentt organisations in the developing world, provides informal primary education in over 
30,0000 small rural schools for children who dropped out with the aim to re-integrate them in the formal 
system. . 

2.1.32.1.3 Economic characteristics (Instituto del Tercer Mundo, 1999; World Bank, 1998) 

Withh a Gross National Product (GNP) of USDollar (US$) 260 per capita, Bangladesh is 
categorisedd as a low-income country. Low-quality coal and natural gas are the only natural resources. 
Bangladeshh is still a predominantly rural society with agriculture accounting for about half of the GDP 
comparedd to 10% from manufacturing and about 6% for fishing. The main food crop is rice (reduced from 
overr 7000 varieties to a few during the 'Green Revolution' in the 1970s and 1980s) and the main cash 
cropp is jute. The food dependency was in 1992 14% (down from 23% at independence). In the past fifteen 
yearss there has been an explosion in the garment and textile industry in a number of urban and 
industrializedd areas. About 1.5 million people - of whom over 80% are women - are believed to work in 
thee sector. In Dhaka-City alone, an estimated 700,000 women are employed in this growing industry 
sector. . 

2.1.42.1.4 Politico-administrative features 

Bangladeshh currently has a parliamentary democracy with a uni-cameral parliament of 300 
memberss that is elected every 4 years. Administratively, the country was subdivided in 1993/4 into 4 
divisionss (each about 30 million inhabitants), 64 districts (each about 2 million inhabitants), about 489 
thanass (on average 250,000 inhabitants each), and 4,500 Unions (about 25,000 inhabitants per union). The 
Unionn and the Thana are governed by elected bodies. 

2.1.52.1.5 Health characteristics 

Bangladeshh is one of few countries where cholera is still endemic. Its incidence is the lowest 
duringg the winter (November to February) and peaks during the changing of seasons, i.e. March to May, 
and,, September to November. For the remainder the illness pattern shows all the characteristics of a 
developingg country: communicable disease largely predominate and there are signs of epidemiological 
transitionn mainly in the better-off sub-groups of the population. Critical health indicators (Table 2.1.a), 
suchh as maternal mortality ratio, infant mortality rate and childhood mortality are still high; the maternal 
mortalityy is among the highest in the world (Ministry of Health and Family Welfare, 1998). Morbidity 
andd mortality are still largely dominated by infectious and other communicable diseases; disparities 
betweenn females and males and urban and rural areas are observed. There is evidence that mortality rates 
amongg infants in slums is twice as high as in non-slum areas (Table 2.1.b) (MCH-FP Extension Project 
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(Urban),, 1996). In the past two decades some improvements have been observed through specific 
interventions.. Particularly the Family Planning activities, often presented as a success story (International 
Conferencee on Population, 1992), have given rise to hope that Bangladesh may get out of the 
'demographicc trap'(King M., 1993) in the next decades. 

Tablee 2.1.a: Bangladesh: health indicators 

Indicator r 

Infantt mortality rate 
(perr 1000 live-births) 

Childd mortality rate 
(perr 1000 live-births) 

Maternall Mortality ratio 
(perr 100,000 live-births) 

Country y 

90 0 

40 0 

650 0 

Location n 

Rural l 

91.2 2 

43.7 7 

Urban n 

72.7 7 

25.3 3 

--

Gender r 

Male e 

95 5 

36.9 9 

Female e 

84.2 2 

47.0 0 

--

Tablee 2.1.b: Health indicators in urban Bangladesh 

Indicator r 

Neonatall mortality rate 
(perr 100 live-births 

Post-neonatall mortality 
ratee (per 100 live-births) 

Non-slum m 

34 4 

29 9 

Slum m 

88 8 

50 0 

2.1.62.1.6 Health care delivery in Bangladesh 

Bangladeshh embraced - as many developing countries did at their independence - an official 
policyy to ensure access for all citizens to health care. In the 1970's, its Ministry of Health, like in some 
otherr low-income countries, was subdivided under donor pressure into two wings, which since then have 
operatedd completely separately, from top to grass-roots level (Chowdhury Z., 1977). These wings are the 
Familyy Welfare' wing that, besides family planning services, also delivers Mother and Child Health 
services,, and the 'Health' wing, which is in charge of all other health services. The Family Welfare wing 
iss heavily subsidised by bi- and multilateral donors, and is therefore more organised and pro-active in its 
operations.. Vested interests and the imbalance in resource efficiency (i.e. availability and use) between 
bothh the wings are among the impediments to smooth coordination and/or integration of their activities. 
However,, the government is currently in a process of 'unifying' the health infrastructure of the two wings 
att than a level and below. This process was initiated as a prerequisite for the implementation of the fifth 
Healthh and Population Project, co-funded by a consortium of donors led by the World Bank. A high-
poweredd committee of national experts prepared a policy document on the matter after broad consultations 
off  all the partners involved. 

Inn the sixties and the seventies, family planning activities began to emerge as the main focus in 
healthh care delivery, the eighties saw the introduction of the Mother and Child Health services, which was 
duringg the nineties modified into separate programmes for reproductive health and for child health. All 
thesee changes in Bangladesh's health agenda were in fact induced by changes in the global health agenda 
andd heavily influenced by international agencies. 

Sincee the end of the seventies, Bangladesh initiated, assisted by a donor consortium also led by 
thee World Bank, an important long-term project to provide each Thana with a small hospital of 31 beds. 
Thiss project has been followed up by another one for building up or renovating Union-level Health 
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Subcentres.. It has been shown that rural public health care is only marginally used by the rural population 
att large (Griffin C, 1989). This is associated with epidemiological factors of disease distribution, socio-
culturall  factors, such as female mobility and education, knowledge of providers, and aspects of care 
delivery,, such as (perceived and technical) quality of service delivery (provider-patient communication, 
irregularr and/or insufficient supplies, periodical absence of (mainly) doctors, under-motivated staff 
consideringconsidering themselves being underpaid), lack of proper supervision, top- down management (e.g. fees 
leviedd at hospitals go straight to the national treasury), the functional split between 'health' and 'family 
planning'' personnel, and absence of community involvement in the functioning of the system (Bangladesh 
Rurall  Advancement Committee, 1990). 
Inn the urban areas, the public health care infrastructure has largely remained dependent upon the big 
(teaching)) hospitals. Community-based family planning and some mother and child health services (static 
andd doorstep) have been set up under the 'Family Planning' wing of the Ministry. An Asian Development 
Bankk project is to be started up for the establishment of wardJ-based Health Centres under the Local 
Governmentss of the four main cities in Bangladesh. 

Bangladeshh has made access for all (including the poor) to health care of an acceptable quality 
aa constitutional right. This is expressed among others by: 
-- the existence of a substantial publicly owned and managed health care infrastructure; 
-- no user fees for preventive care, as it is considered a public good; 
-- only nominal, low user fees for curative care (and only at levels of care higher than the Thana level). 

AA landmark in the development of a health policy in Bangladesh was the adoption of an Essential 
Drugss Policy in 1982, for which it received international recognition, but was also put under pressure by 
others,, particularly by a number of developed countries and their influential lobbies of pharmaceutical 
multinationalss (Tiranti D.J., 1986; Chowdhury Z., 1996). 

2.22 Slums in developing countries 

Manyy cities in developing countries have areas where people live in conditions of great poverty 
andd deprivation. As D. Albala puts it : 'these areas are obvious for the most casual observer' (Albala D., 
1987).. They are so particular that they are indicated with specific terms in most parts of the developing 
world:: 'favelas' in Brazil, 'bidonvilles' in french-speaking countries, 'slums', 'shanty towns' or 'squatter 
settlements'' in anglophone parts, or 'katchi abadi' in Karachi, Pakistan, and 'bastees' in India and 
Bangladesh.. Bastee, literally termed 'basati', means settlement. 

However,, there may exist substantial differences in the environmental conditions and consequent 
healthhealth outcomes among slum areas, even in the same city (Bapat M., Crook N., 1989). The particularly 
loww socio-economic conditions of slums do not prevent their dwellers from attempting to improve their 
situation.. Local community initiatives of self-help and advocacy, coupled with local government 
involvement,, may result in sustainable improvements, not only in the infrastructure, such as roads and 
drainagee systems, but also in the self-esteem of slum dwellers and their general living conditions or health 
statuss (Aksoylu Y., 1985; Nientied P et al., 1982; UNICEF, 1984; Alaska Beach Residents Association, 
1977;; Rossi-Espagnet A., 1983). Conversely, the positive outcome of slum upgrading projects may be 
jeopardisedd by too much top-down planning, rivalries and conflicts among groups within the slum, the 

AA ward in urban areas covers from 20,000 to 50,000 inhabitants. 
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frequentt negative interference by slum leaders, extremely high population density, lack of land and a land 
tenuree system (Faerstein E., 1989; de Wit J., 1985). 

Whilee in the 1960s and 1970s, government efforts largely concentrated in subsidizing low-cost 
publicc housing, sanitation and water supply, policy was reoriented in the 1980s to multi-sectoral slum 
upgradingg projects, integrating infrastructural work and improvements in housing with social programmes 
inn education and health care (Harpham T\, Stephens C, 1984). Recently, emphasis has been given to link 
healthh and social policy in a city-wide planning effort. It focuses not only on building of improved social 
integrationn through decreasing socio-economic inequalities, but also on the huge disparity obvious in the 
variouss patterns of consumption and it recognises the need for sharing resources among poorer and better-
offf  sub-groups (Harpham T., Blue I., 1994). 

2.33 Slums and slum residents in Dhaka-City 

Ass indicated above, the total population of Dhaka was estimated at about 4 million in 1994. In 
1993,, the city was subdivided in 14 thanas/ A slum survey conducted in 1991 by the Urban Health 
Extensionn Project of the International Centre for Diarrhoeal Disease Research and the Centre for Urban 
Studiess at Dhaka University (Urban FP/MCH Working Paper Series, 1993), identified 2,156 slums with 
aboutt 718,000 inhabitants (Table 2). The population was estimated at slum level, not at individual 
householdd level; rechecking of the data collected on a 10% sub-sample resulted in an estimated under-
reportingg of around 25 %5. About 75% of them were located on private land, 23% on government and 
semi-governmentt land, and 2% on land owned by various non-governmental organisations. It should be 
notedd that each of the two main types had about the same number of inhabitants resulting in the private 
slumss being substantially smaller than the public/semi-public ones. Occupation of land is in many 
instancess illegal, particularly on public land. The survey further revealed that slum settlements in Dhaka-
Cityy are distributed in a highly fragmented way, as may be observed from Map 1, produced by the 
researchh team of the 1991 slum survey. However, more than 50% of the total recorded number of 
householdss and population were located in only three thanas, i.e. Mohammadpur, Lalbagh and Mirpur. 
(seee Table 2.2). Almost 75% of slums are small, consisting of 10 to 40 households, while only 5% of the 
slumss have more than 200 households, with some having several thousand households. 

Forr this slum survey the ICDDR,B's Urban Health Extension Project and the Centre for Urban 
Studiess of Dhaka University used the following working definition, which we adopted as well: 

"Settlements/areass of very high gross area density (over 300 persons/acre) and high 
roomm crowding (3 or more adults per room), poor housing, inadequate water supply, poor 
seweragee and drainage facilities, little or no paved streets, irregular clearance of 
garbage,, insufficient or absence of street lights, and little or no access to gas facility." 
AA computerised database of the 1991 slum survey was set up. This database was used in our study 
ass the sampling frame. 

Att the year of investigation (i.e. 1993), there were only 14 thanas. The Mirpur thana has since then been split up in a Northern 
andd Southern Thana. A Thana in Dhaka-City covers on average about 280,000 to 300,000 inhabitants. 

Thee adjustment with 25% brings the total number of slum dwellers from the 1991 slum survey to almost one million, or about 
one-fourthh of the total urban population. The 1991 slum survey data - the only population database available on the slums in 
Dhakaa - excludedd the floating population (which is usually also excluded from National Census) and 'non-slum households', 
definedd as a household living within slum areas, but using its own latrine and water source. 
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Tablee 2.2: Number of slums, estimated number of slum population 
andd households per slum by Thana in Dhaka-City 

(accordingg to the 1991 Slum Survey) 

Thana a 

Uttara a 
Gulshan n 
Cantonment t 
Mirpur r 
Mohammadpur r 
Tejgoan n 
Ramna a 
Motijheel l 
Sabujbagh h 
Demra a 
Sutrapur r 
Kotwali i 
Lalbagh h 
Dhanmondi i 

Total l 

No. . 
slums s 

71 1 
138 8 
65 5 

354 4 
156 6 
151 1 
95 5 
61 1 

230 0 
277 7 
211 1 
57 7 
193 3 
97 7 

2,156 6 

population n 
(103)) (%) 

99 1.3 
366 5.0 
177 2.4 
1266 17.5 
1700 23.7 
400 5.6 
344 4.7 
177 2.4 
422 5.8 
555 7.7 
544 7.5 
155 2.1 
822 11.4 
211 2.9 

7188 100 

Averagee No. HH6/ 
pop/slumm slum 

1277 23.1 
2611 47.5 
2622 47.6 
3566 64.7 

1,0900 118.2 
2655 48.2 
3588 65.1 
2799 50.7 
1833 33.3 
1999 36.2 
2566 46.5 
2633 47.8 
425425 77.3 
2166 39.3 

3333 58.6 

Inn 1988, the population density of slum areas in Dhaka-City was estimated at over 300 people per 
acree with three or more adults per room (Islam N., 1988). This rose to over 900 in the above mentioned 
19911 slum survey, and in some bastees it may be up to 2000-2500 persons per acre (Islam N., 1996). Islam 
andd Zeitlyn indicate that there may be an inverse relationship between population density and rents per 
unitt of floor space (Islam F., Zeitlyn S., 1987). The urban poor population also includes "floating people" 
scatteredd on the pavement, alongside settlements on private land and government land, and refugee camps. 

Kinshipp and geographical origin are the bases for strong networks among slum dwellers, 
particularlyy during the time of initial settlement including the times when they are getting a job (Afsar R., 
1991).. The traditional power structure is based on the bastee landlord who may himself be an illegal 
occupierr when living on public land. He is protected and assisted by his musclemen, called mastans7 who 
makee their living by extorting money out of tenant dwellers. The latter are almost powerless, because 
policee forces in many of these cases ignore the mastans'activities. At times they even collaborate with 
thee mastans when the latter make false charges to subdue tenant dwellers. Only self-help group 
formations,, motivated by non-government organisations or otherwise, may provide tenant slum dwellers 
withh the strength and power to counteract the extortions and threats made by mastans. Theft and addiction 
too drugs, alcohol and gambling are common in urban slums. The worst crimes, but less frequently 
mentioned,, are murders and housewives being subjected to physical and mental violence by husbands and 
otherr male household members (WEPP/UVP Study Team and Naripokkho Study Team, 1993). 
Prostitution,, often a consequence of rural poverty, is common among poor slum women under its various 
formss of street and park walking prostitutes and brothel prostitution (Blanchet T., 1996). 

Islamm et al. indicate that most slum dwellers find employment in the informal or semi-formal 
sectorr that accounts for about 65% of all employment in Dhaka. The main occupation categories in the 
slumss include manual labour (such as on construction sites)(16%), transport workers (such as rickshaw 
pullers)(14%),, small business and street trading (12%), domestic and other services (10%), and, in the 
formall  sector low-level office work (13%) and factory work (6%). Much of this is on an irregular or daily 

HHH = household. 
MastanMastan - in Bengali literally means a strong and powerful person in the society. The term used to indicate a person who has 

speciall  spiritual gifts and healing power. Nowadays it is associated with persons who earn their living by means of unlawful 
activities. . 
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basiss (Islam N. et al., 1990). A study by Razzaq et al. reveals that only about 20% of children attend 
school,, while the others remain at home or are often relegated to streets as the consequence of household 
violencee and disruption, or simply to find some supplement to the meager household income (Razzaq A. 
etal.,, 1991). 

Sanitationn in the slums is appallingly poor with more than 90% of the families sharing latrines 
(mostlyy makeshift latrines) and 26% defaecating in open spaces. This situation is further aggravated by 
openn sewerage without a system for drainage facilities for surface water and the almost total absence of 
organisedd rubbish clearing facilities with families leaving their rubbish on the ground or the roads (Islam 
N.,, 1990; Naripokkho, 1991). Water connections are almost always absent in illegal slums, unless the 
connectionss themselves have been made unlawfully. Even if connections are there, in many slums there 
iss not sufficient water for all. There is no wonder that in such circumstances the health status of the slum 
populationn is very low, as was illustrated earlier. 

2.44 Health care delivery in Dhaka-City 

Healthh care provision in Dhaka-City has hardly changed from the situation in 1993/1994, the 
periodd that our study was conducted in the field. A broad range of health care alternatives are available 
inn Dhaka-City: modern private, public and non-government care, traditional healers under various forms, 
andd home-care. Over the past decade, a virtually unregulated boom of not-for-profit and for-profit private 
healthh care has been observed : from community-based services, such as pharmacies, lower-level health 
workerss and general practitioners, to clinics and hospitals. This evolution is in response to a constantly 
increasingg demand from the ever growing urban population. A 1992 report (Ali A.M., 1992) and a survey 
conductedd in 1993 (Desmet M., 1993) on the presence of modern and other providers in Dhaka-City 
revealedd a total figure of modern and other health care providers for curative care of over 13,000 for 
Dhaka-Cityy (Table 2.3), with the number of pharmacies estimated at about 5,500 and a similar number 
off  private-for-profit general practitioners. Less than half the pharmacies and about 64% of the general 
practitionerss were registered.* 

PharmaciesPharmacies are located almost literally at every street corner. They sell a wide variety of drugs, 
butt also surgical supplies such as needles, suture thread, bandages, as well as intravenous fluids and 
vaccines.. This is because in many hospitals, particularly the public ones, patients and their families are 
obligedd to provide almost all necessary drugs and minor medical supplies from the private market. 

GeneralGeneral practitioners are often attached to a pharmacy, a relationship that benefits both the 
pharmacyy owner/drug seller and the practitioner. The drug seller often acts as a 'consultant' and may 
suggestt that the patient see the doctor when he judges the patient needs it. In turn, the pharmacist may 
expectt higher profits from sales thanks to the attraction exerted by the presence of the doctor and the 
prescriptionss he makes. Consequently, over-prescribing drugs is a common practice by many Bangladeshi 
doctors,, that the Bangladeshi Essential Drugs Policy is unable to overcome (Bennish M., 1987). Not only 
doctors,, but also the pharmacists prescribe and sell unnecessary and inappropriate drugs (Mookherji S. 
ett al., 1996; Tomson G., Sterky G., 1986). Moreover, there is also over-prescribing of diagnostic tests. 
Onee reason for this, besides the expectation pattern from the patient to be 'tested', is the common practice 

Registrationn is in principle compulsory, but not done by many pharmacies. Lack of enforcement of registration and the duty 
too abide by regulations that restrict practice when registering, are responsible for low registration rates. In contrast, all general 
practitionerss (and all other types of medical doctors) do register for the first time, as it is a requirement to start to practice, after 
havingg completed training. Many of them do not renew their registration, because of lack of proper follow-up, and of the 
administrativee and financial implications for obtaining renewal of registration. 



1-15 5 

off  providing a commission by diagnostic centres of 20 to 40% to doctors on the bills paid by diagnostic 
testtest referrals (Khan M., 1996). 

Tablee 2.3: Health care providers in Dhaka-City 

Typee of health care provider 

Pharmacies s 
Generall practitioners (private-for-profit) 
Non-governmentt health centres 
Privatee clinics & hospitals 
Dentall chambers 
Diagnosticc centres 
Publicc facilities 

-dispensaries s 
-hospitals s 

Traditionall healers 
-kobiraj,, Unani, Ayurvedic 
-spirituall healers 

Homeopathh chambers 

Total l 

Number r 

5,500 0 
5,500 0 

138 8 
215 5 
192 2 
236 6 

20 0 
42 2 

172 2 
160 0 
838 8 

13013 3 

PrivatePrivate clinics are also present in the city, but are more concentrated in richer areas: they provide 
specialistt outpatient and inpatient services and some of them surgical interventions. They have only a 
limitedd bed capacity. Usually, a clinic is considered 'big' when it has more than 20 beds. 

Non-governmentNon-government not-for-profit health facilities are concentrated in the poorer urban areas. Their 
servicee package typically comprises of (some) mother and child health care (curative activities, such as 
distributionn of ORS packages or simple treatment of common diseases, besides educational and 
counselingg activities) and/or family planning, the latter often being the main target. Services are provided 
inn many instances at the doorstep for family planning and preventive care, and in fixed centres for 
curativee care. Some of these organisations have been experimenting with volunteers, who can provide 
aa first link to health care not only for selected curative care, but also for health education and referral 
(LastonS.L.. etal., 1993). 

Thee Family Planning wing of the Ministry of Health has a network of doorstep family planning 
andd some mother and child health services delivered by 66 health care workers. Other healthh care at the 
doorstepp is delivered by one health worker per ward (covering about 50,000 inhabitants), dependent upon 
thee local government, the Dhaka City Corporation. Besides this, there are 20 or so local government-run 
dispensariesdispensaries and medical centres, and a clinic of the Expanded Programme of Immunization in each ward 
forr outpatients. 

Theree is a range of big to very big public and private hospitals. The big ones are concentrated in 
aa few areas of the city : in the southeastern and central parts. The biggest hospitals, having considerable 
outpatientt departments, are three public teaching hospitals located near to each other in the central part 
off  the city, namely the Institute of Post-Graduate Medical Research (nowadays converted into the 
Bangabandhuu Sheikh Mujib Medical University) with a total bed capacity of nearly 1,000, the Dhaka 
Medicall  College Hospital with a capacity of about 850 beds, and the Sir Salimullah Hospital with several 
hundredss of beds. A number of hospitals are semi-autonomous and cover a range of specialised care, such 
ass paediatrics, orthopaedics, chest diseases, cancer, and ophthalmology, the biggest of which also have 
severall  hundreds of beds. Besides, there is a limited number of non-government hospitals of which the 
hospitall  of the Bangladesh Institute of Research and Rehabilitation in Diabetes, Endocrine and Metabolic 
Disorderss is the biggest with 700 beds. It is located in front of the Bangabandhu Medical University. 
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Thee urban public hospitals and local-government run facilities suffer from the same deficiencies 
inn quality of service delivery as those mentioned above for the whole of the public health care delivery 
services. . 

Theree are another three provider categories operating in the urban areas : unqualified modern 
practitioners,practitioners, homeopathy, and traditional healers. The first category (also called 'quacks') are partially 
trainedd or untrained practitioners who use modern treatment methods. They practice everywhere in the 
city,, and perform at times home visits in search of patients. 

HomeopathyHomeopathy has a long tradition in Bangladesh, and has a reputation to be particularly 
appropriatee for children (because the dilutions used as treatment are not considered to be aggressive or 
harmfull  for children compared to 'western' drugs) and for adult illnesses that are only symptomatically 
treatedd by modern medicine, such as asthma and cancer. The latter and other illness categories are also 
treatedd by traditional healers. 

Finally,, there is a variety of home-remedies, i.e. application of body care and intake of proper 
food.. Or the patient and/or her/his family may not take action to treat the illness and 'wait and see' its 
progress. . 


