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INTRODUCTION

1.1 Nature of the D iseaseะ

Diarrhoea i s  both an epidemic and endemic d isease in Bangladesh. I t  is  a lso  an economic burden in the country. Annual 
average diarrhoeal incidence rate in  Bangladesh i s  3.5 episodes per 
ch ild  per year and 260,000 children die every year from diarrhoea in 
Bangladesh. The cost incurred by p a t ie n t's  and the community in 
providing control and care is  very important for the country (BRAG, 1993).

Loose or watery frequent movement of the bowels i s  ca lled  diarrhoea. Even one big volume of loose motion can be defined as 
diarrhoea. Generally, during diarrhoea, p atien t lo ss  more flu id  through 
sto o l associated  with vomiting. In some cases, mucous, blood or both 
may be seen in diarrhoea s to o l. This condition i s  known as dysentery. 
Diarrhoea and dysentery are associated  with many pathogens including 
b acter ia , v iru s, protozoa and helminths (Black and others, 1980). 
Diarrhoeal stoo l may range from lo o se , sem i-liq u id , to a liquid  consistency which may contain mucous, blood or both.

The incidence of a l l  diarrhoeal episodes show l i t t l e  seasonal 
var ia tion , except for few s p e c if ic  entero-pathogens. During the hot 
months of April to September diarrhoea due to en tero-toxigen ic  E -coli 
i s  h igh est. While s h ig e l lo s is  i s  more prevalent during cold months. Rotavirus i s  present throughout the year but has a peak during 
December.

Diarrhoeal d isease are predominantly human d iseases , usually  common in children below 5 years of age, spread mainly by faecal oral 
route, fa c i l i ta te d  by the so c ia l environments surrounding man. Typical cases are characterized by the sudden onset of profuse, e f fo r t le s s ,  watery diarrhoea followed by vom iting, rapid dehydration, muscular 
cramps and suppression of urine.

Fluid i s  e s se n tia l for l i f e ,  Seventy percent of our body is  
composed of f lu id s . All e s se n tia l body components such as blood, muscle, fa t ,  skin, bones e tc , contain f lu id  in d iffer en t proportions.

In diarrhoea, the body lo se s  s a lt s  and flu id  via the s to o l. In severe diarrhoea, the body lo ses  f lu id  very quickly, a s itu a tio n  that causes dehydration. Lacking s u f f ic ie n t  f lu id , blood becomes th ick . This 
a ffe c ts  i t s  normal flow . Diarrhoea i s  in most cases manifested by:
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a) Loose motion generally  associa ted  with vomiting whichcauses dehydration. In the in i t i a l  stage i t s  sign and 
symptoms are:

b) Strong th ir s tc) Progressive weakness
If diarrhoea i s  treated  promptly and adequately with Oral 

Rehydration Salt (ORS), the follow ing symptoms w ill not develop . 
However, without proper treatm ent, the p atien ts condition may 
d eter io ra te , and the follow ing symptoms may appear:

d) Sunken eyes
e) Sunken fon tan elle  (in  babies under 18 months)
f) Hoarse voice
g) Dry tongueh) Loose skin
i)  Reduce urination
j) Low body temperature
k) Feeble p u lse , gradually becoming imperceptible
l)  Rapid breathing
เท) Muscle cramps (e sp e c ia lly  in adults)
ท) Convulsion
o) Unconsciousness
All the symptoms caused by lo ss  of e le c tr o ly te s  (sa lts )  from 

the body. Loss of body flu id  reduces the blood volume, causing the blood to become concentrated or thickened, i f  th is  condition is  not 
corrected by replacement of f lu id  the p a tien ts may d ie .
I .  2 Diarrhoea in Bangladesh

The greatest k i l le r  in Bangladesh, e sp ec ia lly  among children, 
are diarrhoeal d iseases (In ternational Cholera and Diarrhoeal Disease 
Research, Bangladesh, 1994). Diarrhoeal d isease i s  a major cause of 
morbidity and m ortality among children in the country (UNICEF,1985). It  
is  a lso  responsible for a large number of death in Bangladesh (Black 
and others 1980). Morbidity rate i s  15. 38 per year and m ortality
I I .  5 per year (Annual Report., 1993; ICDDR,B).

Survey conducted by ICDDR,B in the year 1994, in d icates that 
between 20% and 30% of a l l  deaths are due to diarrhoeal d iseases . 
Eradicating these d iseases i s  a d i f f ic u l t  job. Social circumstances rivera in  environment, water supply, use of unhygienic la tr in e  and the people themselves creates d i f f i c u l t i e s .  Diarrhoea is  one of major d isease that leads high morbidity and m orta lity . I t  was estimated that about 1 b i l l io n  episodes of diarrhoea occurs annually among children  
aged below 5 years and these episodes are responsible for 5 m illion  
ch ild  deaths in each year. Repeated attack of the d isease leads to the aggravation of physical condition of the victim  in the form of chronic 
m alnutrition, growth retardation and poor resistan ce  against other 
in fec tio u s d isea ses . The economic impact from diarrhoea, through seemingly of great, i s  yet to be assessed .
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Table 1.1 P a ttern  of leading d iseases among ch ild ren  under 
5 years old in Bangladesh (1992)

Diseases 1 Year l-5Years

1 Diarrhoea 584866 1315890
(22.80%) (18.92%)

Skin disease 372671 895848
(14.53%) (12.88%)

ARI 268060 615540
(10.45%) (8.85%)

In te s tin a l worm 153122 829484in fec tio n (5.97%) (11.93%)
PUO 151569 355479

(5.91%) (5.11%)
Source: Health Information Report, Bangladesh (1993).
Note: ARI= Acute Respiratory In fection  

PUO= Pyrexia of Unknown Origin
Table 1.1 shows the disease p a tte rn  of p ae d ia tr ic  p a tien ts  under 5 years of age in Bangladesh. The leading number of d isease is  

diarrhoea. Among under 1 year age group is  22.80% and 1-5 years is  18.92%. The p rin c ip a l g a s tro - in te s tin a l d iseases are diarrhoea 
(presumably in fe c tiv e ) , b ac illa ry  dysentery and g a s tro e n te r i t is .  The 
p rin c ip a l re sp ira to ry  diseases are bronco pneumonia, b ro n ch itis , asthma 
and upper re sp ira to ry  in fec tio n s.

Health reports (Health inform ation re p o r t ,1993) have shown th a t 
the incidence ra te  of diarrhoeal d iseases IS higher in ru ra l areas 
(6.99%) than urban areas (5.95%) due to  poor m aterial conditions of 
l i f e  and behavioral patte rns regarding d ie t and hygiene. In some 
developing coun tries diarrhoeal d iseases may have a ra te  of a ttack  as 
high as once every month during ch ild  second year of l i f e  during which the in fan t m orta lity  ra te  from diarrhoea is  a t i t s  h ighest while 
d iarrhoeal d iseases in children under 5 years can be f a ta l .

Table 1.2 shows the d iarrhoeal d isease p a tte rn  in Bangladesh. 
D iarrhoeal incidence was increasing in  trends through out the period. I t  has been observed th a t the higher incidence of diarrhoea was in the 
year 1990 among under one year age group which has being declining since 1991. The incidence was also higher among the 1-5 years age group 
in the year 1991 which has also being declin ing  since the 1992 as a re su lt  of the in troduction  of o ra l rehydration therapy and 
strengthening of the PHC a c t iv i t ie s  by the government of Bangladesh.



Table 1.2 Trend of d iarrhoeal d iseases among ch ild ren  under 
5 years old in Bangladesh (1988-1992).
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1 Age (Yrs) 1988 1989 1990 1991 1992 I
< 1 493239

(20.07)
471374(20.28)

1188423
(26.34)

521495
(21.70)

584866
(20.80)

1 15 1013412
(16.44)

984060
(16.44)

849778
(11.25)

1212873
(19.05)

1315890
(18.92)

S ou rce: H ea lth  in fo r m a tio n  r e p o r t ,  B a n g la d e s h ,(1 9 9 3 ) .
The most vulnerable group to  d iarrhoeal d iseases were under 5 

year old ch ild ren  and of them in fan ts had re la t iv e ly  high proportional 
m orbidity due to diarrhoea. Tvo main danger of the d isease especially  
for young children  are death and m aln u tritio n . Most deaths from 
diarrhoea are usually  caused by excessive loss of body flu id s  and 
e le c tro ly te  through the process of dehydration.

Diarrhoeal dehydration is  caused by a v a rie ty  of in fec tious agent whose actions a l te r  in te s t in a l  function  by d iffe re n t mechanism 
and leads to a progressive diminution of blood volume. When the flu id  
loss exceeds 10 per cent d e f ic i t  of the body weight, shock generally 
occurs and death is  usually  the re s u l t .  This process of dehydration is  
e sp ec ia lly  fa s te r  among children  which makes them most vulnerable and 
a t h ighest r isk  among a l l  age groups
Table 1.3 Age sp ec ific  incidence of d iarrhoeal i l ln e s s  

among under-five ch ild ren , in  a Thana health  
complex of Bangladesh.

Age
in
years

Number ofchildren
observed

Diarrhoeal episodes
Nos. Attack ra te  per 100 Children per year

< 1 279 227 81
1-4 1522 852 56
0-4 1801 1079 60

S o u r c e ะ R esearch  o f  d ia r r h o e a l d i s e a s e ,  ICDDR,B (19 93 )
Table shows, about 1079 diarrhoea episodes occurred among 1801 

under five  ch ildren  in a Thana of Narayanganj d i s t r i c t  in  the year 1992 (ICDDR,B 1993) Among these children  the average a ttack  ra te  was 60 per 100 population per year. The ag e-sp ecific  a ttack  ra te  was g rea tes t for under one year old (81%) and decreased with increasing  age for 1-4 
years-o ld  (56%).
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A to ta l  of 276 surveys between 1981 and 1986 on diarrhoea 

morbidity, m ortality  and treatm ent under taken in 60 developing 
countries indicated  th a t, an average, young ch ild  su ffe rs an average of
3.5 episodes of diarrhoea per year. Results of these surveys have also 
shown th a t over one th ird  of a l l  deaths in children below 5 years of 
age is  associated  with diarrhoea. I t  was a lso  mentioned th a t there were 
more than 750 m illion episodes of acute diarrhoea among children  under 
5 years of age each year in developing coun tries. Among a l l  the 
in fectious d iseases, d iarrhoeal i l ln e s s  have the g rea te s t adverse 
effec ts  on growth performance among young children  through n u trien t 
loss by the in fec tio u s process in the in te s tin e  and lack of in take due 
to loss of appe tite  in children  who are already having n u tr itio n a l 
defic iencies diarrhoea among young ch ild ren  accounts for four or five 
m illion deaths annually (ICDDR,B; 1991).

Therefore, compensation through Oral Rehydration Therapy (ORT) 
or hospital treatm ent would be e s se n tia l to  save the children  from 
death. Such f a c i l i t i e s  are av a ilab le  in health  care system and th is  
also involves cost from the p a tie n ts  sid e . T herefo re ,th is in d irec tly  
plays an important ro le in the management of diarrhoea.

In sp ite  of s c ie n t if ic  advances in the management of d iarrhoeal 
disease, i t  continues to remain a major problem, esp ec ia lly  in 
Bangladesh lik e  other developing coun tries which have high d iarrhoeal 
morbidity and m orta lity .

1.3 Diarrhoea Control in Bangladesh
Bangladesh l ie s  between 20s 34 and 26° 38 north la titu d e s  and 

88° 00 and 921 41 east longitudes and is  bounded by the Bay of Bengal on 
the South and by India on the other th ree  sides-E ast, North and West, 
except for a short border with Burma on the south ea s t. I t  is  more or 
less a f l a t  country with a vast network of waterways flooding much of 
the land area during the monsoon. The country has a sub-trop ica l 
climate with mean annual temperature varying between 57s F and 80° F and 
annual ra in fa l ls  from 47 inches in the West to  136 inches in the South- 
East and 200 inches in the h i l ly  region of the North-East.

Bangladesh emerged as a sovereign s ta te  on December 16, 1971. 
I t  is  one of the le a s t  developed coun tries in the world with the land area of 147570 sq.km, and a large population of approximately 113.2 
m illion. This presents a formidable challenge to economist, demographers and policy makers. According to 1991 census, population density stands 755 per sq.km, with 85 percent liv ing  in the ru ra l areas! Population growth has declined from 2.48 percent to 2.05 percent 
between 1974 to 1991. Even with the declin ing ra te , the problem of population growth is  recognized as the most important national problem.

The to ta l  land u t i l iz a t io n  in 1990-91 was 85832 acres of which 
5 percent was fo rest and 40 percent was cropped area, while 9 percent was not availab le  for cu ltiv a tio n . Bangladesh remains a poor country 
with a per cap ita  GNP of US ร 210 and a GDP annual growth ra te  of 4.1%
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despite devastation  of war a t i t s  b ir th  and regular b u ffe t by natu ra l 
d isa s te r . In 1983/84, 66% of the urban population and 57% of the ru ra l 
population were below poverty lin e  (daily  ca lo rie  intake le ss  than 2122 
k. cal/day / person). Food grain  production in the country was 9 m illion  
m etric tons in 1960 which increased to 19.3 m illion m etric tons in 1992 
and has thus reached se lf  su ffic iency  in terms of food grain production.

For communicable d isease contro l program provision of la tr in e  
and safe water supply for drinking and washing are necessary. The 
report of p i lo t  comprehensive hea lth  survey 1993 conducted by Bangladesh Bureau of S ta t is t ic s  (BBS) observed that only 10% of ru ra l 
households use san ita ry  la tr in e  while i t  is  45% in the urban area. As 
regards sources of water supply fo r drinking, cooking and washing, i t  
was seen th a t 96% of the ru ra l households get water supply from 
tubewell and 39% of the urban households use tubewell water. On the 
contrary, more urban household (61%) use tap water than ru ra l household (8%) where th is  system of water supply is  lacking.

Labor force of the country stands a t 50.2 m illion ; of which 65% 
are in ag ric u ltu re , 16% in industry , 19% in services which leave approximately 1.2% of the population as unemployed.

Level of li te ra c y  among population is  quite low, p a r tic u la r ly  
among females. According to 1991 census, l i te ra c y  ra tes  of women and 
men at the national level reached 25% and 39% respectively  of which 20% 
women and 42% men were from the ru ra l areas and 44% women and 63% men in urban areas.

Life expectancy in Bangladesh is  56 years for male and 54 years 
for females. The in fan t and under five  m ortality  has shown a s lig h t 
downward trend over the years. The successful implementation of the EPI 
program in recent years along with increasing awareness and use of the 
ORT has increased child  surv ival to  a large ex ten t. However, morbidity 
and m ortality  ra te s  are s t i l l  unacceptably high and much need to be 
done in the area of health  and n u tr i t io n  i f  the goals for the 1990 are to be met.

The health  secto r in Bangladesh is  a composite of public and 
p riv a te . The p a tte rn  of h o sp ita ls  are the teaching h o sp ita l, general 
h o sp ita l, specia lized  h o sp ita ls  a t the national lev e l. There are teaching hosp ita l running from 250-800 bed f a c i l i t i e s .  Each D is tr ic t  headquarter has one D is tr ic t  h o s p ita l , which is  50-100 bed. There are 
460 Thana and each Thana has 31 bedded hosp ital having in p a tie n t and ou tpatien t f a c i l i t i e s  which is  known as "Thana health  complex". There 
are 4800 unions out of th is  only 2800 have health  c e n te rs ,which are known as"Union health  center" functioning with only o u tpa tien t 
department (OPD) f a c i l i t i e s  (Figure 1 .1 ).

The Health serv ices of Bangladesh follow the adm in istrative 
patte rn  of the country. At the national level the h ighest adm inistrative au tho rity  is  M inistry of public Health and Family planning which is  responsib le for policy making and macroplanning.
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Under the Ministry there are two D irector general one fo r Health 
services and one for family planning. The D irector general of Health 
services is  responsible for implementation of Health p o lic ie s  and 
programs. Deputy D irectors one for each d iv is io n . The chief of Health 
services in the d is t r ic t  is  C ivil Surgeon who is  supported by a number 
of o ffic e rs  and s ta f f . The c iv il  Surgeon is  responsib le for overall 
management of health in D is tr ic t  except in case of medical co llege, 
ho sp ita ls , which are headed by concerned P rin c ip a ls /D ire c to rs . In the 
Thana, Thana health and Family planning o ff ic e rs  is  responsib le for 
Health care delivery in the thana and below. At the Union lev e l, there are Health and Family Welfare Centers. One medical o fficer/m edical 
assistance is  incharge of th is  Union f a c i l i t y .

T ertiary  hosp itals provide the most specia lized  and 
soph istica te  services and where most c l in ic a l  research , education and 
tra in ing  take place. They are usually  located in large  urban areas. The 
bed f a c i l i t i e s  of specialized h o sp ita ls  range from 30-300.
Figure 1.1 Organizational s tru c tu re  of Health Services of 

Bangladesh.

Note: MOPH (Ministry of public  health )
D is tr ic t h o sp ita ls :

D is tr ic t hosp itals generally  are 50-250 bedded, serve 231,000 
to 5840,000 inhabitants and include department of Medicine, Surgery, 
P ed ia tric s, O bstetrics and Gynecology and D en tistry . They also provide basic Anesthesia, Radiology and J l in ic a l  laborato ry  se rv ices . The 
D is tr ic t Hospital is  the f i r s t  level of re fe r ra l  h o sp ita l from Health centers and Health complexes. All the D is tr ic t  h o sp ita ls  are s itu a ted
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in urban areas. They mainly provide in p a tie n t care, but also ty p ica lly  
provide some ou tpatien t care. Because of th e ir  lo ca tio n , communication, 
and a v a ila b il i ty  of equipment people consume th e ir  serv ices beyond the 
hosp ital capacity and thus crea te  excess demand and o v e ru tiliz a tio n . 
The average bed occupancy ra te  of the D is tr ic t  h o sp ita ls  is  112%. Since 
most of the people liv e  in the ru ra l areas, where the Thana health  
complexes are the nearest h o sp ita ls  free  treatm ent f a c i l i t i e s  are 
provided to  the ru ral population. However ru ra l people p re fe r using the 
D is tr ic t hosp ital instead of th e ir  Thana health  complex.
Thana h e a lth  com p lexes:

All Thana health  complexes are 31 bedded and almost a l l  are s itua ted  in ru ra l areas. The bed occupancy ra te  is  23%. However some 
health  complexes which are nearer to the highway, due to good communication and road accidents the bed occupancy ra te  is  higher. Over 
a l l ,  bed occupancy is  ra te  is  52% in the country. The Thana health  
complexes provide drugs free  of charge, but due to  fixed budget 
a llo ca tio n  to there from government the q u a lity  of drugs is  very poor, 
and also is  not su ff ic ien t to  run to  the serv ices fo r a whole year.

There are 8 doctors and o ther s ta f f  working in each Thana 
health  complex, but due to the urban o rien ta tio n  doctors and other 
s tu ff  has le a s t in te re s t to stay in the ru ra l areas. Also the ho sp ita ls  are not equipped with modern equipments. Because of a l l  these fac to rs 
people has lea s t confidence about the serv ices provided by the h o sp ita l .
H ealth  c e n te r :

Approximately 9-10 v illag e s  makes an union. Right now, 2800 
Union health  centers have been es tab lish ed . These Union health  centers have only out pa tien t department (OPD). Which takes care of only the 
mild cases. Each union has about 25,000 population. Some dom iciliary 
services are also run by health  workers.
O r g a n in isa t io n  o f  th e  a n t i -  d ia r r h o e a l  program :

The Ministry of health  is  the au th o rity  to adm inister and 
operate of a l l  health  f a c i l i t i e s .  Most of the population receive a n ti-  
d iarrhoeal treatment care through medical doctors, tra ined  health  
a s s is ta n ts  and other categories of health  care of s ta f f  in  the public health  sec to r. Besides Public hea lth  sec to r lik e  Thana health  complexes, Union health  cen ters e tc ,th e  p riv a te  hea lth  p ra c titio n e rs  
and tra d itio n a l healers also work in the f ie ld  of diarrhoea management. But they are not able to manage the large number of dehydrated cases, 
which occur as a re su lt of d iarrhoeal a tta ck . This large number of 
p a tien ts  create d iffe ren t types of management problem such as need to 
create additional space for p a tie n ts , the necessity  for additional s ta f f ,  drugs and others as well as more fin an c ia l support for these 
additional a c t iv i t ie s .
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The government of Bangladesh is  in cooperation and 
collaboration with d iffe ren t national and in terna tiona l non-government 
organizations like UNICEF, ICDDR, B, WHO, BRAC etc in the campaign 
against diarrhoea. These organizations s ta rted  the national o ral rehydration program in 1982. The main objective of th is  program is  t.0 
reduce m ortality  and morbidity from acute diarrhoeal d iseases. The aim 
of th is  program is  to extend the coverage of the whole country to 
lover the m ortality  from diarrhoeal diseases especially  in ru ra l and 
hard to reach v illage areas, where the medical care serv ices are not 
su ffic ien t.

In each union and v illage the union medical a s s is ta n ts , health  
inspectors, a ss is tan t health inspecto rs, health a s s is ta n ts  and family 
welfare a ss is tan ts  are responsible for tra in ing  and d is tr ib u tio n  of 
oral rehydration s a lt  packets. From the union level downwards, local 
bodies, v illage comities and v illag e  health  volunteers are working in 
the same f ie ld  along with the government health  personnel. These personnel educate the people regarding the preparation and use of oral 
rehydration sa lts  besides other a c t iv i t ie s .  Every v illag e  has 9-11 
volunteer members from the v illag e rs  to  form a committee and they are 
not government personnel. The v illag e  elders and oral rehydration 
workers on th a t committee work side by side to nominate the v illag e  
voluntary health workers. Diarrhoea control consists of prevention of 
morbidity and m ortality . For morbidity prevention, major e f fo r ts  have 
been allocated  to provision of safe and adequate water supply, 
promotion of breastfeeding and proper weaning, and health  education for personal hygiene including use of la tr in e  are undertaken as 
supplimentary measures. For m ortality  prevention, the use of Oral 
Rehydration Therapy has been employed as the p rincipa l in te rv en tion .

The ta rge t of the National Diarrhoeal Disease Control Program 
is  to cover 68,000 v illages a l l  over the country by the year 1995.

1.4 Problem and Rationale:
The population of Bangladesh is  mainly ru ra l based. The to ta l  population of Bangladesh is  s t i l l  increasing a t a high ra te  th a t 

hindering development process of the country. Beside th is ,  some of the 
health problems like diarrhoea, m alnutrition , high b ir th  ra te  and 
m ortality ra te  e tc . are creating  another burden to the country.

Epidemics of diarrhoea are c h a ra c te r is tic a lly  abrupt and often create an acute public problem. I t  has a high po ten tia l to spread fa s t 
and cause death. Diarrhoeal disease causes a heavy economic burden on health services, as children with diarrhoea occupy about 35% of a l l  
paed iatric  beds in Bangladesh.

Rural poor people are mainly affected  by diarrhoea. Most of the 
rural people use riv e r, ponds and canals water f or th e ir  household 
purpose. Some people know th a t i f  canal or riv e r water is  boiled i t  turn into safe drinking water, but due to  th e ir  tra d it io n a l hab it they use polluted (without boiling) water for other household purposes. Poor
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general hygiene, p a rtic u la rly  among the ru ra l population is  the major 
cause for the prevalence of high ra tes  of d iarrhoeal d iseases in Bangladesh.

Association between socio-economic and behavioral fa c to rs  of the community with th is  diseases is  well known. Provision of protected  
water supply and la tr in e s  are also not to the expected lev e l. These in 
turn remain to be risk  fac to rs for the contraction  of th is  d isease. 
Under these circumstances, e ffec tiv e  implementations of d iarrhoeal 
disease control programs is  a d i f f ic u l t  task . Further, sca rc ity  of 
financial and other resources also challenge the policy makers in the 
process of planning and decision making.

The health seeking behavior of receiving health  care in ru ra l 
people are d iffe ren t especia lly  in low income groups. They are used to 
going to the tra d itio n a l hea lers , Quacks, Homeopath e tc .A fte r 
recognizing an i l ln e s s , a p a t ie n t 's  family f i r s t  responds to the 
symptoms by preparing home remedies, which are generally  folk  or trad itio n a l medicines. If  the symptoms p e rs is t  and the p a tie n t develops 
complications, they then move to the D is tr ic t  hosp ita l instead  of 
Thana health  complexes, even though the Thana health  complexes are the 
nearest hosp itals,having  inpatien t f a c i l i t i e s  which provides serv ice 
free of charge. People do not have to pay anything i f  they receives health services in the Thana health  complex. A lso,they know th a t i f  
they use them Thana health  complex instead of D is tr ic t  h o sp ita l they 
may save lo t of money because most of the D is tr ic t  h o sp ita ls  are 
located a t a greater distance from th e ir  homes and usually  D is tr ic t  
hosp itals are overcrowded with p a tie n ts . The bed occupancy of D is tr ic t  
hospital is  about 112%. In th a t case, ru ra l people spend more waiting 
time to get the serv ices, but s t i l l  they p refer to move to the D is tr ic t  
Hospital instead of Thana health  Complex ( Figure 1 . 2 ) .

Figure 1.2 Health seeking behavior of ru ra l people in 
diarrhoeal cases.

Onset of symptom

Neglected

\X" Family care

___i T raditional healers

L—> D is tr ic t  H ospitals

All the Thana health  complexes have to face many problems lik e  low range of serv ices, in su ffic ien t and inadequate tra ined  manpower
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e tc . Thana health  complexes are not equipped lik e  D is tr ic t  h o sp ita l. 
Knowledge and s k i l l s  of the health  a s s is ta n ts , who work ill the remote 
areas of the v illag e s  are d e fic ien t often in health  care matters 
re la ted  to the health  needs of the community they serve. There are inadequate provisions of medicines, surg ical equipments, laboratory and 
diagnostic  f a c i l i t i e s .  There is  no e ffec tiv e  re fe rra l and follow up 
system for in p a t ie n t 's  care. The qu ality  and quantity  of health  care 
serv ices are low. This is  mainly due to lack of appropriate c lin ic a l 
and managerial o rien ta tio n  of the care providers.

Inadequate housing f a c i l i t i e s  leading to d o c to r's  absenteeism. 
Beside these, the health  care system faces major constrains like 
tran sp o rta tio n , communication and lack of community p a rtic ip a tio n  in 
local health  care which is  another impediment to adequate use of
availab le  manpower and f a c i l i t i e s .  A llocation of financ ia l resources 
are inadequate for whole year.

So in the absence of an e ffec tiv e  health  care delivery system ,the people become disappointed and as a re su lt  on the consumer's 
side u t i l iz a t io n  of Thana health  complexes is  being neglected.

Information on the economic aspects of the programs and 
effec tiveness is  e sse n tia l for the planners to  review the s itu a tio n  and 
plan fu rth er lin e  of ac tion . Examination of cost effec tiveness ofa lte rn a tiv e s  may help in designing and implementing e f f ic ie n t  programs.

I t  is  observed th a t many p a tie n ts  receive diagnosis and 
treatm ent from D is tr ic t  hosp ita l th a t is  a t a long transport away from 
th e ir  local health  f a c i l i t i e s .  The main reasons are as follows:

a) The health  seeking behavior is  d iffe re n t in rural
people.

b) Some p a tien ts  have lim ited confidence in local
personnel and believe D is tr ic t  hosp ital w ill provide 
more e ffec tiv e  se rv ice .

c) Where diagnosis and in v estiga tio n  f a c i l i t i e s  is  not
immediately av a ilab le  some p a tien ts  may go to the 
d i s t r i c t  h o sp ita l.

P a tie n t 's  v i s i t  to the D is tr ic t  hosp ita l w ill determine the costs they incur in consuming treatm ent. I t  has been suggested th a t the 
extent of the trav e l to D is tr ic t  hosp ita l cause a considerable fin an c ia l burden to many p a tien ts  in re la tio n  to daily  wage ra te  and also  adds a s ig n if ic a n t add itional cost to  the cost of treatm ent. Various stud ies have been carried  out in analyzing the cost incurred by 
providers in tre a tin g  d iarrhoeal cases (WHO, Thailand 1991 and Bangladesh, 1994). While less  marked v aria tio n s in consumer's cost are 
expected between d iffe re n t serv ice po in ts.

The cost incurred by the consumers are determined by many 
fac to rs  and i t  is  worthwhile to  have in sig h t in to  th is  cost component.
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Further, i f  the services are u ti l iz e d  a t the n earest possible service 
points, the consequence of delay can be avoided. In p a tie n t 's  care can 
also be avoided i f  the co rrect treatm ent is  received promptly.

In Bangladesh, where the incidence of d iarrhoeal diseases 
continues to occur round the year, and where these d iseases rank f i r s t  
among the top five diseases th a t cause m orta lity  and m ortality  among 
children, i t  is  essen tia l to  review the d isease control s itu a tio n . 
Though diarrhoeal control has been in teg ra ted  in to Primary health  care 
(PHC), majority of the people s t i l l  seek care fo r diarrhoea at 
h o sp ita ls . Information on the reasons why the people seek hosp ita l services may be useful to  replan the disease contro l s tra tegy .

Further, the financ ia l burden imposed on the ru ra l people in 
comparison with urban people need to be assessed. This is  expected to 
serve as a guideline to improve the serv ices a t peripheral level and to 
promote prevention through e ffec tiv e  s tr a te g ie s . A deta iled  cost 
analysis of receiving care a t h o sp ita ls  is  of urgent need so as to tackle the situ a tio n . A methodology to  do cost analysis from the 
prospective of consumers is  also worth while to be developed. I t  w ill 
be useful to understand the health  care seeking behavior of ru ra l p a tien ts . If rural patien ts make extensive use of out s ta tio n  h o sp ita ls  
th is  could lead to u n d e ru tiliza tio n  of some f a c i l i t i e s  and 
overu tiliza tion  of the o thers. Whether cost is  a s ig n if ic a n t problem on 
the consumers side, i t  is  important to  be determined f i r s t  and then 
consideration given to take action  and improve ru ra l health  f a c i l i t i e s  
as much as possible.

1 .5  Research q u e s t io n s:
1. Primary:
a) What are the cost incurred by diarrhoea in p a tien ts  from 

rural and urban areas in using D is tr ic t  hosp ita l ?
b) What are the financ ia l burden borne by the ru ralpopulation seeking care in D is tr ic t  hosp ita l instead of

Thana health  complex and Health cen ter ?
2. Secondary:
a) How about the sa tis fa c tio n  perceived by the peopletowards the health  care serv ices a t d iffe re n t service 

point ?
b) What is  the health  seeking behavior in diarrhoeamanagement in re la tio n  to socio-economic s ta tu s  of the

people ?
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1 .6  O b je c t iv e s  o f the R esearch ะ
1 .6 .1 .  G eneral O b je c tiv e :

To identify  the cost difference between ru ra l and urban 
diarrhoeal in -patien ts and the reasons of p referrin g  the 
D is tr ic t hospital by the by rural patien ts instead of th e ir  
nearest rural health f a c i l i t ie s .

1 .6 .2 . S p e c if ic  O b je c tiv e s :
a) To find out the costs incurred by urban and ru ra l diarrhoeal inpatients in d iffe ren t components for 

th e ir  treatment in the D is tr ic t h o sp ita l.
b) To find out the reasons behind preferring  the D is tr ic t  hospital by the rural diarrhoeal in p a tien ts .
c) To assess the perceived sa tis fac tio n  of health  care 

delivery at d iffe ren t service points.
1 .6 .3 . H yp oth esis:

With the above s ta te  of knowledge the hypothesis is  th a t
a) People from rural area incur d iffe ren t costs from the 

urban people while receiving inpatien t care for 
diarrhoeal management at D is tr ic t h o sp ita ls .

b) There is  an association between occupation of the respondents and th e ir sa tis fac tio n  towards health  
se rv ices.

c) There is  an association between the educational s ta tu s  
of the respondents and th e ir s a tis fa c tio n  towards 
health services.

1 .7  B e n e f it  o f th e  study
a) This study w ill give some information about the cost 

per case of rural and urban diarrhoeal p a tien ts  
especially .

b) I t  will provide information about the cost per case of rural patien t between Thana health complex and D is tr ic t  
h o sp ita l.

c) I t  will elucidate the reasons why ru ral p a tie n ts  do not use the rural health f a c i l i t ie s  when they have 
diarrhoea.
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cl) Policy guidelines th a t government can take to improve the health  complex serv ices in ru ra l areas w ill be 
provided.

* Cost analysis through th is  study w ill help thehealth  service providers to find out the points of 
in terven tion  for the improvement of health  services 
for the e ffec tiv e  u t i l iz a t io n  of the lim ited resources.

* This study w ill in v ite  the a tte n tio n  of the health  
service provider to take action in the view to 
increase the sa tis fa c tio n  of ru ra l people towards
the ru ra l health  f a c i l i t i e s .  U ltim ately rural 
people w ill u t i l i z e  the ru ra l health  f a c i l i t i e s  
for the treatm ent of th e ir  p a tien t instead of 
D is tr ic t  h o sp ita l, where they have to incur more c o s t .

e) F inally  i t  w ill stim ulate fu rth e r health  economic 
stud ies in the department of h ea lth .

1 .8  Scope and l im i t a t io n  o f  th e  stu d y
This study should id ea lly  be conducted in a D is tr ic t  which is  

more diarrhoea prone. This would be more ideal in order to achieve the 
ob jec tives of the study. However due to some co n stra in ts  and 
lim ita tio n s  lik e  time frame and budget. Thus, the Narayanganj D is tr ic t Hospital Bangladesh was se lected  as study place to  u t i l i z e  the scope of 
ge tting  the required numbers of study population th a t is  children  below 5 years of age coming to the ho sp ita l for the treatm ent of diarrhoeal 
diseases.So fa r the desire  and need of the research i t  was possible to 
c o lle c t with in th ree weeks.
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