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1. Background

Over the last decades Bangladesh has made remarkable progress in
health and development. For example, the per capita income increased
from around $100 during the 1970s to almost $690 by 2009 (BBS, 2009).
The country made significant progress in reducing infant and child
mortality, prevention and control of major communicable diseases, wide
coverage of immunization, promotion of oral rehydration saline and
increase of contraceptive prevalence rate. The average life expectancy
also increased from 49 years in 1984 to almost 65 years by 2007 (DHS,
2008). Despite these achievements, Bangladesh remains vulnerable to
vicissitudes of poverty, environmental degradation, unplanned
urbanization, climate change, arsenic contamination of ground water and
continued population growth. Consequently, persistent inequality between
the rich and the poor continues to pervade all major health indicators
(Razzaque & Streatfield, 2005). For example, the under-5 mortality rate
has declined from 151 per 1,000 live births in 1991 to 62 by 2006.
However, the under-5 mortality rate varies from a low of 43 in the highest
income quintile to a high of 86 among the lowest income quintile (BHW,
2006).

Clearly, these discomforting figures underscore some serious weaknesses
of the health system in Bangladesh. The health system faces challenges in
terms of shortage and maldistribution of staff, skill mix imbalance, a
negative work environment and weak knowledge base- all the five
obstacles identified by the pioneering study conducted by the Joint
Learning Initiative (2004). Perhaps the most critical challenge faced by
the health system in Bangladesh is in the arena of human resources for
health (HRH). The health system in Bangladesh not only suffers from a
critical shortage of appropriately trained HRH, but also from a serious
mal-distribution of health workforce. Rural areas of Bangladesh are
particularly affected by the scarcity of HRH. Bangladesh has only 0.77
physicians, nurses and dentists per 1,000 population Only 5% of the
health care providers are qualified modern practitioners as opposed to
43% traditional providers e.g. kobiraj, fakir, ojha and other faith healers
(BHW, 2007). Based on low-income countries’ average, Bangladesh
currently has a shortfall of 60,000 physicians and 280,000 nursing staffs.
However, a more worrying phenomenon is the concentration of the HRH
in urban areas, primarily in and around the capital city of Dhaka. Almost
84 percent of the country’s trained modern health workforce is
concentrated in urban areas. With more than 65 percent of the country’s
population, rural areas have only about 16 percent of the HRH. With only
about thirty-five percent of the country’s population, urban Bangladesh
has 84 percent of its physicians and more than 75 percent of its nurses
(BHW, 2007).

Guided by the principles of Alma Ata (1978), Bangladesh adopted Primary
Health Care (PHC) as the key approach to reach the goal of Health for All
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by 2000. The Upazila Health Complex (UHC) is the nucleus of PHC
delivery system in Bangladesh headed by UH&FPO who is responsible for
management and coordination of health services at the Upazila level
(Osman, 2004). There are 31-50 bedded hospitals known as UHC
functioning in 481 Upazilas (Sub-district) of Bangladesh. Most UHCs - the
fundamental pillars of the PHC system in rural areas - suffer from
inadequate number of HRH, especially physicians and nurses.
Absenteeism of key health human resources (so-called "“ghost”
physicians), including health technicians of various types, make matters
much worse. The public as well as the private sector finds it increasingly
difficult to recruit and retain appropriately trained HRH in under-served
rural areas.

Unfortunately, there has been little research on health workforce in
Bangladesh. The Bangladesh Health Watch (BHW) study was the first of
its kind that attempted to gauge the extent of the scarcity and mal-
distribution of HRH in Bangladesh. However, there are few studies in
objectively identifying and analyzing the factors that contribute to this
critical mal-distribution of HRH in developing countries in general and in
Bangladesh in particular. Despite a few recent studies in Ethiopia
(Serneels, Lindelow, Montalvo, & Barr, 2007), Indonesia (Chomitz,
Setiadi, Azwar, Ismail, & Widiyarti, 2004), and Nepal (Butterworth,
Hayes, & Bhusan, 2008) that emphasized the role of financial
compensation (salary), training opportunities and availability of
social/educational opportunities as important factors influencing
individuals’ migration decisions, for the developing world as a whole it
remains a largely unexplored research area — what makes a professional
decide whether to live and work in an under-served rural area? What
factor(s) prompt a qualified health care provider to migrate from under-
served rural areas to large cities? What policies and programs could be
put in place to retain qualified health professionals in under-served areas?

It is imperative that the dynamics of in- and out-migration of key HRH
from rural areas in Bangladesh are better understood so that effective
policy and programmatic interventions can be developed. This research
addressed this critical issue in 3 underserved rural UHCs of Bangladesh. It
addressed four pertinent questions:

e What is the HRH scenario in the UHCs under study?

e What are the frustrations, satisfactions and expectations of the UHC
stakeholders?

e Why is it difficult to recruit and retain key HRH is rural Bangladesh?

e What incentives and/or other policy/programmatic initiatives,
according to the key health workforce, could be effective in
addressing these issues?
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3. Methodology
3.1 Study Design, site and period

It was a qualitative study where participant observation and ethnographic
interviews were the main source of data generation supplemented by
document review and informal discussions. The study was carried out in 3
UHCs of Bangladesh during the period of October 2008 to April 2009. The
UHCs were selected purposively based on the best possible accessibility
and permission from the Directorate General of the Health Services,
Government of Bangladesh. The first UHC is located 400 kilometers away
from the capital city of Dhaka, in the northern most corner of Bangladesh.
The second one was purposively selected relatively nearer to the capital
about 15 kilometers away. The third one is also situated in a hard to
reach island area, 350 kilometers from the capital on the southern part of
the country.

3.2 Sample size and data collection procedure

The ethnographic field work encompassed one month of data generation
in each of the UHCs. After preparation of checklists, participant
observation was carried out in the ticket room, outdoor room, pathology
room, pharmacy, emergency room, nursing station, labor room, male
ward and female ward. The researcher being from medical background
worked as a clinician during day and night shifts with considerable access
to all the parts of the UHC. The in-depth interview of the HRH included all
the staffs of the UHC e.g. 1 UH&FPO (the chief administrative officer of
the UHC), 2 Medical Officers (medical graduates having MBBS degree and
above), 2 Medical Assistants (1 male and 1 female), 2 Nurses, 2 field
staffs and 1 Ward boy in each of the UHCs. The interview was done using
unstructured, open ended questions with probing and each session did not
go beyond 2 hours time. The interviews were tape recorded and then
transcribed. Hospital records were collected for document reviewing.

3.3 Data analysis

All the transcribed qualitative data were coded according to grounded and
apriori themes using ATLAS. ti 5.5 qualitative data analysis software.

3. Findings
4.1 Human recourses at the UHC

UHCs are manned by 3 types of staffs: Administrative Staffs, Health Care
Providing Staffs and Outreach Workers. The chief of all the staffs is
UH&FPO who is always from medical background. Administrative staffs
comprise of Head Clerk, Cashier, Statistician, Store Keeper, Office
Assistant and MLSS (Member of Lower Service Subordinate).



Table 1Health Care Providing Staffs of UHC 1

Name of the Post Number of the Filled up Post Vacant
Post Post

Upazila Health and Family 1 1 0
Planning Officer (UH&FPO)

Residential Medical Officer (RMO) 1 0 1
Junior Consultant (Medicine) 1 0 1
Junior Consultant (Surgery) 1 0 1
Junior Consultant (Gynecology) 1 0 1
Junior Consultant (Anesthesiology) 1 0 1
Medical Officer (MO)* 2 2 0
Dental Surgeon 1 0 1
Medical Assistant(MA) 3 3 0
Nursing Supervisor 1 1 0
Staff Nurse 10 5 5
Assistant Nurse 1 0 1

It is very clear that there is an acute shortage of doctors and Nurses, but
Medical Assistants are abundant. Even when I reached the health center
during Eid vacation, an MA came to take the charge. Their role becomes
vital in these crucial situations whereas they are mostly neglected during
other times. Although UH&FPO has many administrative responsibilities to
accomplish, he carries out clinical duties where there is personnel
shortage. He was telling me one day just after Eid vacation, when the
MOs were not yet back, "I am in administrative duty, even I have
forgotten the dose of some drugs; even then I am obligated to see the
patients now.”

In the UHC the doctors are all 1st class staffs? according to government
scale; MAs, Nurses and some office staffs are 3rd class employees and
others are 4th class, e.g. Ward Boy, Aya, Driver, Gardener, Junior
Mechanic (Vacant), Cook, Security Guard, Sweeper. There are some
outreach workers like Health Inspector, Sanitary Inspector, Health
Assistant and Vaccine Porter. Interestingly, there is no 2nd class post in

' MBBS degree holder formal doctors, passing from medical colleges

% In civil service of Bangladesh staffs are classified according to their educational qualification and then offered
pay scales based on that. Promotions are applicable only within one class, not across. However discrepancy is
evident as most of the 2™ class staffs in other government cadres are equal or less qualified educationally than
the MAs.



the UHC. Reflecting on the manpower shortage the UH&FPO was telling
me one day, "Sweepers supposed to be 5 in number, but available is 2;
how can I keep the center clean? Doctors to be at least 5 in number, but
there are only 2. They carry out their duty almost 24 hours; that’s why I
didn’t object when they left the UHC vacant before Eid, without proper
permission. Man is not really a machine.”

4.2. Frustrations with work roles and responsibilities

Giving up opportunity of clinical degree for administrative job is the
frustration of UH&FPO, "At that time, if I only tried a bit, I could easily
avail a clinical degree.” He has done Diploma in Industrial Health (DIH)
but in the government system it could never been utilized to add any
value to his career. But the MOs are still young and conserve the dream of
post graduate clinical degree, "As soon as the new batch of government
doctors join here, I will go for my post graduation training in a tertiary
level hospital”. But the MA has totally different story. When he first
acquired his degree, he thought he would be recognized as doctors both
by the community and by the government. Now they are fighting for their
post as Sub Assistant Community Medical Officer. He is frustrated of his
post which has no scope of promotion even after serving long 24 years.
Moreover, he has professional conflict with the MOs as he is from the
locality, hence enjoys a huge popularity among local people but has to
surrender to the doctors on every single professional and administrative
issue.

Meticulous ethnographic interviewing of the Nurses included their family
background and past history which revealed that the Nurses are satisfied
comparing their poverty ridden past and relatively well off present; except
for the rebukes of the patients and the pressure of night duties. The Ward
Boy is frustrated that he could not manage to send his brilliant daughter
to study in a better educational institution who stood first in the whole
district. Though he enjoys the popularity in the locality as a ‘surgeon’ but
he complains about his not having any opportunity for training and
getting updated with the recent therapeutic practices.

The UH&FPO has many disappointments at the dusk of his career towards
the government bureaucracy. His post is equivalent to Upazilia Nirbahi
Officer (UNO)?, but he doesn’t get equal facilities as the UNO does. The
scale enjoyed by the administrative cadre or police cadre can only be
achieved by health cadre officers after much longer period of service.
Moreover they get their ‘Pajero Jeep’, telephone, timely promotion. He
said, "As we get promotion belatedly our age becomes more; but at the
same time we have no exemption from going to the field. In this age of
elderly-hood we cannot look after the field activities due to lack of a

* The administrative head of the sub-district



‘Pajero Jeep.” Considering his not getting his promotion and scales timely
the last sentence he uttered in the interview was, "I AM NOT SATISFIED”.

The MO was frustrated with the recent government rule which gave the
‘eight pass’ Upazila Chairman the power to dismiss the government
officials; he had some tussle with this influential ‘eight pass’ chairman
when he first came to the center. He also expressed his strong
disagreement with the intrusion of government administrative officers in
administrative issues of the hospital, “If the UNO or any higher official
from administration wants to visit the center, he is most welcome, but we
have an administration here, he should ask for prior permission. He can’t
just come and throw the pitcher of the latrine, rebuke the sweepers and
threat like- 'I won'’t spare anybody here.” He doesn’t go through the pain
we are enduring.” Doctors never acknowledge the authority of outside
administrators in their domain. He also expressed his dissatisfaction over
their overloaded duties without any overtime salary, "It has been for last
32 hours that I am on duty. Even our driver Aslam gets overtime for his
trips, but we have no overtime payment.”

Another MO also shared some of his bitter experiences he had to face
during early days of his career about 3 years back. He had to bribe the
petty clerk for joining his due post, bribe the Civil Surgeon for Annual
Confidential Report (ACR), bribe the UH&FPO for forwarding for transfer,
had to endure severe misbehave from some local political hooligans, had
to pay the doctors for his mother’s treatment against the spirit of Geneva
Convention and Hippocrates’s Oath. His despair erupted like volcanic
inferno through his frustrated voice, "I have heard that a crow does not
eat its own flesh, but now it seems there are crows who doesn’t mind
doing that. When I first saw the Civil Surgeon, a bearded man with
'"Nurani® look, I felt that an angel has just descended directly from
heaven. But it is I, who had to give money in the DG office®, in the CS
office®, to my ‘Gurujon” honorable 'THA Sir® - the money I thus had to
give, tell me from where I can get that money? My salary is limited. I
have to live on this, send some of this to my aged parents — no matter
what, this is my hard earned money. Whenever I am compelled to give
away this amount of money how can I stay honest? Shouldn’t I realize
this money? Off course I will realize it, this way or that. I lost 15,000
taka, this is my 2 months’ salary. Sorry, I tried to my utmost to comply
with the teaching of my 'Murubbi’s®, but the system compels me to
become dishonest.”

* Jubilant with a religious supernatural halo, used satirically
> Directorate General of Health Services- the ultimate controlling authority of HRH in Bangladesh
® Civil Surgeons office- at the district level
7 Respected, used satirically
*|UH&FPO is known popularly as “THA Sir’
9 .
Parents and other informal moral teachers
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4.3 Expectations of the staffs

Staffs are staying in the rural setting compromising many modern
amenities of life, so the staffs expect rural allowance (suggested by all
three UH&FPOs and three MOs), not only for the health sector staffs but
also for all the government cadres, at least as a consolation. Timely
increment and that consistent with other cadres is another common
expectation of the staffs. As the UH&FPO has to travel and supervise the
field activities he expects at least 500 taka mobile card and a ‘Pajero
Jeep’ for his convenience. MOs want security against undue pressure from
the local political thugs. Some non clinical administrative staffs expressed
their expectation from the government that they should be given a 2nd
class post as an eight pass driver is 3rd or 4th class employee whereas
they, having graduate degree, are regarded as the same. But the clinical
practitioner 3rd class employee MAs seemed to be less interested in the
issue. Rather he was more concerned about the nomenclature of his post.
He showed me the government order where it is clearly mentioned that
they will be given the designation of ‘Sub Assistant Community Medical
Officer (SACMO)’" without any increment of salary. I asked the MA,
aspiring wholeheartedly to be called a Medical Officer, however ‘Sub
assistant community’ being added as antecedent, what is his benefit in
that? He replied, "Sir, ‘honorarium’ is one thing and ‘honor’ is another. We
don’t need ‘honorarium’; we are contented with ‘honor’. Honor we want,
want a bit of recognition in society, nothing more.” They expect their
salary be increased in keeping with the inflation rate.

4.4 Poor facilities at the rural setting

Unavailability of gastronomic variety (“In Kolponogor'® no vegetable is
found except three- radish, eggplant and potato”- MO); undue pressure
from local political leaders (“"Make this simple certificate a grievous
certificate”- &ight Pass’ Upazila Chairman); lack of security ("They
demanded 1 lac'' taka from me and threatened to kill me otherwise”-
UH&FPO); lack of transportation (I have to travel 3 plus 3 equal to 6 hour
a day from district town to Kolponogor, my family lives there”- EPI
Technician); lack of entertainment facility ("I cant mix with the local
people; my evenings are just horrible”- UH&FPO); cultural mismatch ("my
'‘Begum Saheba™? cannot adjust here at all”- MO); electricity shortage ("I
am spending the significant part of my life in darkoi MO); education of the
children, lack of job satisfaction due to shortage of medicine and
equipment and investigation facility- these are the problems mentioned
by the UH&FPO, MOs and Nurses.

1% The fictitious name used for the UHC 1
" One hundred thousand
12 . .

Darling wife
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But the MA is seemed to be well adjusted here as he is a son of the
locality. But the story of the 2 female MAs who came from distant districts
is different. One day I entered her room and found her reading ‘Sherlock
Holmes Omnibus’. She has taken forwarding letter to get transferred from
here as soon as the new batch arrives as her family lives in a distant
district; her husband is also an MA who lives in another district. He visits
her every weekend travelling a long way. But the female MA has to attend
her duty even during weekends and hence cannot share the dear times
they manage to stay intimately together. So, both the husband and wife
are seeking some way out to get a posting in the same center; they don't
know whether it is possible or not. She maintained, "No modern amenities
of life are found here, people are too uneducated to mix with- I want to
flee at the first opportunity I get.”

The Ward Boy says, "Do you think I don’t want to live in district town? But
how can I with the little income I have?”

Only positive side of staying in rural area, according to them, is fresh air
and pure vegetable and fish.

4. Suggestions and recommendations from the stakeholders

The UH&FPO with his extensive experience of long 26 years of service
came up with most of the recommendations which are more or less
similar with the vocals of other staffs. The post of Residential Medical
officer (RMO) should be a scaled post with specific guideline of promotion
to higher designations like Senior RMO. It will enhance the interest of the
doctors towards administrative issues as RMOs carry out most of the
administrative activities after UH&FPO. Each UHC should have some
entertainment facilities like indoor games, TV room etc. so that the
resident staffs are not bored of staying in rural setting and get cheered up
for better service.

Provision for transport facility (‘Pajero Jeep’); maintaining equity in all
government cadres; rural allowance; appointing Emergency Medical
Officer who will serve only in the emergency room; overtime payment;
increasing manpower; enhancing the security of hospital; persuading all
the government staffs to stay accordingly- these are all other
suggestions. Another of his interesting recommendations was regarding
oath taking, "Even as a doctor we have never gone through any
ceremony, never took an oath to serve the humanity, rather we had to
bribe the staffs to gain our owed certificates.”

One patient in an informal discussion with the researcher said that he saw
in some NGOs they have provision for part time doctors to serve during
holidays or other unfavorable condition. It could be implemented in
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government hospitals to cope up with temporary manpower shortages
e.g. Eid Holidays.

5. Proposals by the researcher

Manpower shortage was found to be the mother cause of most of the
consequences which again was linked with problems of rural settings. The
problems identified by the providers were just an extension of the World
Health Report 2006 e.g. lack of security, undue pressure, lack of transport
facility, lack of educational institutions for children, cultural mismatch,
electricity shortage and lack of entertainment facilities (WHO, 2006).The
urban toward velocity of providers, in greater sense, is leading our health
system towards an inertia of self destruction which is in consistency with
the findings of Bangladesh Health Watch 2007 where it is clearly
mentioned that “There is an overwhelming bias towards urban areas in
the distribution of qualified personnel” (BHW, 2007).

Administrative re-structuring through decentralization, delegation and
devolution should be readily undertaken. Both external and internal
monitoring of the UHC should be strengthened. A separate Public Health
cadre should be installed in the government service instead of engaging
clinically trained physicians for administrative activities. Gap of service
hierarchy should be minimized by creating 2nd class posts or upgrading
the posts of MAs from 3rd to 2nd class. Equal treatment of health cadre
staffs with other government cadres should be ensured. Political will and
good governance is of paramount importance to get rid of the local
political hooliganism which calls upon the security as well as the dignity of
the human resources for health. Rural allowance and special academic
benefits can be awarded to those who serve in the challenging conditions
of rural outfits of Bangladesh. Financial benefits must be ensured in
keeping with the national inflation scenario.

As corruption in placement of the HRH, political influence in transferring
them, nepotism etc creates a vicious cycle of the same consequences and
keeps on transferring the transgressions among different stakeholders,
these should be severely dealt with if found practiced. The HRH,
especially the physicians should be encouraged to work in the
disadvantaged settings not only through mere moral advices but also
through the full fledged medical curricula.
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Annex B: Layout of the UHC
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Annex C: Picture of UHC




