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ABSTRACT

Before independence when Dhaka was a provincial capital, health care
delivery system was limited only to the government hospitals and centres.

After independence when Dhaka became capital city, the city experienced a
sharp rise in population migrating from other parts of the country and the
need for health care facility grew rapidly, Existing government llOspitaland
health care centres with around 5500 beds just failed to cope up with the
rising demand. Under such situation private health care system started
developing.

A total of five zones out of ten zones under Ohaka City Corporation were
studied. The study was conducted considering Iocational and distributional
pattern of the private clinics and hospitals, typology, size and facilities
available and their spatial variations as well as cost and quality of the private
health care services and accessibility of the various income groups to such
services,

Study of the five zone shows that the distribution of the private health care
centre has been largely influenced by the economic consideration of the
prospective users ofthe establishments and as such most of these institutions
are concentrated disproj}{Jriionatelyin some particular areas instead of being
distributed and balanced way.

From the consideration of place and facility, out of the 230 private clinics
and hospitals in the city there are only few recently established specialized
units and are run by part time consultants.

Private health care facility lacks seriously to serve the need of the large
number of least privileged section living in the slums. In other words such
facility especially cater to the well to do sections of the society only. Zone
no. 6 has been considered to be the most ideal from the viewpoint of
location, environment, and patient availability among all other zones.

From cost point of view,ciinics which have better diagnostics facility and
scope, better than average services are found to have higher establishment
cost and monthly expenditure.



A study was conducted on the 238 families in the various localities/areas of
the metropolitan city based on three income groups. The basic infonnation
on socio-economic condition of these families helped to understand the
health and health related aspect of these faniilies.

Modern treatment facility like CT Scan, leporoscopy, lasertherapy,
incubator, ventilator, dialysis etc. are used by only 14% of the clinics and
such clinics are concentrated in comparatively posh areas of the city where
trealment cost arc higher and therefore which is out of the reach of the
middle and lower middle income groups. Moreover absence of ambulance
facility in most of the clinics is also a reasoh for poor health. care delivery
system.

Thesis Title: HEALTH CARE DELIVERY SYSTEM IN DHAKA CITY:
A SPATIAL ANALYSIS OF PRIVATE CLINICS AND
HOSPITALS

Thesis Supervisor: Dr. Sarwar Jahan
Professor
Department of Urban and Regional Planning,
Bangladesh University of Engineering
and Technology, Dhaka
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CftAPTEIt - t

INTRODUCTION

1.0 INTRODUCTJON

The history of health services of Bangladesh, as part of the sub-continent, can be

traced back to the early 17th c~nttUywhen the East India Company came here.

The administrative machinery was then ineant to govem as a police state from

England and public health was a transferred subject. The early efforts of health

administration were directed to the alleviation of suffering due to sickness mostly

catering to the needs of urban elites. Subsequently some facilities were extended

to small to'MlS in the form of hospitals with few beds.

Dhaka has been in continuous existence as a city for more than 400 years (The

Telegraph, 16 Jan' 1972), After the emergence of Bangladesh in 1971 Dhaka

became the national capital and its economic and administration importance

increased significantly as the opportunities for employment grew, the city

experienced a sharp rise in the rale of migration from other places, especially

mral area~, Within two decades (i971-1991) population of the city increased

tremendously and reached 6,5 millions in 1991 (population census of Bangladesh
1991).

It is universally accepted that strengthening of health care facilities is the primary

responsibility of all cOlUltries, ill this endeavour it is necessary to design and

,



.implement such changes that enhance the perfontJ3Jlcc of the total health servke

delivery system in a balanced and integrated manner. It is also recognised that

administrntion and planning of medical care services require research on the

utilisation ofthose services by the population.

Since health should be regarded as right of every one and not the privilege of a

few, health care facilities should be available to all, irreSpective of their ability to

pay and it should look after especially the vulnerable and weaker section of the

population to create and maintam a heallhy environment both at home as well as

in place of work. Therefore the quantity of services in relation to the local

requirements should not follow the general law of supply and demand. While

planning the availability of health care services geographical distribution, CDst

and the demographic composition and socio-economic characteristics of the

population should be considered. It should be kept in mind that total health care

system oouldn't be successfrdly implenteilied without the gradual development of

mutuiIi Imderstanding, co-operation and confidence of all the segments of
population.

Health facility is an important aspect for the development of a country, Dhaka

City has quite a concenlration of government and non-government health care

facilities. With the development and change of the socio-culture environment

health care facilities also develop and change. In our countIy also efforts are

made to develop health care facility ahd service with the help of developed

technology and developed treatment procedure and for this reason we can see

that in Dhaka and also outside Dhaka many private clinics have developed.

2
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Private clinics are rather recent addition to the age-old health infrastructure in the

ootmtry, But this became very popular in a sharf period of time and Dhaka City

experienced rapid growth of private clinics and health centres and along with

ancillary service centres,

lhe concept of health care delivery through private clinic is rather a recent

introduction in Bangladesh. Though modem methods of treahnent are already

present in our country but it has not been equally distributed all over the cOlmtry.

It is more or less concentrated in the Dhaka City. That is why the present Shldy

focused on the private clinics of Dhaka City Withemphasis on their location and

distribution, type and size as well as accessibility of various income group to

these facilities,

1.1 STATEMENTOF THEPROBUM

The rale of growth of Dhaka's population during the last few decades has

been quite spectacular, The effect of the rapid increase in population over

socio-economic facilities of the city can hardly be over emphasized. As the

population grows, the demand for different types of urban services and

facilities increases. Although some efforts have been made to increase the

provision of different types of socio-economic facilities, the increase in

population has far exceeded the rate of expansion of such facilities. The

situation is particularly alarming in case of health care service in the city. The

city has some 230 private hospitals and clinics witl] nearly 5,000 beds, only a

3



few having necessary modem facilities. Only 139 of them are registered. TIle

city has nearly 10,000 qualified private practitioners only.

The city has one physician for every 900 person (Khan, 1992). In 1982 the

population bed ratio in the city area was about 727 (Rahman and Jahan'

1989). This ratio widened to about 950 in 1994 indicating a marked

deterioration in the availability of health care facility and service in the city.

This aggregate figme, however, doesn't necessarily reveal the actual

condition of health care service in the city. Besides there may be significant

spatial variation in tenns of accessibility, cost and qualily of service. An

understanding of these variation is important for planning of health care

facilities in the city.

1.2 RATIONALEOF mE STUDY

In Dhaka city the distribution of private health care services provided to the city

dwellers are disproportionately concentrated at some particular areal areas

instead of being distributed and equitable manner. It is necessary to examine the

present situation of the spatial distribution of the health care facilities available in

different wnes of Dhaka City so that the limitations and shortcomings in the

context of balanced growth can be identified. Findings of the study would be

usefil1 in fonnulating policies and setting a guideline for proper location and

distribution of clinics and hospitals in the city area.

4



1.3 OB,JEfTlVESOF TIlE RESEARCH

The main purpose of the present research is to acquire knowledge about the

private health care delivery system in Dhaka City and its spatial variations. More

specifically, the objectives of the study are to :

a) TdentifYprivate clinics and hospitals III Dhaka City and analyse their
locational and distributional patterns.

b) Study the typology, si7-cand facilities of the private clinics and hospital and
their spatial variations.

c) Study the cost and quality of private health care serviee and accessibility of all
types of income groups to such services and,

d) Offer some planning reconunendations relating to proper location and
distribution of private clinics and hospitals within the city area.

1.4 RESEARCH METIIODOWGY

1.4.1 Previous Studies

There is a dearth of literature on spatial aspects of health care services in urban

areas, Most of the urban health related research has so far been pursued by

medical practitioners with stress on medical or cm-ative aspeet of the disease

rather than on spatial or sociological aspects. Available spatial studies dealt

marginally with health care services in the citY.lllUs, Ralunan and Jahan (1989)

tried to identifYgaps in health care service in tenus of population-physician ratio~--- - - -~
and p~pulatiou bed-ratio at the city level while Pasha (1991) in a project report

calculated indices of concentration and_disp~!y at the ward level. Khan in her

5



thesis (1982) carried out a more elabomte study on the character and use of

health care services but her study was concentrated on some poor urban

commWlities. Directornte General of health services publi~~l,Cd_a rePort (1989)

which focus on n\lmber.and-')~_o(go~ent hemtlLfacihties and.policy to---
h~ve specialised ~~rvic~-:..~d other facilities in present health car_~institutions

by developing services for combating non-connnunicable health problems like

cardiovascular diseases, malignancies, mental disorders, diabetes etc. to provide

nation-wide coverage. A report prepared for UNICEF Bangladesh by Khan
----- -

(1992) _~~ysed the organisatioMl structure, the service de1ive~_~echanism

resmrrces and services offered by the Dhaka city Corporation and Mymensingh---- --' ._----- ... -

Mlffiicipal Committee and identified_the_Jinkages. with_other organisations-- -- - . 0 _

providing some of the basic services in the two cities. TIlliS,none of these studies-- --- ._-. ---
dealt with the spatial variation in cost, accessibility and quality of health care

services in the city.

1.4.2 Data collection

Data for the study has been collected from primary as well as secondary sources.

Primary data has been collected from selected clinics and hospitals as wen as

households from selected connntmities.

1,4,2.1 Primary Data

Selection of Hospitals and Clinics

Private hospitals and clinics of various types have been selected from different

areas of the city. Such selection has been done in two stages, The number of

6



clinics and hospitals surveyed for each type has been determined first. 1bese

clinics and hospitals have been selected from various Dhaka City Corporation

zones in proportion to the number of clinics and hospitals available in those

zones. For this purpose five zones have been selected out of ten Dhaka City

Corporation mnes. These zones and the ward IUlderthese zones with number of

surveyed clinics are presented below:

Table no. 01

Distribution of surveyed clinics by zone basis

zone no. Ward DO. No. of clinic

, 66,67,68,69,70,71,72,73,74 2

5 31,32,33,34,35,36,53,54,55,56 9
63- 37,38,39,40,42,43,44,45,46,47 {4<>h5,51(s' 21j7

7 9,10,11,12,13,14,16,41 2
9 17,18,19,20,21 8

Source. Field Survey

A questionnaire survey has been carned out pertaining to the various aspects of

the clinics and hospitals. TIle respondents of this survey were the administrative

officials, doctors, and other staff in key positions of the clinics and hospitals.
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Selectionof Communities:

Several communities reflecting different income level were selected for

collecting data at the house hold level. TIle pmpose of this survey was to

collect data for the evaluation of the health facilities from the perspective of

the ll."CfS. 23&household were selected from different areas out of which 81

from Dhanmondi, Gulshan and Mohammedpur areas 83 from Moghbazar,

Salltinagar and Shiddheswari areas and 74 rrom Mirbagh, Malihagh and

Rampura areas, A systematic random sampling procedure was used based on

roads selected from these areas.

1.4.2.2 Secondary Sources of Data

Secondary data have been collected from such sources as the offices of the

Director General, Health dirCL1:orate,Dhaka City C{)fporatioll, Private clinics

and hospitals, Medical Institutes and Colleges and other relevant agencies.

Secondary data included lisl of hospitals and clinics, their locations, available

facilities etc,

1.4.3 Preparation of Map

Mapping has been done to identity the location and distribution of clinics and

llOspitals,

1,4,4 Processing of Data :

Collected data has been processed in computer. For analyses and

interpretation appropriate statistical technique has been applied,

10



CHAPTER-2

EXISTING HEALTH CARE DELIVERY SYSTEM OF DHAKA CITY

2.0 INTRODUCTION

It is necessary to know the standard, structure and process of existing health

car~ delivery system of Dhaka city in order to provide future guidance to

health services. Dhaka being the capital city of Bangladesh, maximum

government and non-government health facilities are concentrated within the

city limit. It is also the focal point of qualified allopathic doctors in both

'private and public sectors of National Health Service.

2.1 HEALTH SITUATION OF DHAKA CITY

In Bangladesh the health care delivery system is urban based specially

Dhaka based. Since Dhaka is the capital city of Bangladesh so it is the focal

point of qualified allopathic doctors and the major public mid private

hospitals are located here, so it can be expected that health care facilities are

better in Dhaka city. There is, however, a serious maldistribution of existing

health care facilities, which cater to the need of the well-to-do-section of the

society The low-income groups of the city are mostly len out of these

services. This is quite evident from the health situation in the slums of

DlmkaCity, The infant mortality rate (IMR) among the Dhaka slum dwellers

is over 150/1000 live births against the overall IMR of 88 for urban and J 07

"



for rural areas (HAS, 1990) in the whole country.

The mosl common health problem among the urban poor in Dhaka are the

water borne diseases, upto 40% children suffer diarrhea mortality (Kamal,

]987). Measles were found among 29% in a study of two wards in Dhaka

City by Mannan (1990). Patients from the crowded paris of the city

attending Dhaka City Corporation health services were found to suffer from

typhoid, respiratory ailments, tuberculosis, and gynecological dysfunction's

etc. beside others (CUS, 1979). In Dhaka 22% of the children die before

reaching the age of 5. Malnutrition among slum children is the most

common phenomenon, 60-80% of the survivors suffer various degrees of

malnutrition (Ali, 1991). In the 12 slums, where Save The Children Fund,

UK (SCF) works 56% children suffer mild, 36% moderate and 10% severe

malnutrition. SCF also found 2% night blindness which is higher than 1%,

found by Helen Keller Foundation (Khan, 1992)

2.2 EXISTING HEALTH CARE FACILITIES IN OnAKA CITY

Dhaka City has quite a concentration of government and non-government

facilities. These include teaching hospitals and speciali7..ed medical

institutions beside the sectoraUdepartmental hospitals run by aOllY,police,

railway and others. Altogether, the city has 5,323 hospital beds (Table

no.2.1) which is 16.11% of the national total of 33,038 beds (BBS, 1989).

There are also various types of dispensaries and some 65 NGO's operating

MCH, (Mother & Child care) child nutrition facilities, immunization,

Vitamin A capsule (VAC) distribution, education for management of

"



diarrhea, and family planning service (Khan, 1992). Most of the hospitals

have Out Patient Department (OPD), Extended Program of Immunization

(EPf), and Family Planning (Fr) service beside the tertiary care provided,

The city has some 230 private hospitals and clinics, with nearly 5000 heds,

some having modern facilities. Only 139 of them are registered (Directorate

of health). The city has nearly 10000 private practitioners. Many of the

private practitioners also work in government and other institutional

hospitals during office hours. The city has as many as 5500 pharmacies and

drug stores, of which only 2500 are registered. The health service in the

private sector are out of reach of the urban poor, because of their high cost.

They also face difficulty in having access to the government and other

institutional hospitals as they have to compete with socially and

economically better off patient, 30-40% urban dwellers remain sick at any

given point of time and children are obviously more vulnerable than others

(Khan, 1992, pg.no.20).

2.2.1 Existing government health facilities

In Bangladesh good treatment facilities are available in government

hospitals hut these types of facilities are not equally available in all

government hospitals, Most of the government hospitals with modem

treatment facilities arc situated in Dhaka City. Compared to private hospitals

and,clinics, treatment cost are less in government hospitals. As a result these

hospitals are always overcrowded with patient aJld hardly an acceptable



Table 2 I List of Hospitals in Dhaka City (with location and city ward number)

Name of Hospitals Location Beds Ward
eo

01.Bangabandhu Shiekh Mujib Medical University Shahbagh 700 64
Hos;:'ital

02, Dhaka Medical College Hospital Polashi 1050 63
OJ, DIRDEM Shahba Ii 540 64
04, Institute ofCardi(lvascular Diseases S,BNaal' 100 69
05 Rehabilitation Institute and Hos ital for the Disabled " 450 "
06 National Institute of 0 thalmolo " 100 "
07. Shaheed Suhraward Hospital " 75 ",
08. Shishu Hos ital " 200 "
09, Combined Militar Hos ital CMH Cantonment " "

10, Islamia E e Hos ital Farm ate 350 69
11 Red Crescent Holy Family Hospital Eskaton 303 65

Garden
12, Institute of Diseases of Chest and Hos ital Mahakhali 500 17
13 Infectious Diseases Hos ital " '"0 "
14, Lc ros hos ital " 30 "
15,ICDD D Hos ital " 250 "
16, Nationsl Medical Institute Hospital Victoria 50 36

Park
17, Railwa lias ital Kamala ur 75 54
18 Police Hos ital Ra'arba h 70 61
19. Salimullah Medica! Colle e Hosp'ital Midford 600 80
20. Government Em 10 ees Hos ital Lalba h 50 63
21. Shrama'eebi Has ital Na abazar 50 34
22, Azim ur Maternit Hospital Azim ur 100 25
23. Dental Colle e H(lS ital Polashi 20 63
24. Institute of Cancer and Hos ital Mahakliali 50 73
25. Te'gaon Thana Health Complex Te' aon 50 71
26. Madakasakti Hospital " 50 "
27, Madakasakti Hos ita! Gulslian 20 72
Source: Numl Islam Khan, 1992,Pg 52

BIRDEM, Bangabandhu Shiekh Mujib Medical University Hospital,1998



standard of treatment can be ensured due to the rush of patients from

different parts of the country to these hospitals. In Dhaka city there are 17

government hospitals, TIlese hospitals are used for teaching and special

purpose as well as for common curative treatment, but there IS no

generalized hospital in the city like the ones in district and thana

headquarters meant only for treatment purposes. In generalized hospitals the

doctors are free from teaching loads and therefore can devote morc time for

the treatment of the patients. This aspects needs consideration while

developing government hospitals in future.

There is one Medical University and Post - graduate Institute and Hospital

for tertiaJ1' level care, several specialized hospitals (e,g. 10- Leprosy,

Infectious Diseases hospital, RIHD, Child Hospital etc.). Some general

hospitals (e,g. Govt. employees hospital etc.) and a total of 14 urban

dispensaries and a Health Complex (Tejgaon ) .

2.2.2 Existing private clinics and hospitals

The private sector initiatives in health development has been flourishing in

the country in the recent years and there has been an encouraging trend

towards a public - private mix in providihg quality health care in the

country. In recent years many private clinics lmve developed in Dhaka City,

These clinics are situated mainly on the main thoroughfare and places where

there is possibility of having more patients, that is, near residential areas.

There are 139 registered private clinics in Dhaka City situated in different

areas, In science laboratory area there is a concentration of some private

..~.



clinics, In Dhanmondi, there is also a concentration of private clinics. Beside

these areas, in Moghbazar and in Motijheel area there are many private

clinics. Many private clinics are also situated scatteredly in areas such as

Mohammadpur, Gulshan and Mirpur, Generally, in most areas of Dhaka

City private clinics and hospitals have been found to develop. Compared to

Ihis development of govenuncnt health care facilities have been found to be

insignificant,

There are several renowned private hospitals both general and specialized

and their services are quite satisfactory. The private Medical colleges also

have started making a good partnership in producing medical graduates as

well as providing curative care 'to the patients, On the other hand, private

clinics don't have a remarkable share of care provision especially for those

who can afford to buy the medical services. These clinics have positive

impact on introduction of cost sharing for those who can afford to pay and at

the same time, the private sector clinics are patronizing the partnership with

the government from the industrialized concept of Medicare particularly in

the urban setting.

2.2.3 Dee Health services

At the primary health care level, the Dhaka City Corporation (DCC) has its

health infrastructure like urban dispensaries in the different wards of the

city, The corporation also runs a few general hospitals and maternity clinics.

The ministry of home affairs has the jail hospitals and police hospitals in the

city to cater the need for generalized care to the beneficiaries of their own,
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2.2.4 International agencies • ~

In the city there are a few joint venture clinics and hospitals nm by

imemational agencies and NGOs , The ICIJDR, B lops the list for its name

and fame for treatment of diarrhea diseases. Some joint venture hospitals are

coming up in order to help technology transfer in the specialized field of

medicine, surgery, cardiology elc.

2.2.5 Indigenous, Ayurvedic and Ilomeopathic systems of medicine

As a policy of the government the indigenous, ayurvedic and homeopathic

systems of medicine also get appropriate priority in the health care delivery

system. There arc one homeopathic degree college, one unani and ayurvcdic

college in Dhaka. These institutions run a good number of hospitals and

outpatient clinics in the city.

2.3 SUMMERY

Health care delivery system in Dhaka City follows the overall strategies and

directives of the government for providing optimum Medicare to its

population in the form of curative, preventive and rehabilitative care. Dhaka

being a metropolitan city with its rapid urbanization proce.'lS faces health

problems similar to those in other developing countries. Although Dhaka

City possesses a good number of well-equipped tertiary care institutions and

sophisticated hospitals but the low-income population of the city shl1 do not

•
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have adequate provisions for general treatment. As most of the govemment

hospitals and tertiary care institutions are over burdened with patIents so

hardly an acceptable standard of treatment can be ensured due to the rush of

patients from different parts of the country _tothese hospitals. There is lack

of adequate collaboration between many authorities and agenCIes

responsible for heahh care delivery in the city and hence there is inefficiency

of management. Precise policy should be developed to organize the urban

health care delivery system in the city.

\



CHAPTER~3

STUDY OF CLtNICS AND HOSPITALS

3.0 INTRODUCTION

To make health care facilities accessIble to most of the city dweUerS proper

disbibution of the facilities is essential. Table 3.1 presents the pattern of spatial

distribution of existing health facilities among dilferent wards in Dhaka city and

gives some idea about the current Slafus of the health facilities within the city

area. It is observed that private clinics and hospitals lire not equally distributed

mther they are concentrated in SOine areas specially in Dharunondi, Eskaton,

Outer circular road ofMoghbazar and in Motijheel. From location map of clinics

and hospitals of different wards the same situation is also observed, Other than

these, one or two private clinics were fOund to be scattered allover the city. But

compared to private hospitals, govetruilelit hospitals did not increase. So to fu1fi1

the demand of mcreasing population private clinics have been established itt more

accessible and better developed areas.

Table 3.1 Distribution of private dinics ami hospitals

Zone No. I 2 3 4 5 6 7 8 9 10 Total
Number of clinics 2 2 4 5 29 63 6 4 20 4 139
Source: DIrectorate general of health servJces,1995
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3.1 UTSTRIBUTIONOF CLINIC BYYI1:AROF ESTABLISHMENt

A chronological picture of the establishment of clinics may be useful for the

study, From Table 3.2 we find a gradual increase in the establishment of private

clinics in the city area. In the year 1975, where the concept of institutionalized

medical care was slilllimited 10 Government run hospitals oniy, one clinic was

established in WIle-9. Bul the demand fur such privately run clinics started rising

from 1981, the growth of this in all the zones tmder study is quite fast, and it is

fOlmdthat 52.4% of the tolal number of presently existing private clinics have

been established after the year 1990. It is also found from the table that 50% of

these clinics have been established in zone-6. This zone comprises of the

Dhanmondi Police Station. the Mohammadpur Police Station and Tejgaon-~_._---
Police Station, three most thickly populated Police station of the city, Next: in the

.- --'.,
list of areas or zones having higll growth of private clinics comes the 7.Jme-5

with 21.4% and zone-9 with 19% ofthe clinics.

3.2 REASONS FOR ESTABLISHING CLINIC

Among the factors explaining the establishment of an organi7..ation whether

service, trade or commerce, location is always of prime importance and

consideration _ Naturally such organizatioils lITealways established at a place

where maximum number of prospective users or maximum number of

prospective customers will be available. In case of distribution of the private

clinics in the city also there has been no exception. From table 3.3 it is found

that IDeational consideration has been Ihe major factor explaining the

"



establishment of majority of the clinics followed by number of indoor patients

and rent. Nearly 54% of the clinics in zone-6 were established there because

of good location. ~
/'

Table 3.2 Distribution of clinics by year of Establishment

Year of Zone number Total
Establishment 2 , • 7 • No. %
Up-to 1975 I I 2.4
1976-1980 I I 2 4.•
1981-1985 I I 5 I • I'
1986-1990 3 7 10 23.8
After 1990 I 4 • I • 21 50
Total 2 • 21 2 • 42
Percentage 4.• 21.4 50 4.' I' 100
Source: Field Survey,1995

Table 3.3 Distribution of ciiIl.ics by reasons for establishment

Reasons for establishment ZoIl.e num ber Total.
2 5 • 7 • No. %

For the location 2 4 14 I 5 2. 61.9
For maximum number of 2 5 1 I 9 21.4
fndoor patient
For low rent ofthe building I I 2 2.4
For other reasons 2 2 1 5 16.7
Total 2 9 21 2 • 42
Percentage 48 21.4 50 4.' 19 100
Source: FJeld Survey,1995
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In case of clinics and hospitals locational consideration is also important

from the viewpoint of environmental consideration. Besides being easily

accessible, neat and clean planned area, zone-6 has plenty of bounded

plots which are also important factors from the investors point of view.

From these consideration also zone-6, zone-9 and zone-S are leading. Zone~6

has the Dhanmondi residential area, zone-9 comprises mainly of Gulshan,

Banalli residential area and zone-S comprising of two Major Police Stations

of the City, Ramna Police Station and Motijheel Police Station. Zone-6 and

zone-9 have been developed for residential ptuposes and as sllch they ate

well planned and neat and clean. So we can understand that neat and clean

environment is essential for establishing a clinic, These residential plots have

boundary walls and measuring no less than S (five) katha area, From table

3.4 we find 57.1% of the clinics in city are established on S(five) katha

plots and that is also in zone-6 and in terms of munber surveyed it is the

highest being 14 numbers, Percentage of clinics and hospitals having 6~IO

Katha land is 21.4% and the height number being 4(four) in zone-6, Clinics

and hospitals liaving land area from 10-20 katha and above are situated in

zone no, 9 which has the Gulshan, Hanani areas in it. Compared to zone-6

and 9, zone-5 has amongst all the other 5 zones under study an tmique

feature, besides being important residential and commercial area, this zone

contain main administratiVe area and the seat of the Government, the

secretariat Therefore along with the advantage of well populated residential

area there is an added advantage of being close to the main administrative

area. On the other hand this zone being an important commercial area. ( the

Motijhecl commercial area situated in it ). the availabilityof sufficient space

for establishing private clinics and hospitals is much less compared 10zone.6



and zone-9. As such there has been a concentrated growth of private clinics

and hospitals in the closely situated Eskaton, Moghbazar, Santinagar,

Malibag and Khilgaon area of the zone,

3.3 PATTERNOFOWNERSHIP

For establishing a non-Government or private clinie or hospital of any size a

fairly large sum ofuilld is required with readily available financial back-up, it

is, however interesting to note thilt 57.1% of the non-Government

c1iriieslhospitals in Dhaka city are of Single ownership, where as 38.1% of

joint ownership clinics. Besides, 4.8% of the clinics are established with the

help of local organizations and 2.4% established with the help of Foreign

organisations.

Table 3.4 Distribution of clinics by total bohridary area of the clinic

Total area in Zone number Total
khata No. %

2 5 6 7 0
Upto 5 I 5 14 2 2 24 57.1
6-10 I 4 4 2 11 21.4
11-15 I 2 3 7.1
16-20 1 1 2 4.8
More than 20 I I 2 4.8
Total 2 0 21 2 8 42
Percentage 4.8 21.4 50 4.8 10 100
Source: FIeld SurveY,1995



Table 3.5 Distribution of clinics by type of ownership

Type of ownership No. of clinic Percentage

Single mvnership 23 54.8

Joint ownership 16 38.1

Local aided 2 4'
Foreign aided 1 2.4

Total no. of clinic 42 100
Source: Field Survey,1995

3.4 PHYSICAL FEATUERS

Health care service plays an important tole in the development of a nation.

There is no doubt that a healthy work force alone can cart)' forward the

development activities of a nation to the desired goal. Nowadays

tremendous development has been made in the field of medical SCience,

tecImology and practices. Our country is also trying to modernize the medical

services using t1lOsemodem technology and modern method of treatment

procedures such as Iithotropsy , laser therapy, dialysis, computer diagnosis

etc. Many private clinics with modem facilities have developed both in

Dhaka and out side. In the 1980's the ntnnber of private clinics in Dhaka

started rising. It is fotmd (Table 3.2)that only one of the surveyed clinics

existed in 1975. 11 is also found that 19% of the surveyed clinics were

established between 1981 and 1985 while about 24% of the clinics under

study were established during 1986 - 90 period. Majority (52.4%) of the
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clinics were established after 1990. This shows that the demand for private

clinics as well as personalized Medicare is increasing. The reason for

increasing demand for private clinics is that, the health care facility and

services provided by the Govemnient can not fulfill the need for a growing

population in the city. Moreover, the health care services and facilities

provided by the Government are not only inadequate but also poor in quality

in many respects. Majority ( 64.3% ,Table 3.6) of the private clinics and

hospitals which have been established during the last one decade and a half

are housed in residential buildings which were originally built for residential

purpose, Only 19% of the clinics had actually been designed for clinics and

hospital,

Table 3.6 Distribution of clinics by past usage of the building

Past usage Zone liumber Total
Z 5 6 7 9 No. %

Residential 2 6 12 2 5 27 64.3
Commercial 1 2 3 7.2
Other 3 I 4 95
Total 2 7 17 2 6 34

Percentage 4.8 16.7 40,5 4.8 14.3 81

Source: Field Survey,1995

As most of tIle clinics are conVerted from residential buildings, required

standard room specification is naturally absent. In many cases the operation

theaters are found to be much bigger than required as because in most of ,
26
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these cases the living room is converted to an operation theater, On the other

hand the size of the post-operative room is smaller than required. In case of

many clinics there are no post-operative rooms at all. Also the size of the

wards are small and there is congestion of beds than it should be. From table

3.4 it is observed that nearly 57% of the clinics are low-rise and are within

5(five) khata land area. 11Jis is due to the fact that nearly 64.3% (Table 3.6)

of the existing clinics are converted from residentiai buildings.

3.5 COST OF ESTABLISUMENT AND MAINTENANCE

It is very expensive to establish a clinic. Establishment of a clinic requires

first of all a building with enough space for reception, patient's waiting room,

rooms for doctors and nurses and above all space for sufficient nUiIlber of

bed, whether the clinic is established in a rented llOuse or in an owned

building, From the 'study it is observed that 73,8% of the clinics have been

established in renled buildings and the rest 26,2% have its own building.

From Table 3.7 it is found that 21% of the clinics pays building rent varying

from Tic 5000 to TIe. 15000 per month. From the same table it is found that

30.8% ofthe clinics pay rent in the range of TIe. 25001- Tk 45000.

Whereas only 4.8% (Table 3.7) of the city clinics pay rent varying from TK.

55001-TK. 65000, 7.1 % of the clinics pay tent over TK. 65000. From the

comparison of the five zone's under study it is foutld that zone-6 has been

considered to be the most ideal for establishing a clinic, whether from the

consideration of location, environment, patient availability and accessibility,
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among all the other 2'.ones.The rent of a building, of course is greatly influenced

by the location of the clinic.

Table 3.7 Distribution of clinics by monthly rent ofthe building

Rent/month Zone number Total
2 5 6 7 9 No. %

Up-to 5000 1 2 1 1 5 11.9
5001-15000 1 3 3 1 1 9 21.4
15001-25000 2 4 1 7 16.7
25001-35000 1 5 1 7 16.7
35001-45000 1 3 2 6 14.3
45001-55000 3 3 7.1
55001-65000 1 1 2 4.'
More than 65000 2 1 3 7.1
Total 2 9 21 2 , 42
Percentage 4' 21.4 50 4.' 19 100
Source: Field SurveY,1995

Besides the rent of the building, cost of equipment that are necessary to equip

a clinic also adds to the cost of establishing a clinic. From the study of the

clinics in the various zones, it is observed that 38.1% of the clinics required a

minimum of TK. 10,00,000 to equip a clinic, (Table 3.8). The quality of

service provided by the clinic obviously depends on the extent of expenditure

on buildings, equipment and other faciliiies in addition to the qllality of

doctors and staff,
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Table 3.8 Distribution of clinics by establishment cost including cost
of instrument

Establishment cost zone number Total
in taka 2 5 • 7 9 No. %

Up-to I million I 4 7 2 2 I' 38.1
I - 2 million I 2 I 4 9.5
2 '- 3 million I I 2.4
3 - 4 million I I 2.4
4 - 5 million I 1 I 3 7.1
5 - 6 million I I 2 4.8
6 - 7 million 2 2 4.8
7 - 8 million I I 2 4.8
Above 8 million I • 4 11 26.2
Total 2 9 21 2 8 42
Percentage 4.8 21.4 50 4.8 19 lao
SOUTce:Field Survey,1995

Table 3.9 Distribution of clinics by monthly expenditure

Expenditure Zone number Total
2 5 • 7 9 No. %

Upto 50,000 I 3 8 I 13 31
50,001-100,000 I 2 4 I 8 19
100,001-150,000 4 2 • 14.3
150,000 - 200,000 4 5 I 2 12 28.6
Above 200,000 3 3 7.1
Total 2 9 21 2 g 42
Percentage 4.8 21.4 50 4.8 19 100
Source: Field Survey,1995



From Table 3.9 the monthly recurring expenditure such as maintenance cost,

staff salary, medicine and food, visiting doctor's payment, pathological cost

etc. of a private clinic is found. From the study of the private clinics in all the

zone it is observed Ihat 31%. of the Clinics incur expenditure up-to TK. 50

thousand per month. Clinics having lower establislunent costs and monthly

expenditures are able to extend their services at a tolerable and affordable

rate for the lower middle and middle income groups that fonus the bulk

customer group taking their services. Clinics which have better diagnostic

facilities offer better thaIi average services, are found to have higher monthly

cost than the average clinics.

3.6 TYPOLOGY AND FACILITY

Before going into any detail regarding this aspect of a private clinic, it would

be worthwhile to note the conditions that led to the growth of private clinics

in the city. After the liberation war, when Dhaka city became the national

capital from a provincial capital of pre-liberation days there has been a huge

population inflow in the capital, and the city population grew very rapidly.

The area of the city also expanded like wise to house the increasing

population, and as a resuit, many new areas and settlement grew fast around

the city, the trend of which is stili contiIiuing. The existiIig institutional health

and Medicare facility like the hospitals and the medical centers was neither

enough to meet the increasing demand of the increasing population nor up-to

their changing demand of the lJ.ualityof services, It is ill the back- drop of

such inadequacy of the existing medical facilities that the idea of private



c1inic~came into being and started growing to cater to the increasing demand

for health and medical service~ of a growing populace.

Thus basically being more or less complimentary to the Medicare facilities

provided by the Government, the private clinics have limitations, because it is

not possible for these clinics to provide all the services and facilities at one

place like a Government hospitaL But the quality of services provided by the

private clinics are more personali7.ed and naturally bel1er, An analysis of the

private clinics regarding the type of service facility available ~hows that a

private clinic generally provide Medicare services 10 specific field and also

some clinics have general Medicare service facility. To asses the quality of

services rendered by private clinics we need 10 take account of the numbers

of whole time and part time doctors, the number of supporting slatT , the

facility of emergency services, surgical and pathological servicer., the outdoor

facility and the ambulance facility available in a clinic,

Table 3.10 Dir.tribution of clinics by number of full time doctors

Number of doctor No. of clinic Percentage

1-3 10 23,8

4-6 18 42,9

7-9 8 19 ,

Above 9 6 14.3

Total no. of clinic 42 100
Source: Field Survey,1995
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TIle quality of service of a clinic depends directly on the availability of doctors,

their professional efficiency and sincerity. It is observed from the study of the

clinics in the five zones that 42.9% (Table 3.10) of the existing clinics have 4..(j

full time doctors, Whereas abouI23.8% clinics have only 1-3 full time doctors.

TIle clinics having smaller number of full~tili1edoctors extend Medicare service

to a limited or rather specific field only, where as the clinics having more full-

time doctors extends Medicare services to more than one specific field. It is

observed from tlle study that 39 2% clinics have 5-6 part time doctors,

Khan (1992) indicate that there is one physician for every 900 persons in the

city. In a private clinic besides doctor, there are many other types of

supporting staff. Service quality of a clinic also depends upon them, From the

table 3.11 the number of different types of employees is observed. It is

observed from the table that 40.5% clinics have less than 10 number of

employees and nearly 50% of these clinics are situated in zone~6. 33% clinics

of zone-6 have more then 10 employees which indicates that majority of the

better clillics are located in this zone. Zonc-9 which includes <1\11s11allAreA.

also have some of be tier clinics as indicated by lhe number of employees,

Emergency or out door treatment facility is very important for a clinic. From

the study it is observed that 59.5% cliiJics have outdoor treatment facility.

Surgery or facility for surgery is an important aspect of medical treatment. If a

clinic does nol have any type of facility for surgery then the clinic wilt not be

secured for the patient. From the study it is observed that 31% clinics have aU

sorts of surgical facility. II is observed that nearly 50% clinics (Table 3.12)
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deal with specific Iype of surgery among Ihem 31% have gynaecological

surgical facility.

Table 3.11 Distribution of clinics by number of employees

Number of Zoncnumber Total
employees

2 5 6 7 9 No. %

Up-to-l0 1 5 7 2 2 17 40.5

11-20 2 2 1 5 11.9

21-30 4 J 7 16,7

31-40 1 2 2 5 11.9

41-50 1 2 3 7.1
51-60 1 2 J 7.1
60 2 2 4.8
Tolal 2 9 21 2 8 42
Percentage 48 21.4 '0 4.8 19 100

Source: Field Survey,! 995

From Table 3,P the."perc~'!.!~g~ of_diffe.~e.!l-!._types of surgic~1 facility is.
observed. It is also observed from the study that 57% clinics deal with

specific types of diseases and 42.9% clinics deal with all sorts of diseases.

From Table no.3,13 it is observed the petcentagc of different types of

treatment facility. By analyzing Table no. 3.12 and Table no. 3.13 it can be

can say that maximum clinics have gynecological surgery and as well as

gynecological treatment facility .
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Table 3.12 Distribution of clinics by type of surgery

Type of surgery No. of clinic Pe.-c•.ntage

Liver I 2.4
Heart 2 4.8
Gynaecology IJ 31.0
ENT I 2.4
Orthopaedic I 2.4
Ey' I 2.4
Slone I 2.4
Kidney I 24

Total no. of clinic 21 50
Source: Ficld Survey, 1995

Table 3.13 Distribution of clinics by type of treatment facility

T",atment facility No. of clinic Pe",entage

Heart disease 10 23.8

Eye disease 6 14,3

Gynaecology 28 667

Paediatric 15 357

e, n. t. 2 48

Kidney disease 6 143

Nuorosurgery 7 16.7

Surgery 6 14.3

Chest diseases 5 119

Nuromedicine 7
,

16,7

Orthopaedic II 262
Other 3 2.4
Source: Field SUTVey,1995
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Pathology laboratory is also an important part of medical treatment facility. A

clinic's treatment facility will be improved if the clinic have its O'Ml pathological

laboratory. From the study it is observed that 50% clinics have their own

pathology laboratories. TIle rest are connected with some pathology labora1ory in

the city It is observed from the study that many clinics have their own

phannacy. To give patient relief from the trouble of collecting medicine from

outside of the clinic 52.17% clinics have their own phannacy.

Table 3.14 Distribution of clinics by number of general beds and
single-beded cabins

No. of bedsJ single booed General bed Single booed cabin
cabin No. of clinic % No. of clinic %

Up-to 10 18 42.9 22 52.4

11-20 9 21.4 3 7.1

21-30 2 4.8 2 4.8
More than 30 I 2.4 1 2.4
Total 30 71.4 28 67
Source: Field Survey, 1995

Patients have to reside in the clinic to get proper treatment services. So each and

eVeryclinic have bed facility to provide proper treatment. 111esebed facility are

generally three types:

1) General bed (ward)
2), Single beded cabin
3) Double beded cabin



Table 3.15 Distribution of clinics by number of double beded cabin

Number of cabins No. of clinic Percentage

1-2 6 14.3

3-4 4 10
5-6 1 2.4

More than 6 2 48
Total 13 31
Source: Field Survey,1995

Most of the clinics have general bed. From table 3.14 and 3.15 the number of

dilTerenttypes of beds in different clinics is observed.

Table 3.16 Distribution of clinics by facility for modern treahnent

Facility for Zone number Total
modern treatment 2 5 6 7 9 No. %
y" 1 5 1 7 16,7
No 2 8 16 2 7 35 83.3
Total 2 9 21 2 8 42
Percentage 4.8 21.4 SO 4.8 19 100
Source: Field Survey,1995

Modem treatment facility is an important aspect to improve the quality of the

private health care delivery system. But maximtun private clinics are not using

modem treatment technology such as lithotropsy, lasertherapy, Dialysis,

computer diagnosis, incubator, ventilator etc From Table 3,16 it is observed that

only 16 7% of existing private clinics are using modem technology. Out of
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16.7% clinics 12% are in zone-6 and remaining 4.3% clinics are in 7.One-5and 9.

11lis shows that private Medicare clinics with better treatment facilities are

concentrated in the high-income areas oUhe city.

Emergency electricity supply system is very important aspect for a private clinic,

Reside other things if the electricity fails at the time of an operation the difficulty

that will arise is easily lUlderstood. From the study it is observed that 51.1%

clinics have emergency electricity supply system.

Ambulance facility is one of the most desired SCTVIcefor patient and Illis

improves the quality of services of a private clinic. From the study it is observed

that 21.4% clinics have ambulance facility. In many private clinic there are

facility for the treatment of poor people. In our COWltTymaximmn people can not

go to the private clinic for treatment due to economical reason. For Illis reason

many private clinics provide special treatment facility to the poor people. It is

observed that 80.5% (Table 3.17) clinics have treatment facility for poor people

and maximum in zone-6.

Table 3.17 Distribution of clinics by treatment facility for poor people

Treatment facility Zone number Total
for poor people , 5 6 7 • No. %
Yo< 1 9 14 2 7 33 80.5
No 1 7 1 • 19.5
Total 2 9 21 2 8 42
Percentage 4.8 21.4 50 48 I' 100

Source: Field SurveY,1995
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3.7' COSTANDlJSE

In a clinic there can be three type of bed facility such as general bed, single

heded cahin, and double beded cabin. Each type of bed has different rate. TIle

rate of different types of bed varies in different clinics of the zones, These

variations depend on the quality of services, size, facility etc, given by the clinic.

From table 3.18 we find the variation of rates among general bed, single booed

cabin and double beded cabins.

Table 3.18 Distribution of clinics by renl of general bed, single and double
beded cabin

Rent per General Single beded Double beded cabin
d.y b,d cabin

(in Taka) nO.of % no. of % No. of %
clinic clinic clinic

Upto 100 6 14.3

101-200 21 50
201-300 J 7.1

301-400 3 7.1 J 7.1

401-500 I 23 3 7.1 3 7.1

501-600 4 9.5 I 23
601-700 13 30,9

701-800 2 4.8

801-1000 2 4.8

1001-1200 3 7.1

Above 1200 3 7.1

Source: Field SurveY,1995
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For the same reason, minimum daily treatment cost also vanes among

different clinics of different zones. Table 3,19 presents daily treatment cost of

clinics. It is observed that only 2.4% clinics provide treatment free of cost and

these are located ill zOlle-6. For 2.4% clinics minimum daily cost of treatment is

more 11131111. 1000 and these are located in zone-9 which includes 11igh-income

residential area like Gulshan .For majority of the clinics (40.5%), however, the

daily minimum treatment cost per day is between 11. 200 and Tk, 400 .

Table 3.19 Distribution of clinics by minimum treatment cost per day

Treatment zone niLItJ.ber Percentage
cost in tk. Perday 2 5 6. 7 9 No. %

Free 1 1 2.4
Unlo 200 2 5 4 1 3 15 35.7
201-400 2 12 1 2 17 405
401-600 1 2 I 4 9.5
601-800 2 2 4.8
801-1000 2 2 4.8

Above 1000 1 1 2A
ToW 2 9 21 2 8 42

Percentage 4.8 21.4 50 4.8 19 100
Source: Field Survey, 1995

The financial condition of a clinic depend upon the IIlnnber of monthly incoming

patient 10the clinic. Table 3.20 shows the number of patient taking admission in

different clinics per year. The service qmility and financial condition of it clinic

can be judged by the number of indoor and outdoor patients per day.
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Table 3.20 Distribution of clinics by number of incoming patient per
year

No,ofpatient/year No. of clinic Percentage

upto 300 8 19

301 - 600 8 19

601 - 900 9 21.4

901-1200 7 16.7

1201-1500 I 2.4
1501 -1800 2 4.8
1801-2100 I 2.4
More than 2100 6 14.3

Total 42 100
Source: Field Survey,1995

Table 3.21 Distribution of clinics by number of indoor and outdoor
patient per day

Type of patient No.ofpatientfday No. of clinic Percentage
Indoor patient 1-3 23 54.8

4-6 11 26.2

Above 6 1 24
Out door Patient 1-10 12 28.6

11-20 3 7.1
21-30 3 7.1
Above 31 2 4.8

Source: FJeld Survcy,I995
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From Table 3,2] we get some idea about the number of indoor and outdoor

patients per day in different clinics, For example if the number of patient is less

than the number of bed in a clinic, the income of that clinic will not be good.

Largest number of clinics have yearly incoming patients numbering between 600

and 900 . It is interesting to note that the clinics, located mostly in zone-6, have

more than 2 [00 incoming patients per year.

Table 3.22 Distribution of clinics by income group of patients

Income group of patient No. of clinic I'ercentage
(using the clinic)

High class 10 23.8

Middle class 27 64.3

Low class 6 ]4.3
Source: Field Swvey, 1995

TIle treatment cost in private clinics is much higher compared to government

hospital. So it is very important to identify which income group is using private

clinics, The service quality also depend upon the patient's income level. From

Table 3.22 it is observed that maximwn number of people using the private

clinics are of middle income group. TImt is why the cost of treatment should be

within the affordable range of middle income group,
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CHAPTER-4

ANALYSIS OF HOUSEHOLD DATA

4.0 INTRODUCTION

In the study of the Health care delivery system in Dhaka, the study of the

families residing in different localities fonn an important and integral part of the

study. Three-income level was selected from seVeral neighborhoods such as

Dhgllmondi, Gulshall, Mohammedpur, Moghbazar, Santinagar, Siddheswari,

Mirbagh, Santibagh, Malibagh and Rampura areas. 11le basic data or

infonnation that were taken into consideration about the families under study

were period/duration of residence iii the particular locality, age, education,

income of household head as well as their opinion about various aspects ofthe

clinics that included treatment cost availability of facilities quality of service etc.

These basic infonnation will help to understand the health and health related

aspects ofthese families.

4.1 D1JRAll0N OF STAYIN THE COMMUNITY

11le study of the duration of stay in the comimmity is important, because it llelps

to find out the integration and interrelationship of families and their attachment

willi the locality they live in. People generally prefer to live or settle in localities
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of similar socio-economic condition and environment as of their own and they

can adjust with the environment and society easily, Tablc-4, I regarding

"Duration of stay in the community" shows that 26.5% of the families under

Shldy live in a locality only for a period upto 5 (five) years. TIlis indicates these

families are rather tempomry residents living in an area and are much less

aHached to the community.

Only 14.7% of the families in the comniunity are living here for 11-15 years,

28.2% ofthe families residing in the community for 6-10 years, whereas 29,8%

arc residing in the community for more than 15 years. Many of the families have

been residing in the locality for more than one generation and as such conununity

feeling, coherence and so on are well developed.

4.2 DEMOGRAPHIC AND SOCIO-ECQ"NOMIC CHARACTERISTICS

4.2.1 Age, Sex and Marital Status

Distribution offamily head by age is presented in Table 4.2, The table indicates

that majority of family heads belong to the age group 41 to 50 years. Thus,

nearly 37% of the heads belong to this group followed by those (30.3%)

belonging to the age group 31 to 40 years, About 26% of the family heads are

50 years or older while OIIly6.3% belong to the age group 30 years or less,
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Table 4.1 Duration of stay in the community

Year ofresiding Number offamily Percentage

Upto 5 years 63 26.5

6-10 years 67 28.2

11-}5 years 35 14.7

16-20 years 42 17.6

More than 20 vears 29 12.2
No reply 2 0.8
Total 23' 100
Source: Field Survey,1995

Distribution of family heads by sex as presented in table 4.3 indicates that nearly

93% of the heads are male while only 7% are female. Marital status of the

respondents is presented in table 4.4 which shows that nearly 97% are married

while the rest are unmarried.

Table 4.2 Family Head by Age Group

Age of the head of the family Number Percentage

Vpto 30 Years 15 63
31 to 40 years 72 30.3

41-50 years '7 36.6

50-60 years 50 21,0

More than 60 years 14 5.'
Total 238 ]00
Source: Field Survey,1995
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4.2.2 Education and Income

Dislribution of respondents by levels of education is presented in Table 4.5. The

rate of literacy among the respondents is found 10 be 82,8%, which means tbat

17.2% are uneducated. It is interesting to note thai more than half(53,3%) of the

respondents have Bachelor's Degree or above while only about 10 percent have

passed secondary and higher secondary certificate examinations.

The level of income reflects the economic condition of the people and in mosl

cases detennines the level of facilities available in a commlUlity. The level of

income also delennines the health condition of the people. Table 4,6 presents the

distribution of respondents by levels of income. Largest percentage of the

respondents (39.5%) has income IIpto 5,999 Taka while 3,4% have income

between 6000 and 8999 Taka. About 57.2 percent of the respondents have

income over 9000 Taka and nearly halfofthem earn more than 12500 Taka per

month,

Table 4.3 Sex of the Family Head
---
Sex of the family head Number of family Percentage

Male 221 92,9

Female 17 7.1

Tolal 238 100

Source: Field Survey,1995
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Tahl{"4.4 Marital Status ortbe Family Head

Marital Status Number of family Percentage
~-

Married 230 96.6
-~
Unmarried 8 34
I Total 238 I 100
Source: Field Survey, 1995

Table 4.5 Education of the Family Head

~
l,evelofEducation Number Percentage

Uneducated 41 17,2
-Below SSe. 47 19.7

S.S,c. 10 4.2
H.S,c. 14 5.9

I BA and above 126 53
Total 238 100

Source: FJeld Survey, 1995

Table 4.6 Family Income per month

Family Incorrie Number of family Percentage

Upto 2999 Taka 65 27.3
3000 to 5999 Taka 29 12.2

6000 to 8999 Taka 8 3.4
9000 to 12499 Taka 91 38.2

More than 12500 Taka 45 19.0
1'ota1 238 100-- -Source: FIeld SurveY,1995 '



Table 4.7 Number of c1inics/health-care facility available in tbe community

Number of clinics Number of respondent Percentage
--

0 5 2.10
1-5 147 61.98
6-10 20 8.40
11-15 37 15.54
16-20 22 9-24
Above 20 7 2.94
Tolal 238 100
Source: Field Survey,1995

4.3 ITPES AND LOCATIONS OF CLINICS AND TIIEIR USE

From thi~ study it is observed that at least one member of each family of

all the communities ha~ gone at least once to a clinic for treatment

purpose. Out of 238 surveyed families respondent Df 53 families say that

at least one of their family member has gDne tD a clinic fDr outdoor

treatment only while 185 respondents (i.e. 75.6%) says that at least one Df

their family members has been admitted to a clinic fDrtreatment purpose.

So it can be said that majority of all income group need indoors health

care servIces.

Table 4.7 gives an idea about the availability of hospitals and clinics in the

areas under study. It presents the distribution of respondents by their

opinion about the availability of c1inicsfhospitals within the community

(residential neighborhood) they live in. It is ubserved that only 5

47



respondents or 2.10% mentioned that they did not have any clinic/hospital

within their community. On the other hand 147 respondents or nearly 62%

mentioned that they have 1 to 5 clinics within the community they live in.

Ahout 36% of the responde.nts mentioned number of clinics ranging from

6 to 25 that are available within their communities.

From table 4.R it is observed that 43,3% of the families are using only the health

care centre for treatment that is available within their own locality while 54.7%

orthe families beside using their local health care facilities are using health care

centre availahle outside their own locality.

Table 4.9 presents the distribution of respondents by the Iype of hospitals

(government or private) being used for treatment. It is observed that majority of

the respondents (66.4%) go to private clinics or hospitals for treatment There

is, howevcr, close relationship between income level and the type of hospital

being used. About 69% of the people having income upto 5,999 Taka go to

government hospitals. Only about 31% of this group go to private hospitals for

treatment. The percentage of people going to private clinics increases quite

significantly as the income level rises, lbus, 75% of the people having income

between 6,000 to 8,999 Taka use private hospital compared to only 25% of this

group visiting government hospitals. The percentage of people using government

hospitals come down to almost zero beyond income level of 12,500 Taka,
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Table 4.8 Using Local or outside health care centres

I Local/Outside centre E Number of family Percental!e
Local 43.3108~ ---~-_._----
Outside I 130 54.7----~

ITotal 238 100~-
Source: Field Survey, 1995

Thus the private health care centres are becoming more popular day by day than

the govemment health care institutions for treatment ptuposes. This is due to the

fact that the private health care centers being privately owned commercial

illstittitions extend personalized service and attention that is valued by the patient

alld their families,

Table 4.9 Type of health care centre generally used for treatment

tvne of Health Centre used
Family Income Government Private

Number Percent Number Percent
Unlo 2999 Taka 47 72.3 18 27.7
3000 to 5999 Taka 20 69,0 9 31.0
6000 to 8999 Taka 2 25.0 6 75.0
9000 to 12,499 Taka 11 12.1 80 87.9
More than 12,500 Taka 45 19.0
Total 80 33.6 158 66.4
Source:FieldSurvey,1995

4.3.1 Distance of Clinics

Table 4, I0 presents the distribution of patients by the distance of clinics from

tlleir residellce, Nearly 54% oftlie patients went to a clinic less than 1mile from

49

.",



their residence. For nearly 12% of the patients the clinics were witliin 2 miles

while for 16% the clinics were 2 to less than 3 miles away form their residences.

Only about 18% of the respondents went to clinics beyond 3 miles. This shows

that people prefer clinics, which are close to Iheir residences,

Table 4.10 Distance of source of healtb care centre used last time

Distance in Mile Number of respondent Percentaj!;e

Less than 1 mile 79 53,7
I Miles to less than 2 miles I 8 12.3...

2 miles 10 less than 3 miles 23 15.6
3 miles to less than 4 miles ]6 10.9
4 miles to less than 5 miles 5 3.4
5 miles and above 6 I 4.1
Total 147 100 I

Source: Field Survey,1995

4.3.2 Means of Trarisporhition

Spatial mobility has a positive ielation with accessibility and as it is a fact that

means of transportation involves money and time, there is a positive correlation

between income and the type of mode being used. Table 4.11 shows that about

25.9% of the respondents made use of rickshaws 10 reach the medical centre,

From this table it is rliso found that majority of the respondents (51.7%) used

private cars to reach the clinics, While 12.2% used baby taxis, 9.5% of the

respondent went on foot to reach the health centre. Only one person was found to

.use ambulance,
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Table 4.11 Means oftranspottation

Means of transport Number of Respondent Percentage

-_._._-
On fool 14 9.5

Rickshaw 38 25.9

Rabytaxi 18 12,2

Private car 76 51.7

Ambulance 1 0.7
Total i_ 147 100
~.

Source' Field Survey,1995

4.3.3 Re-asons for not going to Government Hospitals

We have already observed thaI majority orthe respondents (55.9%) go to private

clinics for treatment purpose, They have mentioned eight reasons for not going

to the government hospitals for treatment. Maximwn mnnber of the respondents

stated Ihat the dirty and untidy environment is the real cause for avoiding

Government hospitals. According to their opinion (81.6%) most of the

govemment hospitals are nasty, dirty and nol al all clean, Duly doctors are not

usually available timely_ Poor service quality continued scarcity of beds Icabins

are also major causes that deler people from going to a govemment hospitals

(Table-412).
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Table 4.12 Reasons for not going to Government Hospitals

Reasons No. of Percent of
Responses Respondent

Doctors do not refer 14 9.5

Environment dirty and untidy premises 120 81.6

Very expensive 10 6.8
--

Required facilities not flVailablc
, 55 374

Scarcity of beds leabin III 75.5

Poor service 119 81.0

Doctors are too busy to give service m 121 82.3
Time
Absence of govt, hospitals in the 37 25.2
Locality
Source: Field Survey,1995

4,3,4 Reason for Going to Private Clinics

Table 4.13 presents the distrihution of respondents by reasons for going to a private

di!lk. It is ohserve(] that goo(] environment, facilities for all types of treatment an(]

availability of cabins arc major coosi(]erations for preferring treatment in private health

care centres.1t is interesting to note that enst is not an important factor if judged by the

numher of respondents preferring private clinks for this factor. Only 5.1% respondents

mentioned "less cost' as the reason for their ehoice of private dinics. Other important

factors considered by the people for choosing private dinies are timely availability of

doctors (80.8%), availability of eahin/hed (78.2%) and the availahility of required

treatment facility (69.2%).
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Table 4.13 Reasons for Going 10 I'rivate Clinics

Reasons No. of Responses Percent of
Respondent

Less distance 43 27.6

-
Doctor's advice 56 35.9

Friend/relatives advice 64 41.0

Less cost 8 5.1

Good environment 122 78.2

Facilities for all type of treatment 108 69.2
available

Cabinlbed available all the time 122 78.2

Timely availability of doctors 126 80.8

Source: Field Survey,1995

The analysis above indicates tlJat p()()r quality of service., bad environment,

unavailability of doctors and cabins arc the major reasons why a significant proportion

of people go 10 private clinics for treatment despite tlJe fact that these are quite

expe.nsive.1t is mainly tlJe economic reason why people still go 10government hospitals

for treatment. Table 4.14 presents tlJe distnbutioh of respondents by reasons for going

to government hospitals. Thu~ all the respondents (100%) indicated that they go to

government hospitals because of less cost. The otber majm reason imlkated by tbe

respondents is the availability of the type of treatment facility required by the patient.
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Table 4.14 Reasons for going to government hospital

Reasons No. of Responses Percent of
Respondent

Less distance 4 50

Doctor's advice 5 63
~

Friend/relatives advice 25 3L3

Less cost 80 100,0

Good environment 21 26.3

Treatment Facility available 49 6L3

Cabinlbed available all the time 20 25.0

Timely availability of doctors 36 45,0

Source: Field Survey,1995

4,4 EXPENSESFORTREATMENT

It is obvious that private hospitals are more ex.pensive than government

hospitals. Ex.penses for treatment, howeVer, depends on the types of patients,

their ailments, duration of stay in the clinic as wen as the quality of doctors and

equipment's used.

4.4.1 Patient Type

As regards the patient type, the respondents were asked if the last patient was

a child, adult or a pregnant women, The distribution of respondents by their

answers is presented in table .4.15. It is observed that nearly 48% of the patients
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were adult, 34% were children and 18% were preblflantwomen.

Table 4.15 Type of patients

Patient Number Percent

Child 50 34.0
Adult 71 48.3
Pregnant Women 26 17.7
Tolal 147 100
Source: Field Survey,1995

4.4.2 Duration of stay

Table 4, 16 shows that 33.3% of the patient stayed in the clinic for 5 days only,

while 32,7% for 6 to 10 days, 19.7% for II to 15 days, 8.2% for 16 to 20 days,

and 6.1% for more than 20 days. It is observed that about two thirds of the

patients stayed in the clinics for 10 days or less,

Table 4.16 Duration orstay in Clinics

Duration of Stay in Days No. of Respondents Percentage

Uoto 5 davs 49 33.3 ~
6-10 days 48 32.7~
11to15davs 29 19.7
16 to 20 davs 12 8.2
More than 20 days 9 6.1

~ ~---
Total 147 100
Source: Field Survey,1995
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4.4.3 Treatment Cost

Distribution of respondents by treatment costs of a single patient is presented

in Table 4, 17 largest number of respondents (about 18%) spent between 10 to

IS thousand Taka for a single patient. Nearly 48 percent ofthe respondents

spent more than fifteen thousand Taka while about 34 percent of the

respondents spent less than ten thousand Taka for treating a patient in a

private clinic. Thus, it is quite expensive to treat Ii patient in a private clinic if

we consider the income level of the people in Sangladesh.

Table 4.17 Cost Involved In the treatment

jD;st involved in the treatment No. or Respondents Percentage

l..\Jj>to Tk 1,000 14 9.5
TIc 1,0OI-Tk.5,OOO 14 9.5
Tk. 5,OOI-Tk.1O,OOO 22 15.0
Tk. 1O,001-Tk.15,00O 27 18.4
Tk.I5,001-Tk.20,000 22 15.0
Tk, 2Q.OOITk.25.000 15 10.2
Tk,25,001- Tk.3q,OOO 7 4.8
Tk. 30,00 I -Tk.50,00O 9 6.1
More than Tk,50.QOO 17 11.5.
Total 147 100
Source: Field Snrvey.l995

Table 4.18 gives a picture of the average treatment costs in govemment and

private hospitals, Average treatment cost in private hospitals is almost 5 times

the average treatment cost in government hospitals. Treatment cost also varies
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between first and second time. Treatment cost is fOWldto be higher during the

second time indicating perhaps the effect of inflation.

Table 4.18 Average treatment cost per patient (in Taka)

Time Private Hospital Government HO~J!!tal
First Time 17,749 3,653
Second Time 19,070 4,000

Source'FieldSwveY,1995

4.5 MANAGEMENT AND QUALfIY OF SERvicE IN PRIVATE CLINICS
AND HOSPITALS

The way a hospital is managed largely influences the attractiveness of it. In

recent years private hospitals have become more attractive than the government

hospitals probably due to the deterioration in the quality of management of

govenunent hospitals. In this study we tried to know people's opinion about the

quality of management of private hospitals as reflected in the quality of services

of doctors and nurses, supply offood and medicine, availability of beds/cabins

etc.

4.5,1 Quality or Doctor's Service or tlrivate clinics

In geneml, people are satisfied -with the quality of service rendered by the

doctors. It is clear from Table 4.19, which indicates that nearly 87% of the

respondents teoned doctor's service as good. According 11.6% of the
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respondents, doctor's service was moderate compared to only 1.4% who

thought that the service was of poor quality.

Table 4.19 Opinion about doctor's service of private clinics

Service quality No. Respondent Percentage

Good 128 87
Moderate 17 11.6
Poor 2 14
Total 147 100

Source: Fjeld Survey,1995

,
4.5.2 Quality of Nurse's Service of private clinics

People are also found to be satisfied with the way nurses do their jobs as is

evident from table4.20, 85% of the respondents thought that the quality of

services of the nurses was good while about 14% found their service quality as

moderate. Only 1.4% of the respondents maintained that their service quality

was pOOL

Table 4.20 Opinion about quality of services of nurses of private clinics

Service quality No. respondent Percentage

Good 125 85.0
Moderate 20 13.6
Poor 2 14
Total 147 100

Source: FIeld Survey,1995
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4.5.3 Supply of Medicine and Food

Majority ofthe respondents mentioned that their patients received medicine and

food from the clinics. 76.4% of the patients received medicine while about 71%

of patients received food from tl1e clirtics. As regards the quality of food

supplied, nellrly 80% mentioned that the food was good. 1]% of the patients

thought that the qualily of food was moderate while for the rest 9% the quality

of food was poor.

Table 4.21 Supply of Mediciile and rood

If Supplied

Item yO' No Total Percetit

Number Percent Number Percent

Medicine 112 76.4 35 23.6 147 100
Food 104 70.7 43 29.3 147 100
Source: Field Survey,1995

4.5.4 Availability .ofBeds/Cabins

One of the main reasons why people go to private clinics for treatment despite

high cosl is the availability of bed/cabin in times oflleed, This is clear from table

4.22 which indicates that in 90.5% afthe respondents did not face any problem

in getting hed/cabin when they went 10a private clinic for treatment.
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Table 4.22 Availability of Beds/Cabins

Availability of Beds/Cabins No. of Respondent Percentage

Available 133 90.5

Nol available 14 9.5
Total 147 100
Source: Field Survey,1995

4.5.5' Needed Improvements

Although people in general, were satisfied with the private clinics, particularly

the quality of services of doctors and nurses, they expressed the view that

further improvements are needed. Table 4.23 presents the distribution of

respondents by the types of improvements stlggested by them.

Table 4.23 Improvements Needed for Private Clinics.

Type ofTmprovements Number of Responses Percent of
resnnodent

More bed/cabin 35 23.6
Modern EouiDment 124 83.8
Full-time Doctors 69 46.6
ImDrovement of Service 94 63.5
More Skilled Nurse 92 62.2
Rel!:ular Su 1 of Medicine 106 71.6
Better Food 77 52.0
More clinics in each zone 37 25.0
Source: Field Survey,1995
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Abollt 84% of the respondents felt the need of modem equipment while about

72% felt that supply of medicine should be regular. Other important

improvements suggested by significant number of respondents were quality of

service (63.5%), more skilled nurse (62.2%) and better food (52%). More full

time doctors were also suggested by about 47% of the respondents.

61



CHAPTER-5

SUMMARY OF FlNOINGS ANI>RECOMMENDATIONS

5. t SUMMARY OF FINDINGS

Dhaka, the national capital of to day was only provincia! capital just over two

and a half-decade ago. Compared to today Dhaka was much small in size in

those days housing a much smaller size of population of Dhaka. The

development of Dhaka was very slow in all sector, and of those the health

sector' as it happens in the case of an lmderdeveloped country, was very much

neglected. The health care delivery of Dhaka was limited only to the Gov!.

hospitals and Heath centres,

With the emergence of Bangladesh in the year 1971 when Dhaka became

capital ofthe country the importance and status of the city changed overnight.

It became the seat of Governinent, centre of all national activities including

national policy making with respect to economic, financial and industrial

.activities and the administration of the whole country, The city experienced a

sharp rise in its population of all walks of life and profession migrating from

all parts of the country, far and near. To accommodate the rising population

the city started expanding and new settlements grew all around the city. With

such rapid urbanization the demand for necessary health care facility grew
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very rapidly. The delivery of health care facility through the few eXisting

Govt. general Hospital, specialized teaching hospitals, departmental hospitals

with their total bed of 5323 and also few medical centers of the Government

just failed to cope up with rising demand,

It was more so, because these mstitutions of the Govt. besides serving the

Dhaka City has to extend their services to piltientS from all over the country.

And as a result these instittitions always remain over crowded.

It is under such a situation of inadequate Medicare facility that private

Medicare! Health care establislunents started growing in and around the city

from the mid~ seventies. In this study of the private Heath care delivery

facility in Dhaka City five zones have been selected out of ten Dhaka City

Corporation zones. The private I-lealth care betivery facilities in these zories

has been studied from the following angles (1) Locational and distributional

patterns; (ii) Typology, size and facilities available and their spatial

variations; and (iii) Cost and quality 6f the private health care services and

accessibility of the various income groups to such services,

Study of the health care delivery through Private clinics and hospitals in the

five zones shows that the distribution of the Private health care clinics has

been markedly influenced by the economic consideration of the prospective

users of the establishments and as such most of these institutions are

concentrated in zone -6 which comprises of the Dhanmonm Residential Area,

Moharnmadpur, a mixed soCiety of upper and middle class people and
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Tejgaon, an industrial area. It is important to note that zone 6 is the central

area ofthe city having the largeSt population while zone-9 comprises of two

high in-come areas, Gulshan and Banani. Zone-5 comprises of Motijhee\ and,
Ramna, the administrative arid commercial centres of the city, It is thus

observed from tbe study thilt distribution of private health care services

provided to the city dwellers are disproportionately concentrated in some

particular areas instead of being distributed in an equitable and balanced

manner,

The study has revealed that though the Private Health care Delivery facility

has of late grown considerablY yet it lackS seriously to serve the need of the

large number of least privileged section of the population living in the slums
,

of Dhaka city where the health situation is dangerously bad. The infant

mortality rate (fMR) in these, slums is over 150 per 1000 live births against

the overall IMR of 88 for urbllh and 101 for rural areas in the whole country.

This is due to the fact the Pri~ate health care delivery facilities in Dhaka City

essentially cater to the needs 6f the wen to do section of ihe society and the

low-income group is left behind.

Modem treatment facility is an important aspect to improve the quality of the

private health care delivery system. Modem treatment facility means-leprous

copy, laser therapy, incubator, ventilator, dialysis etc. which are very

necessary for treatment. It is found from the stlidy that 14.3% private clinics

are using modem treatment facility. Due to the scarcity of modem treatment

facility many well off patients go outside of the oounlIy for better treatment
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purpose. Most of the cliniCs having modem treatment facilities are

concentrated in zone-6 and 9 which indicates that these private clinics with

better treatment facilities are. concentrated in the comparatively high-income

areas of the city where treatntent cost is also high. As a result these facilities

are out of reach of the lower-middle and low~income people.

Though ambulance facility is one of the most desired services for patients and

which improve the quality of rue health care delivery system, it is fotmd from

the study that only 21.4% clinics have ambulance facility. Absence of this

facility is also a reason for poor health care delivery system of most of the

clinics of Dhaka City,

One of the reasons why majority of clinics (62%) has monthly expenditure

less than Tk. 100,000 is that there dinics eliiploy a.small munber of full time

doctor. About 24% of the clinics employ only 1 to 3 full time doctors. The

number of employees is als6 very small for a large number of clinics only

upto 10 for about 40% of the 'Clinics.

Minimum Treatment cost mso varies quite significantly among the clinics. For

nearly half of the clinics, minimum treli:trilehtcost per day varies between 200,
to 600 taka. Most of these clinics are located in the high-income areas such as

Dharunondi and Gulshan.

Number of patients getting admission into a clinic also vanes quite

significantly. For nearly 55% of the clinics, the number of patients getting
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admission per day varies between t to 3. Most of these patients also come

form the same locality where the clinics are located,

It is f~d from th.e.study that the service of pJivate c.lini£LareJaken largely

by middle income group, although the tre~.tiilentcost of these priyate ~1.iIllcsis
,------

quite high The reason why private health Care centres are .becoming more
~- , -- -.
popular day by !layjs the fa~t that govettirnent hospitals are not maintained
- -_ .. ~ -- --

proJl.e!!y~l!.~~':!-\)'doctors are not usually available in time. Poor service

quality and continued scarcity of be~s/~a~in_un;, other _ca~es that _deter- - - -
people from going to a government hospital. On the other hand private health

--- -
care centres being privately oWned commercial institutioIiS 'extend

personalized ~ervices and attention that have great imp;ct 0;' the patielit and

their families.

It is also found from the study that ma_ximlIfl!people re_ceivedtreatment from---------- .
a health care centre, which is withiIi their community and is accessible.

-- - _ . ..-- -- .----
Middle and higher middle income people are the major clients, For them good

environment, facilities for all types of treatment and availability of beds and

cabins are major considerations for preferring treatment in a particular private

health care centre.

"



5.2 RECOMMENDATIONS

Based on the observations and findings from the study of the existing private

health care delivery system in the Dhaka City, the following

recommendations are made. These recoriunendafions,if implemented would

greatly improve tbe present private health care delivery system in the city and

thereby would deliver/render the much needed health care and Medicare

servicesmore effectivelyto a greater nuinber of city dwellers.

1. From the study it is fotmd that the existing private health care

establishments has sd far been largely developed in only a few

particular wards in the differen.!zones. As a result of this, a large

number of city dwellers are deprived from the benefit of the better and

personali7.ed Medicare service that are extended by these

establishment. Obviously this is due to profit considerations of the

owners. This practice shouldbe changed and for this incentivesmay be

given to the investors so that hospitals can be established at places

where more people can avail the services of such hospitals. This will in

the long run coinpensate the initial reduction in profit margin of these

institutions.

2. For the middle income people who are the major users of the private

Medicare establishments, the cost consideration is tmdoubtedly the

most important. As such care should be taken to reduce the cost of



treatment and other facilities to an affordable level to these income

group. This will also help people to become more health care minded.

3. In the existing private health care delivery system, most of the

situations are run by consultant physicians and surgeons who aitend to

more than one clinic. This practice, therefore makes the clinics

dependent on tlleir services and limits the scope of services extended

by these clinics. The private clinics by now have become quite popular

to the city dwellers, therefore it is how time that these institutions build

up a work force of their own instead of depending on consultant,
doctors belonging to govt. hospitals. In fact this will create a scope for

younger physician to gain employment and experience, which no doubt

will be another indirect service lo the nation.

4. The private health care estabiishmenls should have a set minimum

standard of the Medicare facilities. At present there in no such standard

minimum for such clinics.

5. Though, it may not be possible for all private clinics, yet bigger clinics

could make some scope for research facilities in various fields, like

those in the developed couritries. This atlempt would greatly contribute

10the present Medicare delivery system itI the country.

6. Now-a-days we find that many people ofteh go abroad for treatment of

different diseases. The reason is that most of the existing private

"



Medicare clinics mainly provide generalized treahnent. There are only

a few private clinics giving specialized treatment. The private clinics

could play a major role in arresting this trend of going abroad for

treatment. Since the private clinics to not have official bottlenecks like

those in the public sector, these could easily make a comprehensive

study about the diseases mostly, for which people go abroad. These

clinics then can arrange for treatment of such diseases by importing

new teclmology, and enhancing their facilities.

7. We have already seen that the buildings used by most of the private

clinics were originally conslnlcled as residential buildings.

Consequentlymany of the requirements of a modem hospital could not

be met. Therefore restrictions should be put on the use of residential

buildings for the purpose of clinics. Proper design criteria should be

formulatedand enforced.

8. In addition to treahnent facilities and their qualities, supply offood and

medicine is also very important for a clinic. Care should be taken to see

that the supply of medicine is r'egular and quality of food is at the

desired leveL

9, Although majority of the respondents are satisfied with the quality of

services of doctors and nurses, they have expressed the opinion that

further improvementin the quality of service is needed
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10. The private health care institutions in Dhaka city being mostly of single

ownership suffer iargeiy from limitation of funds and as such can not

provide the necessary modem facilities This could be solved if these

institutions are established jointly and sell their resources together and

also in collaboration with NGO's providing health care facilities.

11. In Dhaka City hospitals are used for teaching and special purpose as

well as for conunoIi curative lreabnenl, but there is no generalized

hospital in the city like the ones in district and thana headquarters

meant only for treatment purposes. In generalized hospitals the doctors

are free from teaching loads and therefore can devote more time for the

treatment of the patients. This aspeci needs consideration while

developing government hospitals in fntUre.
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Appendix-A

DESIGN CRITERIA OF A HOSPITAL FROM

ARCHITTECTURAL VIEW POINT

A hospital may be defined as a building in which patients are cared for,

nursed and treated. TIlis definition is in itself sufficient to give an idea of

one of the difficulties with which the person who has to build a hospital is

faced.

The problems, and possibilities, confronting architects responsible or

designing a general hospital are prodigious. Apart from sheer size and

technical complexity, terms of architecture, the factors involving humlUl

and social need are concentrated in their most profound form. Inevitably

the general planning procedures are rather more intricate and longer to

carry out than those of, for example, a housing or educational project. This

is due in part to the greater number and variety of highly qnalified

specialists, who must be consulted and convinced at each state of

development. Further difficulties are encOlmtered as a result of the lack of

basic routing research which should have been done years ago lUldwhich

now has to be done concurrently with existing hospital facilities in the city.

A hospital should have the following facilities

L Qut patient facilities

2. Diagnostic lUldtreatment facilities
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3 TIle inpatient facilities

4. Emergency facilities

5. Hospital service departments

6 Prayer room

7, Space to keep deadbody

1. Out patient facilities

The out patient department (OPD) is the part of contact between hospital

and community. It include- '

1.1 Entrance

The entrance to the out patient department should be approached from the

main flow of traffic into the hospital proper. It should be in close

proximity to or incorporated within the main entrance of the llOspital.

1.2 Movement of patients

The movement of pattern of the OPD is seen to be dominated by the

movement of the patients while the medical personnel engaged in the OPD

are relatively stationary.

IJ Sequences of activities

It is usually seen that any patient needs to go through a sequence of

activities with four major steps:



a) Arrival

The droppings/parking places and forecourt area are the first points of

contact of a patient with the hospital. The environment of these spaces

should be as agreeable as possible.

b) Reception, registration andwaitini!

This is the place were the patient's first come into contact with hospital

personnel. So this place should be as welcoming as possible. A waiting

area for patients should be provided and be easily accessible to the main

reception.

c) Medical process

The medical process involves a sequence of activities, which include,

• History taking

Examination

• lnvestigalion

• Treatment

Examination and treatment room should contain a lavatory and have

sufficient room for pahents changing area and examination table. A simple

type of operation theatre is needed in the out patient department.

tl) Dispensing and leal'/nK

The dispensary should be so located that crowding in this area do not

disturh other functions.



2. Diagnostic and treahnent facilities

The facilities in this area equipped for the investigation and treatment of

patients, The health care service centers should have the following

departments,

L Radiology department

2 Clinical and pathology department

3. Surgical dcpartment

Radiology department

The room must be shielded against escape of rays in order to protect the

people in adjoining space. Doors should be shielded with lead to a height

of feet. Floors should be shielded with lead. The exterior walls should be

at least at a distanced of 20 feet from another building. This will reduce

cost for radiation protection, X~ray department should be located on the

ground floor and close to the elevators or ramps, which will be

conveniently accessible, both from out patient and inpatient. The optimum

size of x-ray a room is about 14' x 18', ceiling height requirement varies

for different X-ray machine but a height of a 9'-6" is reasonable,

Patllology department

Guide plans developed by U,S. public Health service indicate that the

technical areas will account for about one half of the space requirement of

the laboratory, There are different recommended module sizes, for

example the Public Health Service recommends a module of 10' X 20'
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others recommend the use of an 11' X 20' module. Laboratories should be

so oriented as to have adequate natural light from the north with excessive

direct solar radiation.

Surgical department

Surgical department oontains actual operating rooms, the scrub areas, the

patient holding or incuction areas and poslopenitive room. The highest

level of cleanliness should be maintained here. It can be located on the

upper floor to get away from dust and to north light and no longer holds,

with the general use of artificial light and sealed windows. Free floor

space of operating rooms should be 18' x 20' or approximately 350sft.

many surgeons and surgical supervisor recommend 20' x 20' free floor

space. The size of

post- operative room vary from one and a half to two beds per operations

room.

3. The inpatient facilities

Some patients need more than just ambulatory care, and in such instances

it is found necessary to provide the patient with supervised care with a

period of stay in the hospital. The requirement of inpatients facilities

include, ward unit which should consist of patient lounge, visitors lounge,

prayer room, surgeons or physicians room, nurses room, pantry and other

ancillary room, cabin's delivery room etc.
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4. The emergency department

Emergencyactivity is intended to be a casualty center offering services 24

hours per day. Medical, surgical and nursing services as well as firs! aid

are provided. Separate entry point should be provided for this department

and easy access should be available from this department to all the major

hospital departments particularly to the outpatient, orthopaedic and

fracture clinics. Ready access to the X-tay diagnostic department.

5, Semce department

They are responsible for the collection and delivery of the necessary items

needed in various hospital departments.

Food service System

Hospital catering has to serve both patients and staff. For food service

U.S. Public HeaJth Service suggested 30 to 40 sft. per bed exclusive of

floor pantries, bulk food storage and employee locker room. From

economic point of view a centralised kitchen is considered best. In the

service area where meals are portioned and assembled in a hospital may

be located in the central or main kitchen or in a floor pantry.

Staff dining rooms usually are plarmed so that they are immediately

adjoining the kitchen and thus facilities service.The kitchen and its

annexes should be well lit and well ventilated. This will prevent kitchen



odour. Precilution must he tilken to prevent odours from reaching other

parts of the hospital. The kitchen requires a delivery entmnce, The best

site for the kitchen is probably ill ground ieveL

Laundry

Laundry ilrmngements are very importilnt from the point of view of control

of infection, The dirty linen from the wards and opemting thcatres milYbe

heavily infected, ilIld even ordinary linen such ilS sheets llfld pillowcases,

from the ward may be a source of serious danger unless carefully handled.

Dirty llfld clellfl should be kept entirely sepilrate, both in the laundry or

linen room.

TIle laundry depmtment, as a miljor heat user, should be sited near the

hoiler plilllt, but heat, dust and noise from the latter should nol be

transmitted to the laundry building. It should have easy access 10the main

seryice roads of the hospital.

TI,e pharmacy

TIle location of phammcy should be near the out patient department.

Consideration should he given to locating this unit where storage may be

shared, supervision concentmted, and distribution controlled.

The essential functions of this department are three:

• Dispensing

• CompOlUlding

• Manufacturing

I.



The dispensing pharmacy should be readily accessible to the public and if

possible to a cashier. Waiting space is desirable for use while the

prescription is being filled, dispensing window must be provided,

Central sterile supply

This department, is an extremely important part of the service group, Iti

this unit all the items which have been returned from different departments

are cleaned, assembled, sterilised, put up in packs and store for

distribution.

l1te teclmique of sterilisation stein from the fact that an object held at the

temperature of boiling water 212 F or higher for 15 minutes is asslUned to

be sterile, that is free from bacteria, An office room will be provided with

the central sterile supply of the hospital for receiving and distributing of

the inslnlments,

Central store

To ensure a regular and quick delivery of supply a central store for

hospital is necessary, It must be of adequate size and must be conveniently

accessible by tnlcks or pUsh carts for loading and tmloading.

House keeping

This department keeps the hospital clean relating mostly to prevention in

infection, This department supplies towels, soaps, toilet, utensils and

A-I



papers. The housekeeping department needs a central workroom and

storage place for supplies and equipment's.

Administration

The tenn administration, applies to each departmental operation and its

rela!ionship to !he total care program,

Waiting and information

As a public service institution, each hospital should contain a waiting area,

TRAFFIC IN HOSPITAL

The main aim of a hospital designer in respect of traffic should be to help

to reduce unnecessary movement of certain types of traffic, such as staff

and patients This call be achieved by correct ioeation of department,

entrance and vertical transport and by arranging conidor systems so that

journeys are as short as possible. A designer needs to understand hospital

!ramc. He needs approximate infonnation on the quantity, type purpose

and urgency of traffics between departments since initial decisions on

building layout influence both traffic behaviour and long tenn pImming

flexibility of the building.

Relationship of departments in a hospital layout may have some effect on

efficiency and will certainly detennine convenience, In addition the

effectiveness of the hospital organisation and building will be influenced

by having the correct type, size and munber of mechanical systems to deal

with traffic.

A-9
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Appendix-B

STANDARD OF HEALTH CARE FACILITY

Bangladesh is one of the poorest country of the world. This poor living

condition, ignorance and inadequate health care facilities create infection and

diseases, whic11will take life of people year after year. To solving these

problems we have to know the standard of health care facilities, which is

absent in Bangladesh. Hospital will be more generally used for services to

ambulatory patients who will utilise all facilities. Here people will be

admitted for over night care. TIle size of a hospital will be measured by total

volumeof its professional services rather than by the number of patient days

of care providing dming a period of time. Tbe need of a health center is to

serve a large area.

A hospital has to have minimum technical and administrative facilities,

consisting of an operating suite with sterilisation equipment, a laboratory for

simple analysis, a x -ray unit, general services (kitchen & latmdry) and a

reception and accounts section (Bridgeman,1955).The accessibility for health

center should be within a walking distance between 1/2 to 1mile from every

home (SWldaram,1977).Certain guideline has been given in India for the

location of hospital in the industriallownship. It should not be located too fot

from the main town where easy transport facilities may not be available. But

easy transport is not the only consideration, psychological factor also has to

be considered. If a hospital is located far from the main town the patient will

feel segregated, lonely and neglected and such feeling will be a barrier for
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early recovery, So the main hospital should be located in the center of the

town with its entire noisy atmosphere not on the fringes of the town for

reasons mentioned above, but midway between the two extremes. The

hospital of local care should cover at least 60,000 people for general

medicine, general surgery, maternity, communicable discuses etc.

TABLE NO. 01.

Standard for health facilities in India

S,ource: Sundaram,1977

Type of medical Suggested population Space Bed ratio
n~ovision threshold standards
1. Small 400.~~5000(neighbomilOod 0.20 acres -
disnens""" level
2. Health elinic 12.000.15.000 0.50 acres 4 b,d P"

(Sector Level) 1000
IDODulation

" Health center 35.000~40.000 (Dishict 1.50 acres -do-
level'

4. City hospital 100,000.150,000 (City or 2.50 acres -do-
town level'

,5.Regional 250,000-3000,000 (City 3.50 acres -da-
llaS ital and its reman

STANDARD OF EXISTING HEAUM CARE FACILITIES OF DHAKA City

Health care services plays an important role in development of a nation and

there by country. For this reason it is necessary to design and implement such

changes that enhances the perfonnances of the total health services delivery

system in a balanced and integrated marmer but from the study it is observed

that the health care facilities of Dhaka city are not equal1y distributed ralher



they are concentrated in some areas especially' in Dhanmondi, Eskaton, Outer

circular road ofMoghbazar and in Motijheel.

It is also found from the study that 80% of these clinic are housed in

residential buildings so standard requirement of hospital facilities and

required room standard is naturally absent, e.g. in many cases the operation

theatre are found to be much bigger than required, as because in most of these

cases the living room is converted to operation theatre. Where as the size of

the post operative room is smaller than required of in case of many clinics

there are no post operative room at all. Also the size of the wards are small

and there is congestion of beds than it should be,

Out door treatment facility is very important for a clinic. From the study if is

observed that 59.5% clinics have outdoor treatment facility. Facility for

surgery is an important aspect of medical treatment. If a clinic does not have

any facility for surgery then the clinic will be below standard from the

viewpoint of space requiremenl..It is observed from the study that only 31%

clinic have all sorts of surgical facility and remaining of 69% clinics some

have duly equipped operation theatre where operations are done by consultant

surgeons on payment basis and many of the clinics does nut have any

operation theatre at all. Pathology laboratory is also an important part of

medical treatment facility. If a clinie have its o\w pathology the treatment

quality of that clinic will obviously be improved. From the study it is fotmd

that 50% clinic have its 0\w pathology laboratory, Rest 50% of the clinics,

which does not have its o\w pathology laboratory 19% of that are connected

with some pathology laboratory. Modern treatment facility also improve the



quality of the private health care delivery system, but only 14.3% private

clinics using modem treatment facility. It is found from the study that only

21.4% clinics havc ambulance facility. Absence of this facility is one of the

reasons for poor health care delivery system of most of the clinics of Dhaka

City.
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