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FOREWORD

Dhaka
April, 2019

Handicap International – Humanity & Inclusion (HI) is an independent and impartial aid 
organization working in situations of poverty and exclusion, conflict and disaster. Since 
1997 HI is operating in Bangladesh and supporting to strengthen health, rehabilitation 
system and prevention of disability; promote universal access to quality mainstream 
services; disability rights promotion; and disability inclusive humanitarian and disaster risk 
management system.    

HI Bangladesh programme is delighted to introduce the research report titled 
“Coordination between health and rehabilitation services in Bangladesh”, conducted 
during March-October 2018 in Kurigram, Tangail, Manikgonj, Dhaka and Narsingdi districts 
of Bangladesh to map out the current trends and determinants of good coordination 
between health and rehabilitation, emphasising quantitative measures of: timeliness, 
continuity, acceptability, availability and integration.

To carry out this dedicative work, I would like to share our thanks for the generous support 
from and Jatiyo Protibondhi Unnayan Foundation (JPUF) and the Nossal Institute for 
Global Health to conduct this study. My heartiest appreciation goes for their technical 
support and guidance in this study. 

I wish to acknowledge the team of enumerators and coordinators, who represented both 
the JPUF and Disabled Persons’ Organisations in Kurigram and Narsingdi and the 
communities, who were the subjects of this research. All were generous with their time 
and personal contribution.

Finally yet importantly, I would like to thank the European Union as the main contributing 
donor for the project “Towards Global Health: Strengthening the Rehabilitation Sector 
through Civil Society”. 

I wish the findings and recommendations in this research report are a result of data 
collection and discussion would help strategies to build awareness of rehabilitation health 
professionals should be continued and strengthened in Bangladesh. 

Jean-Loup Gouot
Country Director

Handicap International – Humanity & Inclusion, Bangladesh
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MESSAGE

Dhaka
April, 2019

Immense pleasure to write being the Managing Director of Jatiyo Protibondhi Unnayan Foundation 
(JPUF), Ministry of Social Welfare under the Government of the Peoples' Republic of Bangladesh, 
on Coordination between Health and Rehabilitation Services in Bangladesh final report.

A significant part of the total population are different kind of disabilities and autistic persons. 
Ministry of Social Welfare has been implementing so many multidimensional programs for the 
development, empowerment and welfare of the backward, deprived, poor, helpless, disabled, 
autistic and trouble-facing community. These programs are being implemented according to the 
Constitution of the People's Republic of Bangladesh, our common law, poverty reduction strategies, 
millennium development goal, vision 2021, Rights of persons with disabilities authority and 
commitment provided to national and international forums.

This studyCoordination between Health and Rehabilitation Services in Bangladesh” final report was 
conducted jointly by JPUF and Handicap International – Humanity & Inclusion(HI) Bangladesh with 
the technical support of the Nossal Institute for Global Health, Melbourne, Australia. In this report, 
we found that rehabilitation is relatively new in comparison to medical care. It is often provided in 
parallel, rather than incorporated within existing health services. This separation of health and 
rehabilitation may result in poor coordination. As rehabilitation services continue to scale, it is 
essential to understand and optimize how people can access it in timely and effective ways.

The coordination between different parts of health services, or between health and other services, 
is an important aspect of the health system. Rehabilitation is a unique case, because it is an 
essential health service for many people but is separated from the health sector.

It is worth mentioning that HI Bangladesh has provided generous support in implementation the 
study. I take the opportunity to express my indebtedness to Nossal Institute for the technical 
support. My sincere thanks to all Protibondhi Seba O Sahajjo Kendro (PSOSK) staffs, local 
volunteers who worked with this study.

The Government of Bangladesh is always open to suggestions and constructive criticisms, which 
will help us to learn and plan better. We hope that this report is self-explanatory. However, for any 
confusions, clarifications, comments and suggestions, we are prepared to provide any further 
rejoinders and welcome any discussion.

(Mahmuda Min Ara)
Additional Secretary

Managing Director
Jatiyo Protibondhi Unnayan Foundation (JPUF)

Ministry of Social Welfare
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MESSAGE

An estimated one billion people across the globe experience some form of disability, with 
80% of this number living in developing countries. They are faced with many barriers 
preventing them from fully participating in society on an equal basis with others and are 
more likely to experience deprivation and discrimination. Global awareness of disability 
inclusive development is increasing, and the rights of persons with disabilities are identified 
as a key crosscutting issue for the achievement of the 2030 Sustainable Development 
Goals (SDGs) Agenda's commitment to "leave no one behind". By signing and ratifying the 
United Nations Convention on the Rights of Persons with Disabilities (UN-CRPD), the 
European Union (EU) is committed to systematically promote equal opportunities, 
non-discrimination, and the rights of women, men and children with disabilities.

The EU is pleased to support the research on 'Coordination between Health and 
Rehabilitation Services in Bangladesh-Findings from 3 related studies' through the 
EU-funded project “Towards Global Health: strengthening the rehabilitation sector through 
civil society”. The EU highly commends the role of Handicap International – Humanity & 
Inclusion (HI) for undertaking the first of its kind research in Bangladesh through Nossal 
Institute for Global Health, University of Melbourne, Jatiya Pratibandhi Unnoyon 
Foundation. My appreciation is also extended to the Disabled People’s Organizations who 
actively participated and supported the research. 

From global evidences, it is clear that the unmet need for rehabilitation is profound and is 
more likely to worsen as population health shifts towards longer lives with more ill health 
and disability. Moreover, coordination between different service elements is critical for 
both, quality and cost-effectiveness of the services. This research is an important 
contribution to fill the information gap on access to rehabilitation. 

I trust that the findings of the study on the current trends and determinants of good 
coordination between health and rehabilitation can play an important role for the 
Government of Bangladesh and other main stakeholders to identify key strategies for 
linking both. This will help to fully include people with disability in society and ensure their 
equal participation in the labour market.  

Dhaka
April, 2019

Rensje Teerink
Ambassador 

The European Union to Bangladesh
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The Nossal Institute for Global Health was proud to collaborate with our colleagues from 
Bangladesh to conduct the analyses described in this report. Working together with JPUF 
and stakeholders from the health and disability sectors in Bangladesh created a unique 
opportunity to generate new information about how people in Bangladesh access 
rehabilitation services, and how those services are coordinated with other areas of 
healthcare. The findings are timely. New global and national commitments to strengthen 
and extend rehabilitation and disability inclusion sharpen focus on how these essential 
services are serving the people they are intended for.   

Findings reinforce that rehabilitation often helps people by improving function and 
independence, but that many people are missing out. There are some challenging 
questions about how rehabilitation services can be provided fairly, at the right time, and to 
the right people, even where very large investments in services have been made. New 
information about delayed access to rehabilitation is a stark reminder that as the health of 
populations change, so too must its health services. As people live longer, but with more 
complex and chronic health conditions and impairments, rehabilitation services will be ever 
more important. Bangladesh’s investment in rehabilitation services is a positive example of 
investing in a neglected area of healthcare; findings of this work offer insights into how 
services can continue to grow and improve. 

The Nossal Institute for Global Health understands that health and social services are only 
equitable if potentially marginalised people, including persons with disabilities, are central 
to decision-making. Persons with disabilities are custodians of knowledge and capabilities 
to make services accessible and fair for everyone, but their voices are rarely heard and 
their experiences are often invisible in research and planning. Findings presented here give 
voice to some inequities persons with disabilities face, and how they might be mitigated.  

Professor Barbara McPake
Director

Nossal Institute for Global Health
University of Melbourne

Melbourne
April, 2019

MESSAGE
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Rehabilitation is recognised as fundamental to the realisation of Universal Health Coverage 
(UHC) [1] and as a right for persons with disability under the United Nations Convention on 
the Rights of Persons with Disabilities (CRPD), which 157 countries have ratified since 
2008. The CRPD requires signatories to “...better organise, strengthen and extend” health 
related rehabilitation [2, 3]. However, rehabilitation is under-represented in health systems 
planning. Research to inform policy decisions for rehabilitation service design is scarce [4]. 
This is especially true in middle income countries, where rehabilitation is either scarce, or 
relatively new, and are almost always resource constrained. 

In contexts where rehabilitation is relatively new, it is often provided in parallel, rather than 
incorporated within existing health services. This separation of health and rehabilitation 
may result in poor coordination. As rehabilitation services continue to scale, it is essential 
to understand and optimise how people can access it in timely and effective ways.

While we are not aware of any previous analysis of rehabilitation coordination in 
Bangladesh, in other low and middle-income health care systems there is considerable 
evidence that without careful interventions, coordination of care for people who might 
need rehabilitation is poor. Potential reasons include: 

• a lack of availability [7-11], wherein services don’t exist, or are not easy to access; 

• high direct and indirect costs [12-14]; 

• awareness of rehabilitation in referring professionals and consumers    
 themselves[15-19]; 

• consumer choice, particularly arising from unmet expectations of earlier experiences  
 with healthcare [14, 20].

COORDINATION BETWEEN HEALTH AND
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INTRODUCTION

Coordination, broadly defined, incorporates 
the timeliness, relevance and accessibility of 
services [5] and is usually defined as 
harmonious connection between different 
health services without conflicts [6], or similar. 



Previous research highlights some of the potential barriers to coordination but is usually 
focused on specific service models for one or a few health conditions, rather than how the 
community interacts with rehabilitation services overall. 

To better understand how people relate to the IDSCs in Bangladesh, this research used a 
framework based on previous research in coordination of care. 

Significance of this research

• Coordination, or the harmonious transition between different service elements, is a  
 critical and poorly researched question. 

• Where delays or challenges in access services are encountered, they create   
 unnecessary health risks and are a missed opportunity to avoid preventable disability  
 and impairment. 

• Coordination is associated both with the quality of and cost-effectiveness of the   
 service, which are fundamental questions for service planning. 

The unmet need for rehabilitation is profound [21-23], and is likely to worsen as population 
health shifts towards longer lives lived with more ill-health and disability. The WHO Global 
Action Plan on Disability and the Rehabilitation 2030 framework [1] call for quality 
evidence to inform targeted responses. 

The intent of this work is to examine six IDSCs in detail, but to use the results to inform 
new activities through the network of more than 100 Integrated Disability Service Centres, 
with potential to influence practice in other services. As such, results of this work have the 
potential to directly inform policy decisions concerning future investments in rehabilitation 
services in Bangladesh and bring awareness to key stakeholders on current challenges and 
potential solutions. 

COORDINATION BETWEEN HEALTH AND
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Aims & objectives

The aims of the overall program of research were to improve quality of life and access to 
care for persons with disabilities and others who might benefit from rehabilitation. 

Specific objectives were to:

• understand current trends and determinants of good coordination between health and  
 rehabilitation, emphasising quantitative measures of: timeliness, continuity,   
 acceptability, availability and integration

• Investigate the care pathway to accessing rehabilitation services from the time an   
 acute incident happened among those who attend the three selected PSOSKs.

• Investigate the accessibility (availability, affordability and acceptability) of rehabilitation  
 services provided at the three selected PSOSKs.

• Examine factors influencing access to rehabilitation services as perceived by key   
 stakeholders?

• Describe key strategies identified by stakeholders to improve access to rehabilitation  
 services?

COORDINATION BETWEEN HEALTH AND
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A conceptual framework to understand coordination is presented on the next page, 
followed by outlines of the three parts of this research, which was comprised of three 
distinct components;

• PART 1 A quantitative survey of rehabilitation consumers

• PART 2 Coordination of health and rehabilitation – Consumer perspectives

• PART 3 Coordination of health and rehabilitation – Stakeholder perspectives

Measuring coordination

The three studies described in this report used the same conceptualisation of coordination 
of care, which was developed using a comprehensive literature review and consultations 
with the project team and advisory group members. The framework drew on research in 
other dimensions of health care, including Aller and colleagues [6], who developed 
indicators for comprehensive analysis of coordination of healthcare, based on an earlier 
conceptual framework [24]. The areas of coordination were operationalised into variables, 
which in turn informed development of survey variables (part 1), and question guides for 
the qualitative research described (parts 2 and 3.) 

COORDINATION BETWEEN HEALTH AND
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METHODS
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To explore the dimensions of coordination outlined in the framework requires perspectives 
of multiple stakeholders. This gives the opportunity to compare and triangulate different 
data to understand the current situation and make recommendations about how to 
address the major concerns in effective ways. 

Figure 1 outlines the two major types of coordination described in the literature 
(information and management), the areas of coordination within the two types, and 
attributes within each of the areas. 

The study questionnaire (part 1) and question guides (parts 2 and 3) were developed to 
explore the areas and attributes outlined in this framework.

COORDINATION BETWEEN HEALTH AND
REHABILITATION SERVICES IN BANGLADESH 05

TYPE OF
COORDINATION

AREA OF
COORDINATION

ATTRIBUTE-DESCRIPTION
OF GOAL, STANDARD, ETC

Clinical
information
coodination

No gaps or
repeated processes

across levels

Communication
and timely follow up

across levels

Waiting time
after referrals

Availability

Affordability

Acceptability

How is information
shared and used

across levels
of service?

Transfer of
information

Use of
information

Care
consistency

Follow-up across
care levels

Accessibility
across care levels

Clinical
management
coodination

The ‘Aller’
Framework

The ‘Mclntyre’
Framework

FIGURE 1: A FRAMEWORK TO UNDERSTAND COORDINATION OF CARE.



PART 1: QUANTITATIVE SURVEY

The survey instrument

A questionnaire was administered by a consultant physiotherapist or a DPO volunteer in 6 
IDSCs, after 3 days of training and supported implementation. In the IDSCs, the consultant 
physiotherapist is the most senior clinical staff member, responsible for comprehensive 
assessment and intake procedures. 

The survey tool comprised five parts:

• A - Centre and surveyer characteristics

• B – Socio-demographic characteristics

• C – Health, functioning and access to health services

• D – Access to rehabilitation services, including access to assistive products

• E – Household information

The questionnaire was administered digitally using KoboCollect software. 

The full survey was administered to consenting participants who were attending for a 
condition other than idiopathic or general pain management. This allowed data analysis to 
focus on people who accessed rehabilitation for a health-related need for rehabilitation, 
who were likely to have accessed primary health care. 

 

Target population and study sites

The target population of the survey was all adults (18+) who attended rehabilitation 
centres between 4 August and 23 September of 2018. Potential respondents were invited 
to participate by way of a plain language statement provided or read by the DPO volunteer 
or consultant therapist. 

COORDINATION BETWEEN HEALTH AND
REHABILITATION SERVICES IN BANGLADESH06

The survey instrument, called the 
“Rehabilitation Coordination Assessment Tool 
– RE-CAST” will be useful for other contexts



Six rehabilitation centres (Figure2 - Target IDSCs) from six districts were selected for the 
study: Fulbari, Narsingdi Sadar, Tangail Sadar, Bhurungamari, Manikganj, and Madhupur. 
Three sites were involved in a technical collaboration between HI and JPUF. Three 
additional sites not involved in other activities were chosen, to allow potential to compare 
intervention and non-intervention sites. 

COORDINATION BETWEEN HEALTH AND
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FIGURE 2: TARGET IDSCS

PART B
Qualitative Survey

6 x IDSCs

Fulbari

Bhurungamari

Kurigram

Narsingdi
Sadar

Manikganj

Narsingdi

Tangail
Sadar

Madhupur

Tangail

Intervention sites
Previously selected by JPUF and Handicap International as a logical
sample of centres from a total of 106 IDSCs.

No intervention sites (control)
To be selected by JPUF to be good matches for 3 x intervention sites
(size, caseload, geographical setting, years in operation)

No intervention sites (control)
To be selected by JPUF to be good matches for 3 x intervention sites
(size, caseload, geographical setting, years in operation)

PART A
Qualitative interviews

3 x IDSCs

PART A
Qualitative interviews

3 x IDSCs



PART 2: CONSUMER PERSPECTIVES

Target population & recruitment

Consumers attending the Ministry of Social Welfare’s Protibondhi Sheba O Sahajjo Kendro 
(PSOSK) or in English, Integrated Disability Service Centres (IDSCs) in Fulbari (Kurigram 
district), Narsingdi Sadar (Narsingdi district) and Tangail Sadar (Tangail district) were 
purposively sampled. These centres were included in the research because of the existing 
partnerships between Handicap International – Humanity & Inclusion, Bangladesh and 
JPUF.

Co-researcher (FAJ) from Handicap International – Humanity & Inclusion, Bangladesh 
recruited participants from the three centres on the days that were mutually convenient for 
the PSOSKs and the co-researcher. Consumers attending the clinics on those days of data 
collection were informed about the study and were invited to participate in an in-depth 
interview. Participants were interviewed either during their waiting time for a consultation 
or after their consultation at PSOSK. All participants provided with an informed consent to 
participate in the study.

Interview methods

Participants were interviewed using a question guide translated from English to Bangla 
and validated by back translation to English. The interview started with questions on 
demographics (e.g. age, sex, working status) and health and rehabilitation needs. 
Participants were then interviewed about their care pathway to rehabilitation and 
coordination of care. Questions on coordination of care were developed using a framework 
developed through a systematic review of literature

A total of 19 interviews were conducted with 7, 6 and 6 interviews from Fulbari, Narsingdi 
Sadar and Tangail Sadar respectively. Most participants were male (n = 15) and the 
median age was 56 years (range: 34 to 68 years). Most participants lived between 1km 
and 7km from the PSOSK except for one person from 16km and another one from 65km 
away from PSOSK. The major health conditions for which the participants were attending 
the rehabilitation centre were stroke (n=10), pain (n=8) and burns (n=1). The distribution of 
these types of health conditions is a reasonable representation of the types of conditions 
for adults who receive rehabilitation in any PSOSK. 

COORDINATION BETWEEN HEALTH AND
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Analysis

Interviews were transcribed and translated into English by an independent bilingual 
translator. Thematic analysis was conducted by the Melbourne-based researchers using 
mixed inductive and deductive (based on the theoretical framework developed) approaches 
to generate codes and themes from the data using Nvivo software. MM and FS coded the 
data independently and compared. In case of discrepancies, both researchers discussed 
and resolved the differences mutually.

The question guide used for parts 2 and 3 can 
be re-used to examine barriers to coordination 
for rehabilitation services in other contexts
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PART 3: STAKEHOLDER PERSPECTIVES

Research design

A qualitative exploratory study was undertaken in three districts of Bangladesh: Kurigram, 
Narsingdi and Tangail. These implementation districts have been selected by HI where 
there are active partnerships with JPUF. Key informant interviews were conducted with 
relevant stakeholders in the three districts who included stakeholders from Upazila Health 
Complex and District Hospital (Medical Officers from District and Upazila Government 
health services), PSOSKs) (physiotherapists, therapy assistants and Disability Affairs 
Officers), DSS (Deputy Director, Social Services Officers), and Disabled People’s 
Organisations (DPOs). 

A semi-structured interview guide was drafted based on the new framework (figure 1) we 
have developed for understanding coordination of care across health service levels, 
particularly in low and middle-income countries where rehabilitation has not traditionally 
been part of health systems and is relatively new. 

A total of 19 interviews were conducted from the three districts and the characteristics of 
participants are shown in Table 1.

Stakeholder type Number Male Female Kurigram Narsingdi Tangail

Rehabilitation sector 4 3 1 2 1 1

Health sector 8 7 1 2 4 2

DPO 3 3 1 1 1 1

Social Services 2 2 0 0 1 1

Disability Affairs 2 0 2 0 1 1

TOTAL 19 15 4 5 8 6

Gender    District

TABLE 1: CHARACTERISTICS OF PARTICIPANTS
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Analysis

Thematic analysis was conducted by Melbourne-based researchers using inductive 
approach to generate codes and themes from the data using Nvivo software. The 
framework described on page 4 were used as a theoretical basis to design the question 
guides and to inform initial coding of respondent narratives. 

Overall, coordination of information and clinical management between the government 
health and rehabilitation systems as defined in the study framework was limited in the 
contexts we examined, which underpins the need to strengthen knowledge and linkages 
between different professional groups and services. 

To understand the situation and some of the likely origins of current limitations to effective 
coordination, we used an inductive approach to generate new themes from the transcripts, 
drawing on existing frameworks described earlier. MM and FS coded the data 
independently and compared. In case of discrepancies, both researchers discussed and 
resolved the differences mutually or in consultation with WP and Bangladesh-based 
researchers.



COORDINATION BETWEEN HEALTH AND
REHABILITATION SERVICES IN BANGLADESH12

ETHICS CONSIDERATIONS (ALL STUDIES)

Ethics approval was obtained from the Human Research Ethics Committee at the 
University of Melbourne. Approval numbers, dates and projects are outlined in Table 2, 
below. In Bangladesh, JPUF authorised the research program. All participants in qualitative 
interviews provided written, informed consent. Quantitative survey participants gave 
verbal consent after reading or listening to a plain language statement. Interviews were 
audio recorded, transcribed locally and translated into English.

Details of ethics permissions are summarised below

Research component Ethics ID Project title Date

Part 1& Part 2 1750834.1 Coordination of care between 28th May 2018
  health and rehabilitation services
  in Bangladesh: Consumer perspectives 
   
Part 3 1750328.1 Coordination of care between health 5th Oct 2017
  and rehabilitation services in
  Bangladesh: A systems perspective

TABLE 2: ETHICS APPROVALS
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FINDINGS

PART 1 A QUANTITATIVE SURVEY OF REHABILITATION CONSUMERS 14

PART 2 CONSUMER PERSPECTIVES 38

PART 3 STAKEHOLDER PERSPECTIVES 48
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396 people were surveyed in the 6 rehabilitation centres using a quantitative survey 
instrument. Table 3 summarises the sociodemographic characteristics of the sample 
population. 

Socio-demographic characteristics of target population

Key findings were:

• There are more males (58%) than females (42%) accessing rehabilitation centres.

• Males (52.5y) are slightly older than females (47y).

• 90% of the respondents are currently married. 

• About half of the respondents have completed primary education or less, and males  
 have higher education than females.

• Of 102 retired persons in the sample, all were women. 

• Nearly one-third of respondents are income earners; there are more male income earners  
 than females. Among those who are earning income, males also earn more money than  
 females even though they work less, i.e. fewer working hours per week on average.

• Average household size is around 5. 

• Half of respondents have access to improved toilet, a quarter of them have access to  
 improved drinking water, and the majority of them have access to electricity.

PART 1: AN ASSESSMENT OF COORDINATION
BETWEEN HEALTH AND REHABILITATION SECTORS
USING A QUANTITATIVE SURVEY:
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TABLE 3: SOCIO-DEMOGRAPHIC CHARACTERISTICS OF SAMPLED POPULATION

Characteristics Total  Female  Male

  N % N % N %

INDIVIDUAL CHARACTERISTICS       

Sex      

   Female 168 42.42%    

   Male 228 57.58%    

Age      

   Mean 49.8  47.4  51.5 

   SD 14.2  12.4  15.1 

   Median 50.0  48.0  53.5 

District      

   Fulbari 71 17.93% 26 15.48% 45 19.74%

   Narsingdi Sadar 68 17.17% 27 16.07% 41 17.98%

   Tangail Sadar 81 20.45% 29 17.26% 52 22.81%

   Bhurungamari 45 11.36% 15 8.93% 30 13.16%

   Manikganj 70 17.68% 38 22.62% 32 14.04%

   Madhupur 61 15.40% 33 19.64% 28 12.28%

Marital status      

   Currently married 352 88.89% 139 82.74% 213 93.42%

   Not currently married  44 11.11% 29 17.26% 15 6.58%

School attendance      

   Ever attended school or Madrasa 227 57.32% 84 50.00% 143 62.72%

   Never attended school or Madrasa 169 42.68% 84 50.00% 85 37.28%

Highest level of completed education      

   Primary 202 51.01% 99 58.93% 103 45.18%

   Junior secondary 34 8.59% 16 9.52% 18 7.89%

   Secondary  48 12.12% 21 12.50% 27 11.84%

   Highschool or higher 112 28.28% 32 19.05% 80 35.09%

Current working status      

   Currently working 179 45.20% 38 22.62% 141 61.84%

   Fulltime home-maker 15 3.79% 3 1.79% 12 5.26%

   Retired 102 25.76% 102 60.71% 0 0%

   Not working & not looking for a job 46 11.62% 15 8.93% 31 13.60%

   Unemployed  54 13.64% 10 5.95% 44 19.30%

Income generation status         

   Income earner 122 30.81% 26 15.48% 96 42.11%

 Non-income-earner 274 69.19% 142 84.52% 132 57.89%
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Characteristics Total  Female  Male

  N % N % N %

Average monthly income (BDT)      

   Mean 11,978  9,112  12,615 

   SD 10,153  7,608  10,558 

   Median 9,000  7,000  9,000 

Number of working hours per week      

   More than 40 hours 124 50.61% 69 52.27% 55 48.67%

   40 hours or less 121 49.39% 63 47.73% 58 51.33%

Member of an organization/association      

   Yes 132 33.33% 58 34.52% 74 32.46%

   No 264 66.67% 110 65.48% 154 67.54%

HOUSEHOLD CHARACTERISTICS       

Household size       

   Mean 4.95  4.74  5.10 

   SD 1.76  1.71  1.78 

   Median 5  5  5 

Having improved toilet      

   Yes 202 51.01% 75 44.64% 127 55.70%

   No  194 48.99% 93 55.36% 101 44.30%

Having improved drinking water      

   Yes 97 24.49% 40 23.81% 57 25.00%

   No 299 75.51% 128 76.19% 171 75.00%

Having electricity       

   Yes 369 93.18% 157 93.45% 212 92.98%

   No 27 6.82% 11 6.55% 16 7.02%

Living standard quintiles      

   Rich (relatively) 88 22.22% 45 26.79% 43 18.86%

   Rich-middle 71 17.93% 33 19.64% 38 16.67%

   Middle 79 19.95% 27 16.07% 52 22.81%

   Middle-poor 79 19.95% 30 17.86% 49 21.49%

   Poor 79 19.95% 33 19.64% 46 20.18%

Household income      

 <9,000 BDT 54 13.64% 27 16.07% 27 11.84%

   9,000 to <18,000 BDT 81 20.45% 40 23.81% 41 17.98%

   18,000 BDT or higher 205 51.77% 74 44.05% 131 57.46%

   Refused to response  56 14.15% 27 16.07% 29 12.72%

Total 396 100% 168 100% 228 100%

Continued
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HEALTH & DISABILITY STATUS

Health status

The health status of the target population is summarised inTable 4- Health status of target 
population. 

Nearly two-thirds of respondents self-rated their health as either good or very good.More 
than 95% had reported either one or two problems. The most commonly reported 
problems were back or neck pain (not fracture or SCI), arthritis/rheumatism, stroke, 
fractures, bone/joint injury, and diabetes (Figure 3).

Health seeking behaviour: ‘where did you go when you first accessed 
any care for your health problem?’

Respondents visited a health professional for 89% of all their health conditions. By asking 
people where they first received any care after the last time they were sick enough to stay 
home, we sought to understand the usual most likely first contact with health services 
(Table 5). More than half (57%) of respondents reported that they ever got sick and had to 
rest or stayed at home for at least one day. 

FIGURE 3: MAIN HEALTH CONDITION FOR CURRENT VISIT

Back or neck pain (not fracture or SCI) 6277

Arthritis/rheumatism 4645

Stroke 7012

Fractures, bone/joint injury 2517

Neurological problem (not stroke or SCI) 114

Other pain 46

Diabetes 53

Spinal cord injury 22

Burn/s 2

Amputation

Hypertension
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Visiting pharmacist and buying medicines over the counter without a prescription is the 
most common behaviour when people get sick. Other common behaviours include 
self-medicated and ‘did nothing’. 

Other than the stated non-favourable behaviours, visiting Upazilla hospitals and 
community clinics were reported as common health seeking behaviours.

There are only few people reporting rehabilitation visit as a health seeking behaviour when 
they got sick.

Disability status

Using the Rapid Assessment of Disability (RAD) definition, about a quarter of people were 
at risk of disability (Table 6). This comprised 20% with at least a lot of difficulty and 8% 
reporting they could not do at all, respectively. 
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TABLE 4: HEALTH STATUS OF TARGET POPULATION

Health status Total  Female  Male

  N % N % N %

Health status (self-rated)      

   Good 236 59.6% 105 62.5% 131 57.5%

   Poor 160 40.4% 63 37.5% 97 42.5%

Number of health problems      

   1 313 79.0% 126 75.0% 187 82.0%

   2 61 15.4% 30 17.9% 31 13.6%

   3 21 5.3% 12 7.1% 9 4.0%

   4 1 0.3% 0 0% 1 0.4%

Health problem1      

   Diabetes 39 9.9% 15 8.9% 24 10.5%

   Stroke 83 21.0% 12 7.1% 71 31.1%

   Arthritis/rheumatism 102 25.8% 52 31.0% 50 21.9%

   Back or neck pain (not fracture or SCI) 146 36.9% 84 50.0% 62 27.2%

   Fractures, bone/joint injury 45 11.4% 18 10.7% 27 11.8%

   Neurological problem (not stroke or SCI) 16 4.0% 5 3.0% 11 4.8%

   Amputation 1 0.3% 1 0.6% 0 0%

   Spinal cord injury 9 2.3% 4 2.4% 5 2.2%

   Pain unrelated to other condition listed 10 2.5% 6 3.6% 4 1.8%

   Burns 2 0.6% 0 0% 2 0.9%

   Others 4 1.0% 1 0.6% 3 1.3%

Main health problem for the current visit      

   Diabetes 8 2.0% 3 1.8% 5 2.2%

   Hypertension/high blood pressure 1 0.3% 1 0.6% 0 0%

   Stroke 82 20.8% 12 7.1% 70 30.8%

   Arthritis/rheumatism 91 23.0% 45 26.8% 46 20.3%

   Back or neck pain (not fracture or SCI) 139 35.2% 77 45.8% 62 27.3%

   Fractures, bone/joint injury 42 10.6% 17 10.1% 25 11.0%

   Neurological problem (not stroke or SCI) 15 3.8% 4 2.4% 11 4.9%

   Amputation 1 0.3% 1 0.6% 0 0%

   Spinal cord injury 4 1.0% 2 1.2% 2 0.9%

   Pain unrelated to other condition listed 10 2.5% 6 3.6% 4 1.8%

   Burn/s 2 0.5% 0 0% 2 0.9%

Total 396 100% 168 100% 228 100%

Note1: Multiple response question, i.e. the % is over the total number of case and sum of % is not 100%.
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TABLE 5: HEALTH SEEKING BEHAVIOUR THE LAST SICK DAY

Health seeking behaviour Total  Female  Male

  N % N % N %

Ever been sick to rest/stay home for

at least 1 day      

   Yes 225 56.8% 96 57.1% 129 56.6%

   No 171 43.2% 72 42.9% 99 43.4%

Health seeking behaviour 1      

   Did nothing 21 9.3% 12 12.5% 9 7.0%

   Self-medicated 43 19.1% 21 21.9% 22 17.1%

   Visited traditional healer 6 2.7% 0 0% 6 4.7%

   Visited pharmacist (without prescription) 126 56.0% 50 52.1% 76 58.9%

   Visited private health service 9 4% 4 4.2% 5 3.9%

   Visited community clinic  21 9.3% 8 8.3% 13 10.1%

   Visited Union health centre 13 5.8% 3 3.1% 10 7.8%

   Visited Upazilla hospital  42 18.7% 11 11.5% 31 24.0%

   Visited Union District hospital 8 3.6% 4 4.2% 4 3.1%

   Visited specialized hospital 4 1.8% 1 1.0% 3 2.3%

   Visited a rehabilitation centre 4 1.8% 3 3.1% 1 0.8%

   Seek spiritual support & Others 0 0% 0 0% 0 0%

Total 396 100% 168 100% 228 100%

TABLE 6: LEVEL OF FUNCTIONING USING RAD DEFINITION

Level of difficulty Total  Female  Male

In at least one domain N % N % N %

RAD questions      

 Some difficulties 317 80.0% 144 85.7% 173 75.9%

A lot of difficulties 47 11.9% 14 8.3% 33 14.5%

   Cannot do at all 32 8.1% 10 6.0% 22 9.6%

Total 396  168  228 

317 80.0% 144 85.7% 173 75.9%
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Assistive product use

Assistive product use among the population was low. All respondents were asked if they 
used any assistive products to address their health condition. 

Of the 52 products respondents were asked about, only 15 were used, and only 6 had 
more than one user (Figure 4).

FIGURE 4: Assistive products in use
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ACCESSING REHABILITATION

Year of accessing rehabilitation

Recognising that rehabilitation has changed quickly in Bangladesh, we analysed when 
respondents first accessed rehabilitation. More than90% of the respondents had first 
accessed rehabilitation in the last 2 years, and more than 95% in the last 3 years. 

Table 7 shows the starting year of the main health conditions. About a quarter of 
respondents reported that their health condition started more than 5 years ago, including 
about 10% who had their health condition for more than 10 years. This is important, since 
the local IDSC may not have been available until the last 3-4 years; many delays for 
rehabilitation might simply have been because there were no public services available yet. 

TABLE 7: YEAR OF ONSET OF MAIN HEALTH CONDITION/S

  Total  Female  Male

  N % N % N %

2008 or earlier 45 9.9% 17 8.6% 28 10.9%

2009 4 0.9% 1 0.5% 3 1.2%

2010 28 6.2% 18 9.1% 10 3.9%

2011 5 1.1% 3 1.5% 2 0.8%

2012 13 2.9% 5 2.5% 8 3.1%

2013 14 3.1% 7 3.6% 7 2.7%

2014 13 2.9% 5 2.5% 8 3.1%

2015 50 11.0% 28 14.2% 22 8.6%

2016 62 13.7% 26 13.2% 36 14.1%

2017 91 20.1% 34 173% 57 22.3%

2018 128 28.2% 53 26.9% 75 29.3%

Total 4531 100% 197 100% 256 100%

Note1: One individual can have up to three main health conditions. 
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Lag time between occurrence of health problem and health 
professional visit

To understand delays between the onset of a health condition and accessing both health 
services, and then rehabilitation, for each health condition, respondents were asked when 
they first accessed different types of care.

TABLE 8: YEAR OF ATTENDING REHABILITATION FOR EACH MAJOR HEALTH CONDITION

  Total  Female  Male

  N % N % N %

2000 1 0.22% 0 0.00% 1 0.39%

2008 2 0.44% 0 0.00% 2 0.77%

2011 1 0.22% 0 0.00% 1 0.39%

2014 1 0.22% 1 0.51% 0 0.00%

2015 9 1.97% 3 1.52% 6 2.32%

2016 23 5.03% 7 3.54% 16 6.18%

2017 73 15.97% 29 14.65% 44 16.99%

2018 347 75.93% 158 79.80% 189 72.97%

Total 457 100.00% 198 100.00% 259 100.00%

TABLE 9: LAG TIME BETWEEN OCCURRENCE OF HEALTH PROBLEM AND
 FIRST HEALTH PROFESSIONAL VISIT

Lag time to visit Total  Female  Male
health professional (days)

   Mean 168  191*  151

      95% confidence interval 108-228  123-259  60-242

   Median 20  33.5*  10

Total 401  170  231

* significant difference between women and men

Note1: One individual can have up to three main health conditions. 
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On average, it takes 168 days (5.5 months) from the time the health condition is 
experienced, to first visit a health professional. Half of people took more than 20 days for 
their first visit. 

Using regression modelling to predict duration of lag time to visits for health conditions 
(see appendix - Regression modelling table: lag time to first health professional visit on 
page 87), earlier visits for health care were associated with:

• Being male,

• Having ‘a lot of difficulties’compared with no difficulties, some difficulties or cannot do  
 at all,

• Having a higher level of education, 

• People from Fulbari (Kurigram) had significantly less delays access health care,

• Coming from wealthier households,

 

Lag time between occurrence of health problem and accessing 
rehabilitation

Overall, respondents recalled long delays between experiencing health problems and 
accessing rehabilitation (Figure 5). There were differences between the major health 
conditions: overall, stroke and fractures presented the earliest, but the mean was still very 
slow; about 2 years. 

Importantly, the median was lower, suggesting that only very long delays in fewer people 
account for much of the average delays. 

• Stroke survivors attended rehabilitation fastest; half of people attended before 3   
 months post-stroke. 

• People for other neurological conditions and diabetes were the slowest to attend   
 rehabilitation; half of people attended after around 2 and 4 years, respectively. 

• Women delayed attending rehabilitation for longer than men (median 300 days   
 compared with 203 days)
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FIGURE 5: LAG TIME TO REHABILITATION FOR MAJOR HEALTH CONDITIONS
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TABLE 10: LAG TIME BETWEEN OCCURRENCE OF HEALTH PROBLEM AND
 ACCESSING REHABILITATION

Lag time to accessing Total  Female  Male
rehabilitation

   Mean 880  867  891

   95% confidence interval 713-1,048 656-1,077 641-1,141

   Median 250  300  203

N  409  178  231
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• It takes on average 880 days or nearly 2.5 years from the time of onset of a health   
 problem to visit a rehabilitation centre. 

• Half of respondents take about 325 days or nearly a year to visit a rehabilitation centre  
 since occurrence of health problem (Table 10). The actual duration is longer since   
 nearly half of people still have not accessed a rehabilitation centre and their duration  
 of lag time is only counted until the day of interview for those cases.

• There was no significant difference between women and men,  but medians suggest  
 that the distribution is skewed; half of males have shorter duration of lag time than  
 females while few males have a very long lag time.

Using regression modelling to predict duration of lag time to rehabilitations (see appendix 
-Regression modelling table: lag time to first rehabilitation visit on page 88), earlier visits 
to rehabilitation were associated with:

• Being from Fulbari

• Being from a wealthier household

• Being from a larger household

• There was a trend towards people with less education having longer delays before   
 accessing rehabilitation.
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FIGURE 6: LAG TIME TO REHABILITATION FOR MAJOR HEALTH CONDITIONS

• Overall, most people were satisfied or very satisfied with rehabilitation services   
 (Figure 6). The highest rates of ‘very satisfied’ were observed for staff attitude and   
 costs of services. 

• Lowest rates of satisfaction were associated with the location of the rehabilitation   
 centres, and waiting times. 

• Concerning links to other health services, nearly 15% of respondents suggested ‘not  
 sure’, which was noticeably higher than for other dimensions of satisfaction. This   
 might indicate people did not know the options or need for links to other services   
 from rehabilitation. 

• Among respondents who had visited rehabilitation at least once before, 96.6% said  
 that it had a positive or verity positive impact on their health. 

• Most service users (87.1%) indicated an intention to visit the same centre again. 
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Coordination from rehabilitation: the IDSC as a ‘hub’ for other 
care/support

By asking respondents to recall other issues discussed with staff at the centre, we 
explored the role of the IDSC in accessing other forms of care and community services, 
which are an important contribution of rehabilitation services (Figure 7). 

• Discussions were mostly about health, including health conditions, recovery after   
 treatment, and behaviour modification (diet, smoking, exercise). 

• Less than 5% of respondents reported discussing access to other health service with  
 rehabilitation staff.

• Discussion of other issues is rare was reported by only few respondents, i.e. less than  
 10 persons among nearly 400 people who have successfully completed the   
 interviews.

FIGURE 7: OTHER HEALTH SERVICES DISCUSSED DURING REHABILITATION
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Continuation of rehabilitation staff

Slightly more than half (55.3%) of rehab users were able to see the same staff of the 
rehab centre when they come back for most of the time. The rate was similar for males 
and females. 

BARRIERS AND FACILITATORS TO 
REHABILITATION-SEEKING BEHAVIOUR

Knowledge about rehabilitation

Respondents were asked to recall the main source of knowledge about rehabilitation. 
Findings are reported in Figure 8.

• Friends or relatives accounted for about two-thirds of the knowledge of rehabilitation. 

• Findings were similar between women and men. 

• Only about one in five people learned about rehab centre from other health care   
 providers.

FIGURE 8: SOURCES OF INFORMATION ABOUT CURRENT IDSC
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Time contribution to rehabilitation

One important contribution to rehabilitation is the time contribution on the part of the 
client. Respondents were asked to self-recall the amount of time spent on waiting, 
consultations and treatment, and other delays, in the most recent visit (Figure 9).

• Women and men spent about the same amount of time waiting, and in consultations  
 and treatment.

• Waiting time was around 18 minutes on average. 

• Consultations were about 25 minutes long.

• Other time contribtions accounted for another 3 minutes. 

• More than a third of people were accompanied by someone else. About 1 in 8 people  
 accompanying women had to take time of work or school, while a 1 in 4 people   
 accompanying men reported taking time off.

• 16% of rehabilitation users (18% women, 15% men) took time off work or school to  
 join rehabilitation. 

FIGURE 9: TIME CONTRIBUTION TO REHABILITATION
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Monetary costs of rehabilitation

While services are free, associated costs are a likely barrier to access for some people. We 
explored the out of pocket costs associated with accessing rehabilitation Table 11 - Costs 
of rehabilitation. 

• Almost all (97%) of rehabilitation users had to pay (indirectly or directly) for costs   
 associated with care. 

• Most frequent costs were transportation (89.9%), taking or developing picture   
 (66.4%), medicine (25.8%), X-ray (13.4%) and tests (blood tests at 7.8% and other  
 diagnostic tests at 4.3%). 

• No one paid for accommodation. People who had attended private care reported   
 paying for consultation. 

• The most expensive cost item is other diagnostic tests, followed by medicine, X-ray  
 and blood tests. Rehab users spend about the same amount for transportation and  
 food. Cost of taking or developing picture is not high but it would still be a significant  
 amount for some people.

• Nearly half of rehab users reported that cost to access rehab is expensive or very   
 expensive. Only 14.7% of them found that the cost is not expensive at all. Women  
 and men did not self-report different expenses or percieved affordability. 
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TABLE 11: COSTS OF REHABILITATION

Cost item Total (Taka)  Female  Male

  % non-zero Mean (SD) % non-zero Mean (SD) % non-zero Mean (SD)
  (n) Median (n) Median (n) Median

Transportation 89.9% 99.0 89.3% 89.7 90.3% 105.7

  (356) (98.1) (150) (87.3) (206) (105.0)

   60  60  60

Food 4.5% 91.1 3.6% 85.0 5.3% 94.2

  (18) (72.3) (6) (61.2) (12) (79.6)

   80  80  80

Accommodation 0 - 0 - 0 -

Picture 66.4% 31.4 66.7% 30.4 66.2% 32.3

  (264 (20.4) (113) (21.4) (151) (19.7)

   20  20  20

X-ray 13.4% 1,148.1 13.7% 934.8 13.2% 1,311.7

  (53) (1,537.1) (23) (1,379.8) (30) (1,651.9)

   600  500  950

Blood tests 7.8% 641.9 6.5% 713.6 8.8% 602.5

  (31) (392.9) (11) (402.5) (20) (392.2)

   500  500  500

Other diagnostic tests 4.3% 8,247.1 3.0% 6,100.0 5.3% 9,141.7

  (17) (4,679.1) (5) (3,248.1) (12) (5,004.1)

   7,000  6,500  10,000

Consultation 0.8% 3,100 0 - 1.3% 3,100

  (3) (1,652.3)   (3) (1,652.3)

   2,300    2,300

Counselling 0 - 0 - 0 -

Medicine 25.8% 7,845.5 24.4% 8,891.2 26.7% 7,142.6

  (102) (11,236.0) (41) (12,888.0) (61) (10,026.7)

   1,250  700  3,000

Other costs 7.1% 6.1 8.3% 5.4 6.1% 6.8

  (28) (3.1) (14) (1.3) (14) (4.2)

   5  5  5

Total 96.7% 2,809.0 98.2% 2,678.0 95.6% 2,908.1

  (   383) (   8,227) (   165) (   8,298) (   218) (   8,191)

N  396  168  228 
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Self-reported reasons for delayed access to rehabilitation

Most of the respondents (88.4%) did not access rehabilitation once they were aware of 
their health problem.

• Among those who did not access rehab once they were aware of their health   
 problem:

• About 80% of people reported that awareness of rehab was the major reason for   
 delayed attendance to rehab. 

• Awareness of place to access, i.e. where to access, was reported as another main   
 reason for having delays. 

• Awareness of rehabilitation and where to get it together account for 95% of   
 self-reported reasons for delays; other reasons were rarely reported.

• Self-reported ability to access rehabilitation

• About one-third of rehab users said they can access rehab services as much as   
 needed.

• Among respondents (who had already accessed rehabilitation and registered with   
 IDSCs), nearly 90% said they can access most of the time.

• There was no difference between women and men concerning serlf-reported ability to  
 access rehabilitation. 

Among those who reported any difficulties accessing rehabilitation, the main reasons 
were:

• Lack of information about rehabilitation or where to get it (46%F:33%M)

• Centre not having the right services (23%F:33%M)

• Distance from home (23%F:42%M)

• Road conditions (15%F:8%M)

• Expense of transport (15%F:17%M)

Concerning self-reported facilitators of accessing rehabilitation(Figure 10), the most 
important factors were:

• Free services (46%F:45%M)

• The availability of services (35%F:31%M)
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FIGURE 10: SELF-REPORTED FACILITATORS OF ACCESS TO REHABILITATION

Free services at rehab centre 46%
45%

Availability of services at rehab centre 35%
33%

Information about this rehab centre 5%
8%

(Low) overall costs 7%
6%

Distance to centre 3%
3%

Information about rehabilitation 2%
2%

Attitudes of staff at centre 1%
2%

Road condition 1%
1%

Physical accessibility of rehab centre 1%
0%

0% 10% 20% 30% 40% 50%

Men Women



COORDINATION BETWEEN HEALTH AND
REHABILITATION SERVICES IN BANGLADESH 35

This study is among the first of its type. 396 rehabilitation service users were surveyed to 
understand potential barriers and facilitators to accessing rehabilitation in Bangladesh. 
Major conditions associated with rehabilitation attendance were musculoskeletal pain, 
stroke, arthritis and fractures. 

The main findings were that delays to health and rehabilitation, were common and long, 
but varied with sociodemographic characteristics. 

Delays to rehabilitation
Overall, access to rehabilitation among those who could access it at all, was slower than 
ideal – many people experienced very long delays of more than 2 years. Persons with 
greater needs did appear to access rehabilitation earlier than those with less needs. People 
with stroke and fractures tended to access rehabilitation earlier. Time to rehabilitation was 
similar in all PSOSKs except for Fulbari, which is one of the more rural and remote centres. 
Recent collaborations and new commitments to improve time to accessing rehabilitation 
may not have been reflected in these results, because only a small proportion of survey 
respondents were new consumers. Taken together with findings from Part 2: Consumer 
perspectives on page 8, most consumers reflected that they accessed rehabilitation at the 
right time for them. Delays might reflect consumer knowledge about the benefits of early

PART 1: DISCUSSION & INTERPRETATION 
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access to rehabilitation, the low likelihood of seeing a health professional. Even if health 
professionals were consulted, they have not frequently referred for rehabilitation. 

When asked to self-reflect on reasons for not attending earlier, poor information about 
rehabilitation, and difficulties attending due to distance and cost, were the most commonly 
reported reasons. Most people learned about rehabilitation from friends and relatives, 
compared with health service providers and community health workers. Around half of 
respondents said that free services were a major facilitating factor, despite findings that 
there were many other costs associated with attendance, particularly diagnostics and 
transport. While we did not explore personal beliefs about rehabilitation and health, many 
complex personal factors are also likely to influence individual and family choice about 
seeking rehabilitation.

Faster attendance for rehabilitation for stroke and fractures could be explained by the 
sudden onset of those conditions, as well as the potential therapeutic benefits of early 
rehabilitation. Other explanations are that the need for rehabilitation after those conditions 
is more evident to referring doctors and other health professionals. 

However, even among people with those conditions, many people experience very long 
delays between rehabilitation due poor knowledge, costs, and a lack of referrals.

For other conditions, delays might be associated with less knowledge about the potential 
value of rehabilitation, or a the slow-onset of those conditions, where therapy may not be 
needed for longer.  

Findings suggest that people who live closer in higher-income, larger households who 
were better-educated are more likely to access rehabilitation earlier. Women tend to delay 
access to health care longer than men. Findings from part 2 corroborate these findings 
-women seek out female practitioners and delay their rehabilitation if they are not 
available.  Persons with a lot of difficulties accessed rehabilitation faster than persons with 
both minor or very severe functional difficulties. Respondents from Kurigram attended 
much more quickly than people from other areas, which should be explored further.

The poor links between rehabilitation services and the communities they serve are 
bi-directional. Other community actors were not common sources of knowledge or formal 
referrals for persons who need rehabilitation care. Equally, the opportunity for 
rehabilitation services to be a focal point for information about other community services 
has not been realised. 
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Impacts of rehabilitation

Despite delays and challenges accessing rehabilitation, people reported that they were 
satisfied with their care, and that rehabilitation had a positive or very positive impact. 

Implications

Overall, findings describe a pattern of links between health and rehabilitation in which:

• Some people can receive timely care, resulting from the knowledge of friends, family,  
 local health providers, but that the access to rehabilitation depends on distance to the  
 centre and sociodemographic factors. 

• Overall delays are long, but those who do access care report benefits, and attend   
 regularly despite costs and other barriers. 

• Rehabilitation care is mostly provided to people with long-term needs who attend   
 regularly because they live close by and have the financial capacity to particate   
 continue rehabilitation. 

• People with more complex needs who are more isolated, poorer or who have less   
 family support, might be among people who experience delays, or who cannot access  
 services at all. 

• Assitive products were not common, despite the range of impairments reported; new  
 methods to strengthen access to assistive products including linking with other   
 agencies and the private sector, will be important. 

• Linkages with other community services are uncommon: this might create issues for  
 people who require long term, multidisciplinary care, but who are less able to attend  
 the centres due to costs and difficulties with travel. 

• Recent efforts to create linkages between the rehabilitation services and health   
 providers were a logical strategy to strengthen coordination for people who need care:  
 health service providers including medical professionals at different levels of the   
 health system and pharmacists were not a common source of knowledge about   
 rehabilitation, despite being the most commonly visited people after the onset of a  
 health condition. 

• Rehabilitation services could strengthen their role in providing information and referral  
 to other community services. 

• Other community actors like teachers, community leaders and others could take   
 responsibility for providing information about rehabilitation services to people who   
 might need them. 
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Care pathway from health to rehabilitation services

Most participants (n=12/19) were informed by a doctor about the need for rehabilitation, 
and some (n=7/19) recognised the need through their family or friends (Figure 11).

Interestingly, 6 out of 7 participants from Fulbari were informed by a doctor about 
rehabilitation. Word of mouth was found to be an approach among half (n=3/6) the 
participants from both Narsingdi Sadar and Tangail Sadar. Among the participants 
informed by doctors, they were generally informed about a private rehabilitation clinic in 
major cities. However, this research did not capture information on whether formal 
referrals were made by those doctors to the private rehabilitation clinics. 

Participants reported that they learnt about the PSOSKs and free services provided there 
either through word of mouth or after they mentioned to their rehabilitation service 
providers that they cannot afford the fee at private clinics. As evident from the participant 
demographics, most participants lived in the neighbourhood and therefore, they have 
learnt about free services at PSOSKs through their families and friends. 

PART 2: COORDINATION OF HEALTH AND
REHABILITATION – CONSUMER PERSPECTIVES
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Timeliness of rehabilitation

We have investigated timeliness to rehabilitation to any type of facility and not necessarily 
to PSOSKs. Most participants (n=13/19) accessed rehabilitation services in less than 3 
months from the time of onset of acute condition. Among those who had stroke (n=10), 
the time from the acute incident to their first attendance to a rehabilitation facility ranged 
from 1 week to 5 years. Six participants had their first session of rehabilitation in less than 
1 month, three had within 2 to 3 months and one participant had 5 years after having 
stroke. 

The timeline for participants who were suffering from pain (n=8) ranged between 1 month 
and 3 years. The timeline was calculated from the time the symptoms got severe affecting 
their day-to-day life to their first rehabilitation. Three participants with pain had their first 
rehabilitation session within a month, four participants accessed in 2 to 5 months and one 
participant accessed in 3 years after having severe pain. 

There was only one participant with burns, who was informed about the need for 
rehabilitation almost immediately after having the incident through his relative working at 
PSOSK. He accessed rehabilitation in 2 months as soon as the wounds healed.

According to the perspectives of the participants, most of them felt they have accessed 
rehabilitation in time. The reasons mentioned for delays in accessing rehabilitation were 
lack of awareness about rehabilitation or about the free services in the locality, need to 
travel to the major city or town, expenses, unable to leave work and waiting for their 
medical condition to stabilise.

“It wasn’t possible for me to go to Dhaka for that treatment. Also, I 
could not leave the school where I worked. I had to stay there but 
that was not possible.” (Nar_CoC_18_5)

“I have been late... Actually, the village people came and suggested 
me a lot of things, such as do this, do that etc. And this is how the 
delay happened.” (Kur_CoC_18_1)
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Accessibility
Accessibility of rehabilitation for participants was examined according to the dimensions of 
access as identified by McIntyre et al1, that is availability, affordability and acceptability 
(see Figure 1, page 5).

Availability
Participants identified several factors pertaining to the availability of rehabilitation services. 
Physical location and distance to their homes, the transport to and from clinics, the 
opening hours, appointment and registration procedures, and waiting times were 
identified as factors in their ability to access rehabilitation. 

All but the participant that lived 65kms from the centre, reported the proximity of the centre 
to their home was a positive factor that enabled them to receive rehabilitation as they lived 
close to the PSOSKs. Many participants expressed a preference for attending the locally based 
PSOSKs over the services in the cities that had often been recommended by their doctors. 
One participant reported moving closer to the centre to access treatment more easily. 

“I started living here for this treatment. …. I needed the treatment 
badly, but my husband could not accompany me, so we moved here 
in Narsingdi.” (Nar_CoC_18_5)

Most participants reported that they travelled to the centres by walking, car or 
auto-rickshaw with relative ease. However, the participant that lived furthest away (65kms) 
reported that travelling to and from the clinic was difficult and costly. 

“I have to face chaos, ruckus on the road, and many other 
disturbances. There are many other problems as well. It would have 
been much better if it was near my house, then I would not have had 
to spend any money. I would have come and gone, just like that. 
Like, the ones who live in Narsingdi, coming here is no matter for 
them, they can work as well. But it’s not like that for me.” 
(Nar_CoC_18_1)

In terms of processes for accessing rehabilitation services at PSOSKs, participants 
generally reported positive experiences. Most reported that it was easy to make 
appointments or that appointments were not required, and that processes for registration 
at the centres were easy to navigate. Opening hours and waiting times at the centres were 
also reported to be adequate for participants’ needs, with most participants reporting that

1 McIntyre D, Thiede M, Birch S: Access as a policy-relevant concept in low- and middle-income countries. Health economics, policy, and law 
2009, 4(Pt 2):179-193.
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they usually did not have to wait at all or were seen only after a short wait of 5-10 
minutes. The opening hours of PSOSKs did not present a barrier to accessing rehabilitation 
for any of the participants. 

When queried about whether participants received rehabilitation from the same provider 
for all their visits, most participants did not. However, there were mixed perceptions about 
whether they should receive care from a consistent provider. While some did not think this 
was of concern as they received consistent care from all providers, most them believed 
having a consistent person would mean the provider will have a better understanding of 
their condition.

“It is better if the same therapist gives the therapy because he would 
now how to do it how much to give.” (Tan_CoC_18_6)

“I am familiar with both of them. They know my problems very well. 
So, I do not have any issue with that.” (Tan_CoC_18_5)

“If the same person gives it daily, he would follow the same system 
every day. But if the therapist is changed he or she might do it in a 
different way. That is the difference. There are no other differences.” 
(Tan_CoC_18_4)

Affordability
All participants reported that there was no cost for treatment at the PSOSKs. They reported 
the cost of transport to and from the centres could present a barrier to receiving 
rehabilitation. 

“Yes, it has happened. Some days I couldn’t come because of the 
lack of money. There were so many days and so many sessions 
missed.” (Kur_CoC_18_6)

The cost of transport for participants was often exacerbated by the high frequency of 
attendances at the centres with many reporting that they would undertake treatment daily. 
The need for an accompanying person to travel with them to and from the centres also 
contributed to transport costs and issues of affordability.

The cost of rehabilitation at other non-PSOSK centres, including private services, was a 
barrier to many participants in either accessing or continuing with the treatment they 
needed, with several stating that they were happy to live close to the PSOSK where they 
could receive free services. Some even stated that the services provided at PSOSKs are of 
better than the private centres they have visited.
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“Those who don’t understand that go to those places [private 
centres] and get treatment by spending money. And this place has 
better service than those places. This place provides various types of 
services. Here are a lot of benefits. Those who know about this place, 
don’t go anywhere else. And those who have money and pride go to 
those expensive places.” (Kur_CoC_18_6)

“First I went to diabetic hospital then I came here. The services are 
equal in both hospitals. This is near, and it is cost saving too. The fee 
there is 200 Taka and it’s free here. So, I decided that it’s better 
here.” (Nar_CoC_18_3)

“He [doctor] said that I had to take therapy for 10 days. Then he 
gave the therapy. Then I saw that I can’t continue [therapy] with the 
cost. It needs 300 Taka daily. The massage costs 300 taka. Then 
after 10 days there was no money left. Then what do I do. Even 
though I got much better I don’t feel good. Then I got the news that 
they treat you for free here.” (Nar_CoC_18_4)

Some participants discussed some of the financial hardship they experienced because of 
their impairment and need for rehabilitation, including loss of income due to the need to 
attend frequent appointments or ongoing debts from medical treatment so they could not 
afford to pay for rehabilitation services.

“We don’t have income in our family. I have come here with my son. 
My son has completed masters and he is trying to get a job now. My 
husband was a freedom fighter. They have spent a lot for me 
already. My children have spent a lot. They spent 35,000 Taka 6 or 7 
month ago. Now Allah has kept me alive, with medicines and care. 
But a lot of money needs to be spent for me.” (Tan_CoC_18_6)

“There were privates too. I had to give 300 taka every month, and 
then I didn’t take any more info. Now my money was over, I couldn’t 
buy the medicines either. The money is used up. 50 Taka is needed 
for rickshaw fare, and they give a memo after paying them 300 taka. 
Then I didn’t need money anymore, when I admitted here. The 
treatment they give here is better than there.” (Nar_CoC_18_4)
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Acceptability

Factors relating to the acceptability of rehabilitation services at the PSOSKs were the 
attitudes and behaviours of staff towards patients, the communication between providers 
and patients, the satisfaction of participants with their experiences of rehabilitation at the 
PSOSKs, and the gender of staff providing services.

Participants reported a high level of satisfaction with the services they received at the 
PSOSKs and that they had found staff to be friendly, sincere and patient and the services 
to a high standard.

“The therapists here who give therapy, they give their 100%. They 
give it the way they are supposed to give and that’s why my leg has 
improved a lot” (Tan_CoC_18_4)

“I would say about the therapy and the standard that I found here is 
very good. Because their [staff] behaviour and the way they speak is 
very well. I haven’t found this anywhere else.” (Tan CoC_18_4)

Participants felt that staff listened to their problems and understood their needs. Some 
reported this was positive contrasting to their experiences in other centres. 

“There was no treatment there [hospital]. They did not care about 
our wellbeing. They just give prescriptions and tell us to take those 
painkillers. Here, after giving prescriptions, we have discussions 
about what is happening, and what is the physical situation.” 
(Nar_CoC_18_1)

“And the truth is we come here and a good relationship with the 
doctors has developed. We feel bad if we don’t come one or two 
days. Then we come again and talk with the doctors. I told the 
doctor about my problems like I have pain here, or this place has 
swollen. I maintain the advices the doctor gives me.” 
(Tan_CoC_18_2)

The availability of female staff was identified as a factor impacting on the acceptability of 
rehabilitation services for female patients. While some female participants did not mind 
taking therapy from male therapists, some participants stated that they would not attend 
their appointments if a female staff member was not available for their treatment.
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“I don’t come if the sister (female therapist) isn’t here. …. Some days 
I came here, gave paper (for registration), then sir told me that sister 
is not here, then I went back… No, who will come, why will they 
come [if the female therapist is not available]? Women feel shy. They 
won’t come, but they will come for their children’s problem.” 
(Kur_CoC_18_2)

“Problem means, we are women, so we feel easy when there is a 
sister (female therapist) … There is no problem actually, if there is a 
sister we take it [therapy] from her. We take it from the male 
therapist if there is no sister.” (Kur_CoC_18_5)

When asked about the outcomes and benefits of rehabilitation, except for three 
participants, all of them reported their condition improved following rehabilitation they 
have received at PSOSK. 

“Before I could not walk. Two persons would support me. But now, 
at first two or four days my wife accompanied me. But now she 
doesn’t have to. I exercise, and I can walk by myself.”Kur_CoC_18_6)

“Yes, now I can do some works like I can change my clothes and take 
bath. Before that everything had to be done by family members. 
Even they had to feed me. My family members used to feed me. 
Now I can eat on my own… I couldn’t walk before. Now I can walk 
and lift this leg too. I also swim. I have problem here in my leg. I 
work in the dheki (an instrument used by leg to clean the rice) and 
ride bicycle. My doctor told me I would get well after doing these 
things for some days.” (Tan_CoC_18_2)

“Yes, when the therapy is applied, I feel good. But after that, hands 
and leg fill out as before… I don’t know if I will get well or not. I pray 
to Allah that he might bless me.” (Kur_CoC_18_2)

“But the treatment is not that successful. I think I need more 
exercise. There are some exercises that I can do at home. For 
example, rope skipping, I can do it on my own at home. But there are 
some exercises that I can’t do at my home. I need someone’s help for 
these exercises.  I don’t have trained people in my home; they either 
pull too hard or too softly.” (Nar_CoC_18_3)
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CONSUMER PERSPECTIVES: DISCUSSION AND 
INTERPRETATIONS

This research was conducted only targeting those who are attending services at the three 
selected PSOSKs. Finings of this research highlighted that most participants had timely 
access to rehabilitation either at a private rehabilitation facility or at PSOSKs. Participants 
either visited medical doctors in major cities or towns or village doctors as first point of 
contact following a health incident such as stroke or acute severe pain. In most cases, 
doctors have informed them about the need for rehabilitation. However, it was unclear 
from the data whether formal referrals were made by doctors to the rehabilitation 
facilities. These findings highlight that there is general awareness among medical 
community on the need for rehabilitation services following stroke or musculoskeletal pain 
and where the services are provided. 

Doctors generally provided information about private rehabilitation facilities in major cities 
or towns, which indicates there could be some links between private rehabilitation service 
providers and medical centres in major cities or towns. Participants who could not afford 
paying for private rehabilitation facilities accessed PSOSKs after hearing about free 
services provided through families and friends in majority of cases. There is probably a 
need for raising the awareness of the Ministry of Social Welfare’s initiative for 
rehabilitation through PSOSKs among medical service providers.

This research only identified factors for care continuity at PSOSKs. Three main factors for 
continuing access to rehabilitation services overtime for most participants were the 
proximity to their home, affordability and acceptable care they received at PSOSKs. As 
indicated, most of the sample in this research were living close to the PSOSKs, which 
meant that they could easily access services. Also, the proximity meant that they did not 
need to spend longer time on transport to visit PSOSKs. Participants reported that free 
services at PSOSKs meant that they only need to spend money for transport, which most 
of them acknowledged is not of a concern compared to the amount that needed to access 
services in major cities or towns. 

Most participants felt the process involved in accessing services at PSOSKs were 
straightforward and the waiting times were minimal. Further, they felt the services 
provided at the centre were acceptable because of the staff attitudes and quality of 
services they received with most them reporting improved functioning following 
rehabilitation. Some even reported that services provided at PSOSKs were better than the 
private rehabilitation facilities they have accessed. 
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Most participants indicated they accessed PSOSKs almost every day the centres were 
open. They believed they needed frequent services to get the maximum benefits of 
rehabilitation and some even changed their personal circumstances by moving closer to 
the centres. This research did not triangulate the information from participants with 
medical records about the types of services received, and the outcomes of rehabilitation in 
detail about the level of functional improvement. This research was not intended to be an 
evaluation of PSOSKs and only focussed on information related to consumer views on care 
pathways and coordination of care. However, further exploration of the frequency of 
therapeutic sessions at PSOSKs and the efficient use of resources is needed. Also, there 
was no indication of homebased therapies or linking to other community-based services 
were found in this research that would benefit some of the participants who had to change 
their personal circumstances.

The main limitation of this research that the sample only included who are already using 
services at PSOSKs and did not include those who lived far from PSOSKs. The 
demographics of participants from the three selected PSOSKs were similar and is mostly 
representative of the type of consumers attending the centres. Triangulating findings from 
this research with the quantitative survey on coordination of care conducted on a larger 
number of consumers attending PSOSKs in the three districts will provide further insights 
on care pathways, timeliness of referrals and acceptability of services at PSOSKS.

Coordination of care to rehabilitation services among those who are unable to access 
services at PSOSKs is not captured in both qualitative and quantitative research on 
consumers. The research findings from the stakeholder analysis provide insights to what is 
probably the care pathway for most people needing rehabilitation in general.
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Current situation on timely uptake of rehabilitation services and 
longitudinal continuity

The PSOSKs offer a range of rehabilitation services including physiotherapy, occupational 
therapy, speech & language therapy, and provision of assistive devices. However, 
physiotherapy was reported to be the main service provided in the three centres included 
in this research. Most commonly reported therapies among adults were pain management, 
management of issues associated with physical deformities, post-stroke management and 
assistive product provision. Among children, those with cerebral palsy, Down syndrome 
and autism are reported to be the most common users at the centres. People needing 
rehabilitation after accidents or a cardiovascular event are reported to be rare.

PART 3: COORDINATION OF HEALTH AND
REHABILITATION – STAKEHOLDER PERSPECTIVES
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Stakeholders acknowledged that the current situation of coordination of care into 
rehabilitation services in Bangladesh is not working effectively. They perceived that this 
poor coordination results in delayed uptake of rehabilitation, no rehabilitation at all, and 
poor longer-term continuity of rehabilitation. They described the current situation of the 
pathway for accessing rehabilitation services presented in Figure 12, above.

Stakeholders reported that access to rehabilitation for acute conditions is rare. Many 
stakeholders estimated a delay of 6-12 months or more for people seeking rehabilitation 
following initial primary (acute) care, which was corroborated by the findings of the 
quantitative survey. However, one stakeholder reported that to their knowledge this delay 
is not monitored. This pathway from the onset of a condition/need visiting a rehabilitation 
centre is represented as Stage 1 in Figure 12. 

Most people visit traditional healers as their first point of contact following an incident or 
identified need.  Stakeholders believe this might result in some further complications to 
their condition in addition to losing time for timely rehabilitation. Although some people 
opt for medical professionals as a first point of contact, most visit medical services after 
failing with traditional healers. These delays were reported to be happening in rural areas 
more than in urban areas.

Even after a medical professional consultation, there are reported to be delays for referral to 
rehabilitation centres. Sometimes the referrals may not happen from the medical professionals 
and even if they do happen, most people either hesitate to take up rehabilitation services or 
lose time in exploring different options and seeking opinions of others.

“In the city, if a person needs to have this service, he can come for it 
sooner. But in a distant rural place, the person might not know about 
this service. Then he would go to the religious doctor and might take 
some harmful steps. Then after failing there, he might go for the 
hospital with someone’s suggestion. When the doctor informs him 
about the need for physiotherapy, he would look for it.” (Disability 
affairs officer 2).

“In a word, they [service users] come for the rehabilitation service 
after a long period of time. Because the person is taken to the 
general or religious doctor by their carers at first. They provide their 
conventional treatment, which might be even harmful for them. But 
after getting no result from there, they go to other options, and 
takes one or two months more there. After going for various options, 
finally they come here (rehabilitation) at the end. So normally, it 
takes six months to one year for the people to come here.” (DPO 3)
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“Many think they will be alright only with general treatment when 
they see they are recovering fast. So, they take time before going to 
rehabilitation even though they have been aware of it from before. 
Another reason, which I said before is that many of them go to the 
village doctor first. In many cases they contact us after they have 
become fully impaired which can be treated if they had come to us 
first.” (Health sector 2)

“Usually they [service users] try to get cure by the religious doctor 
for one or two months and after failing that attempt, they come to 
our centre. About 80 percent service users with paralysis come to 
our centre following a failure with the religious doctor.” 
(Rehabilitation sector 1)

One stakeholder reported that some people come to rehabilitation centres through word 
of mouth or self-referral after learning about the benefits of the service.

“I have seen from my experience that many people don’t even come 
to know about rehabilitation service after the accident. After they 
confront a problem such as stiffness, he might listen from others 
about the service and then they come. Most of the time I have seen 
that service users come by their own interest; they are not referred 
most of the time.” (Rehabilitation sector 2)

Stakeholders discussed that referral mechanisms to rehabilitation services were lacking. It 
was reported that if health facilities provide advice to patients about rehabilitation they are 
only given information and a formal referral is not usually made.

“We suggest them (patients) to contact to the nearest physiotherapy 
centres after treatment” (Health sector 1) 

 “They [patients] need someone from the place they get the primary 
treatment who would help them to show the process of rehabilitation 
program on several levels. Of course, doctors tell them about 
rehabilitation program, but doctors are busy.” (Health sector 2)

Stakeholders acknowledged that rehabilitation is a long-term process and that therapy 
should be regular and at the right ‘dosage’ to be effective(Stage 2 in Figure 12). However, 
they have reported that it is not feasible for most people to continue rehabilitation as 
intended. In addition to the delays in uptake of rehabilitation services, the issues around 
lost continuity of rehabilitation further impacts functional outcomes.
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Factors contributing to timely uptake of rehabilitation services and continuity of 
rehabilitation care over time are discussed in detail below. As shown in the thematic 
framework (Figure 12) the factors are categorised intosystems factors andpersonal or 
individual factors.

Service related factors

At the system level, service provider characteristics related to awareness, attitudes and 
motivations; costs; availability of rehabilitation services; and human resources were 
identified as influential in facilitating rehabilitation for those who need it.

Service provider characteristics

Medical professional awareness of rehabilitation

Awareness of rehabilitation services by medical professionals was a key factor raised by 
stakeholders as impacting on timely uptake and coordination of care for people who might 
need rehabilitation. Stakeholders identified that generally, medical professionals have poor 
knowledge of rehabilitationservices, so do not make the necessary referrals. 

Health care sector stakeholders acknowledged their own lack of knowledge about 
rehabilitation, with one stating that they have little awareness of what happens for 
patients following medical care. 

“I also don’t know about all the things [about rehabilitation], but I 
should have. Because if I know, it would help the patients 
immensely.” (Health sector 7)

They identified a need for more information and training so that they could be better 
informed, and they in turn could raise awareness of rehabilitation to their patients. It was 
reported by some stakeholders that health care workers in hospitals do not receive training 
about rehabilitation.

“Actually, we give treatments but till now we don’t think about their 
rehabilitation after service. They take the service and we have no idea 
what will happen next.” (Social welfare sector 2)
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Others identified that doctors may be familiar with rehabilitation services but do not 
emphasise the potential benefits of rehabilitation to patients, or they have negative 
attitudes towards rehabilitation services, so do not refer their patients. Some health care 
providers reported that they are aware of the benefits of rehabilitation, but do not know if 
there are services available. 

“Rehabilitation is essential, we know that, but if rehab service really 
exist or not we don’t know that.” (Health sector 8)

“Most of them do not know about it [rehabilitation]. But those 
[doctors] who know [about rehab] thinks it has side effects, if the 
patients take this service they will face problems.” (Rehabilitation 
sector 4)

FIGURE 12: SECTOR PERSPECTIVES ON CURRENT PATHWAYS FOR ACCESSING REHABILITATION
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Stakeholders felt that there was less awareness of rehabilitation at the primary care level than 
at the tertiary care level.  There needs to be greater communication between rehabilitation 
providers and health care workers at the primary care level to improve their awareness. 

“If I analyse the tertiary level, they have knowledge about it 
[rehabilitation]. But in the primary level, they have no knowledge. 
Even they don’t provide counselling to the patient for sending them 
to the nearest rehabilitation centre.” (Rehabilitation sector 1)

Attitudes and motivations of service providers
The attitudes and motivations of health and rehabilitation providers was raised by 
stakeholders as a factor in the uptake and delivery of rehabilitation services. Some 
identified that it is important that rehabilitation professionals show positive attitudes to 
their work and give enough time to their service users.

“I have only one suggestion that the professionals who are involved 
in this rehabilitation centres they will have to be passionate and 
committed to their work.” (Health sector 6)

One stakeholder also noted that rehabilitation providers’ commitment and quality of 
service influences satisfaction with the services, which in turn influences those people 
needing rehabilitation to continue with therapies.

“First, the service providers should be stronger, committed and they 
have to ensure proper service. Patients go to those centres from very 
far. For example, a patient went from Nageshwari to Phulbari, 
spending 100 to 200 Taka and got dissatisfied from their 
observations..., then this is not viable.” (Health sector 6).

It was suggested that some doctors were motivated by self-interest when referring to 
rehabilitation services. Some stakeholders felt that some doctors only referred to clinics 
from whom they receive commissions or have a personal association.

“But in our country, the medical care has become a commercial 
service so a medical officer or a consultant [rehabilitation therapist] 
takes advantage of this situation. They get 30-40% commissions 
from the exams or tests that they refer for… Many doctors have 
become greedy and they do not advise patients about this 
[rehabilitation] service as they hanker after only money. The 
government has to take control of the medical service that has gone 
fully commercial.” (DPO 2)
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Costs

Costs of rehabilitation services

The cost of rehabilitation services to patients in PSOSKs was considered affordable by 
many stakeholders as services provided in these centres is free.

“Our honourable Prime Minister Sheikh Hasina established these 
centres and gave importance because most of the people cannot 
afford them… here we don’t charge anything to the patients. So 
those who can afford this and those who can’t, both come here for 
the service.” (Disability affairs officer 2)

“We don't have any cost as it is a free of cost service. So, if someone 
can manage the transportation costs, the service is not anything 
difficult to take.” (Disability affairs officer 1)

However, for those in areas where there are no PSOSKs, private clinics may be the only 
option. Rehabilitation services in private clinics are not affordable for most people, 
according to stakeholders, especially where long-term care is required, and the associated 
ongoing cost. 

“Actually, this is a very poor area. And the financial constraints of the 
people are basically creating the problem. For example, a poor man is 
coming from a distant area and he might be advised to get 
physiotherapy. He needs money to get the therapy privately. There 
are not enough opportunities from the government for this.” (Health 
sector 3)

“This rehabilitation service is a long-term process unlike the regular 
diseases and their treatment. So, people must go to the [private] 
centres continuously for the service and must pay according to the 
rules as they will not provide it for free. So, cost is a factor here.” 
(DPO 2)

Stakeholders reported that while treatment is free, some aspects of rehabilitation services 
incur costs including assistive devices and use of materials (e.g. plaster), which presents a 
barrier for many service users especially those in poorer rural areas, resulting in many 
people missing out on rehabilitation.
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“For example, there are many poor people who cannot buy many 
devices that are needed for physiotherapy.” (Health sector 6)

“We are actually working on rural level and in our socio-economic 
condition; most of the service users don’t have the economic 
condition or other facilities to continue the program. In most cases 
this is the main reason why they cannot continue even after raising 
awareness.’ (Health sector 2)

Some stakeholders also noted that people may have spent all their financial resources on 
medical or traditional treatment, therefore do not have the remaining funds for any costs 
associated with rehabilitation. 

“In reality, people spend their money on [medical/traditional] 
treatment, and later they don't have the money for rehabilitation” 
(Health sector 8)

The cost to providers of delivering rehabilitation services was also reported by some 
stakeholders as a factor, with the expenses associated with the human resources and 
infrastructure needed for service provision limiting the availability of rehabilitation services.

“Definitely, the expense is a big obstacle here because we cannot 
provide services with our manpower or infrastructure in less 
expense. But if we have manpower like fieldworkers then we can 
provide them good service by sub-centre” (Rehabilitation 1)

Distance, transport costs, and repeat visits

The location of PSOSKs, and their distance from many communities, was a barrier raised 
by many stakeholders. Even those people who commence rehabilitation may not continue 
for the optimal treatment duration if they need to travel long distances.  

“Those who had started taking services but couldn't finish it, they 
face problems from family or they stop coming as they have to come 
from long distance.” (Disability affairs officer 1)

“Yes, they can [access rehabilitation] but sometimes it is quite 
impossible for them to have this service because of the distance of 
the therapy centre. They also might have problems with money, 
accessibility, transport.” (DPO 3)
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Transport to and from rehabilitation services is an issue for many, especially in remote 
areas where roads are poor and transport options are very limited. Transport is often not 
accessible for people with physical impairments, and the cost of transport presents a 
further barrier. 

“But the transport system is obviously a big barrier because public 
transport is not suitable for them. If someone wants to come, he 
must reserve a whole auto rickshaw, and, in this case, he faces a cost 
barrier.” (Rehabilitation sector 1)

Due to the need for multiple visits for rehabilitation services, the cost of transport for the 
people seeking rehabilitation becomes so great according to many stakeholders that they 
discontinue their treatment. Often there is a family member accompanying the person 
needing rehabilitation which increases transport costs.

“A disabled person needs a caregiver all the time and as rehab service 
is a long-term process, he has to come more than once, and 
transportation system makes this scenario nothing but worse.” (DPO 
2)

“I do not think everyone can afford this. The people who visit us are 
of course from the peripheries and communities. However, they do 
not have the affordability to come and visit us every week. They do 
not have that financial situation. They do not visit us again for the 
follow ups and therefore they often do not get proper treatment.” 
(Rehabilitation sector 3)

Availability of rehabilitation services

Stakeholders discussed factors relating to the PSOSK facilities that impact on the 
availability of services. These factors included the lack of inpatient rehabilitation facilities, 
availability of mobile or outreach services and the opening hours of rehabilitation services.

Stakeholders reported that currently PSOSKs do not have inpatient beds but if these were 
available it would reduce some of the barriers associated with distance and transport. 
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“Our honourable Prime Minister has announced that if the bed 
system [inpatient facilities] can be included here… But if it really 
comes into effect, then there is a higher chance for the patients to be 
benefitted. Because it would end their daily transportation cost. And 
the sick people wouldn’t have to go through the hassle of daily 
movement.” (Disability affairs officer 2)

“We do not have that [inpatient] facility. Sometimes there are cases 
where the patients must be admitted right after their medical 
treatment, but we cannot do that as we do not have any facility of 
admitting them here. Sometimes it takes some time for them to visit 
us.” (Rehabilitation sector 3)

Stakeholders also discussed the use of mobile vans and outreach services for the provision 
of rehabilitation services but noted that these were not available in all areas.

“The number of mobile vans should be increased, and publicity 
should be increased.” (Social welfare sector 1)

Rehabilitation service opening hours were generally reported to be open between 9am and 
5pm from Saturday to Wednesday, with stakeholders suggesting this was accessible for 
most people. However, one stakeholder raised that this may be a barrier for those needing 
support from caregivers who are working during these times. 

“The caregivers have their day jobs. They have to come in the 
evening if they want to [access rehabilitation] regularly or they have 
to go to the private care program.” (Rehabilitation sector 3)

Another stakeholder reported that closing on Thursdays might create confusion for some 
users because most offices are open on Thursdays. The PSOSKs follow the same opening 
times as that of other government health centres which are open from Saturday to 
Wednesday, allowing for working people to access the centre on Saturdays when they 
have a day off from work.

“Sometimes people get confused about Thursdays. Because all the 
other offices are open on Thursdays apart from health centres. 
Although we are open on Saturdays when the other offices remain 
closed…… It creates confusion…… People have to go back on 
Thursday without receiving any kind of service.” (DPO 1)
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Human resources

Factors relating to the human resources of rehabilitation services were raised by 
stakeholders. These related to the level of staffing, staff gender, skills or training of staff, 
and a lack of certain professions such as psychology, occupational therapy and speech 
therapy.

“But due to lack of manpower we are unable to give the best. We 
lack the manpower for running all instruments and to give the 
physical practice and exercise. Right now, we don't even have the 
50% of manpower what we need here.” (Disability affairs officer 1)

“There aren’t any psychologists in our centre currently… There is a 
lack of graduates who are occupational and speech therapists.” 
(Rehabilitation sector 3)

“Actually, there are not adequate rehabilitation service providers 
here to provide the service or the therapy. These numbers are very 
few comparing to the number of the patients.” (DPO 3)

Where possible there is continuity with the therapist providing treatment, however 
inadequate staff numbers impact on whether consumers can have any choice of provider, 
including the gender of provider. Many stakeholders discussed that there are fewer female 
staff which can contribute to a reluctance for female patients to engage with services.

“When a therapist treats a service user for long time, he/she wants 
to look after that service user himself/herself and the service user 
wants that too.” (Rehabilitation sector 2)

“No, they [service users] cannot get all the time. Sometimes the one 
they are looking for is busy with another service user or may be is 
outside. So, it is not possible all the time.” (Rehabilitation sector 4)

Gender of the rehabilitation service provider was considered a challenge, especially for 
women needing rehabilitation receiving services from a male practitioner. 

“It’s ok that the male service users receive service from the male 
medical workers. But when the female service users come for the 
service they feel hesitant after not seeing any female workers.” (DPO 1)
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“Someone thinks about their self-respect, someone sees it in 
religious perspective, if she takes a male provider she feels uneasy 
and if she takes a female she feels easy. I would say it is not just the 
female, in some cases male also have some problems.” 
(Rehabilitation sector 4)

While the need for recruiting more female rehabilitation service providers was highlighted 
by most stakeholders, some rehabilitation practitioners reported that gender preferences 
for practitioners is reducing now. However, they acknowledged that they try to have a 
female assistant in the room while providing therapies if it is an issue for any female 
service user to receive therapy from a male therapist.

“I don’t think of it as a barrier in this age. Still if any woman service 
user is uncomfortable about taking treatment from a man, then we 
call for female assistant and continue the treatment.……… The idea 
of not taking treatment from male doctor or female doctor is 
decreasing day by day.” (Rehabilitation sector 2)

The level of skill and training of staff was a further factor that impacts on provision of 
rehabilitation services.

“We have so many technicians who have little training, but they need 
to be more skilful, and upskilled. If we want to handle all our service 
users properly, we need a lot to know and get trained.” (interview 3)
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INDIVIDUAL RELATED FACTORS

Stakeholders perceived there were several factors at the individual level that influenced 
accessing rehabilitation services. They are related to awareness, attitudes and beliefs in 
the community; personal expectations, family support and socio-economic status.

Community awareness

Stakeholders reported that rehabilitation is a new concept in Bangladesh and most people 
are unaware of what rehabilitation involves and its benefits. This is mostly prevalent in 
rural areas where most people are perceived to be not as well educated.

“Again, this service is quite a new concept to our country as we 
mostly depend on doctors’ suggestions. People are used to at 
herbal, homeopathy or antibiotics.  They often can’t understand how 
therapy can also remove or cure pain.” (DPO 2)

“One reason for this is may be some people don’t even know that this 
sort of service is available at all or this is necessary. Most of the 
people here are from the rural area and not properly educated. So, 
they go to the religious doctor and believe that it will be cured. So, 
they continue to do that and follow their instructions. But they don’t 
have any idea that this sort of treatment is available, and they can get 
back to their previous normal life by this treatment.” (Health sector 7)

One stakeholder reflected that the lack of awareness on rehabilitation is also linked to 
limited awareness on disability in general in the community. Sometimes people are 
unaware that their child has a disability, or that rehabilitation might be useful. Families 
often pursue curative medical intervention, even if it is unlikely to be effective or 
appropriate. People simply may not know where the rehabilitation centres are located, and 
this is also related to the information that is shared by medical professionals when making 
referrals.

“Actually, the main problem is that there is hardly any awareness 
regarding rehabilitation centre. In our society even in our country 
there is very little advertising or publicity regarding disability, this is 
the number one problem. This is also the reason for peoples’ 
ignorance in this matter.” (Health sector 6)
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“People don't understand if their child has any problem or not. Even 
if they understand that the child has a problem, they don't have 
information about where to go.” (Disability affairs officer 1)

“Disability is mostly seen among poor people, who in many cases are 
not interested in taking the rehabilitation service; rather they try to 
find medicine as a cure. Few days ago, I have seen a little girl who 
can’t walk is still taking medication from a village doctor.” 
(Rehabilitation sector 2)

While the lack of awareness in the community was a strong factor for most stakeholders, 
some respondents suggested that the situation is improving, possibly through awareness 
raising and promotion activities. 

“Actually, most of the people didn’t know about this service before. 
But nowadays some people are aware about this.” (DPO 3)

“Awareness has been increasing now. We have seen some positive 
motivation of service users.” (Disability affairs officer 1)

Attitudes and beliefs
Even once people are aware they might benefit from rehabilitation services, some 
stakeholders highlighted misunderstandings about rehabilitation and the purpose of 
PSOSKs. Often expectations for immediate recovery can influence consumer motivation to 
access or continue rehabilitation.

As quoted below by a stakeholder, sometimes there is a confusion between physiotherapy 
and chemotherapy and this misunderstanding prevents people from undertaking 
physiotherapy. On the other hand, people believe the PSOSKs are only for autism and if 
they bring their children to these centres their children might become autistic.

“Another reason is people are scared of therapy. They mix up 
physiotherapy with chemotherapy. This is a big reason. They have 
wrong ideas about this i.e. their hair falls, skin will be ruined, and 
blood will turn into water.” (Rehabilitation sector 1)

“Social stigma is an active barrier. People have a wrong belief about 
this place [PSOSK]. They think that this place is like an autism office. 
Their belief is that if they bring their children here, they might turn into 
autistic children. These people lack awareness.” (Disability affairs 
officer 1)
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Stakeholders acknowledge that rehabilitation is a long-term process and may require 
several sessions over an extended period to see positive outcomes. However, people’s 
expectations for immediate results as well as their beliefs in traditional treatments and 
medication prevent them from continuing with rehabilitation over time. Stakeholders 
highlighted the need for appropriate counselling during the first consultation to manage 
people’s expectations.

“They often visit us from their villages and communities with a set 
mind that they will go back right after visiting us in a single day.” 
(Rehabilitation sector 3)

“Besides, therapy treatments work slowly and physical exercise 
helps to improve. People don’t have enough idea thinking it as 
worthless. They prefer tablets, capsules and syrup which have 
restricted them to come to us.” (Social welfare officer 2)

“Everyone is not willing to follow it [rehabilitation service]. Many of 
them want to get a radical result. In that case, we may fail though a 
major part of our initial treatment is counselling which includes 
explanation of how the therapy will work and how much time it will 
take.” (Rehabilitation sector 1)

“Now, if I am advised that I should get therapy for my pain with just 
a little bit of extra time but with no side effects, then we can get this 
service easily.” (DPO 2)

Superstitious beliefs are highlighted by stakeholders who reported that they lead to 
further complications of their condition or sometimes people in need of rehabilitation 
spending most of their finances with inappropriate therapies. As a result, they may not 
have enough resources to access appropriate medical and rehabilitation services.

“First, I want to add another cause, which is that many of the people 
have superstitions. Such as, in villages, people try to cure the 
paralysed patients by calling village doctors whose treatments are in 
most cases laughable. They spend a lot of money on them and for 
that reason they can’t take further treatment later.” (Health sector 2)

“The people of this area are still superstitious. So, at first, they try 
some old medications to the patient. Then when the situation gets 
worse only then they come to the hospital.” (DPO 1)
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It was highlighted that free services provided at the PSOSKs sometimes may not appeal to 
people from higher socio-economic status who believe better services are provided in 
private clinics.

“We provide our services free here [PSOSK] but those who are rich 
think that it is better to take services from places where they spend 
money.” (Rehabilitation sector 4)

“Rich people avoid us [PSOSKs]. They might be thinking about their 
honour. I have seen that rich families have lots of children with 
disabilities, but those people are interested to go to Dhaka. I have 
informed them about the local office, but they are not willing to 
come here.” (Disability affairs officer 1)

Family support, socio-economic status, and gender

Stakeholders suggested that family support plays a vital role in accessing rehabilitation and 
continuing services. Most often people accessing rehabilitation services require someone 
to accompany them, usually a family member. The motivation and availability of family 
members, and family socio-economic status, can influence access to services. 

“One of the reasons behind this [lost continuity] might be that the 
attendant or the other family members cannot manage time or don’t 
want to waste their working hour[s]. They might think this as a 
burden, which is normal. And everyone wants to get well soon really. 
So generally, long time treatment is something that everyone wants 
to avoid.” (Health sector 7)

“Children with disabilities cannot come here alone. There must be a 
caregiver with them, whether be their parents or siblings. Many 
families must send their father with them which means his income 
for that day is affected. Even this is a huge barrier. I believe other 
than the finances this is also a barrier for them to decide who will 
come along.” (Rehabilitation sector 3)

“We are actually working on rural level and in our socio-economic 
condition, most of the patients don’t have the economic condition or 
other facilities to continue the program. In most cases this is the 
main reason why they can’t continue even after raising awareness.” 
(Health sector 2)
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Further, some stakeholders highlighted that awareness of family members and their 
beliefs about rehabilitation might also influence the decision of the person to access 
rehabilitation services.

“Many times, the caregivers are late to visit us because of their 
reluctance. They do not often realise that they need rehabilitation 
right after medical treatment.” (Rehabilitation sector 3)

“Sometimes families of children with disabilities or a person with 
paralysis also do not take it seriously as they assume it can’t be cured 
or treated. They don’t want to give time for it too. They think that as 
the person is of no use for the family anymore, why waste money for 
him.” (Health sector 5)

Therapists also highlighted the important role that family members/caregivers play in 
continuing exercises at home for effective rehabilitation outcomes. However, they note 
that most family members/caregivers are not compliant with providing the ongoing 
support needed at home.

“Another reason is that service users don't have continuity. They are 
instructed to bring their child every day. We do the service daily for 
once, then we teach the guardians to repeat it at home for 3 or 5 
times, but they don't follow the instructions.” (Rehabilitation sector 3)

“For those [who cannot afford to come regularly] we do counselling 
and we try to teach the attendant of the service user different type of 
exercises so that he/she can help the person to do the exercise even 
if he/she can’t come.” (Rehabilitation sector 2)

Issues related to ignoring female and elderly members of the family were highlighted by 
some stakeholders. In addition, challenges of women seeking rehabilitation services from 
men due to religious reasons were also reported.

“The most important thing is consciousness not cost. If an old man from 
a family gets sick, he doesn’t get enough support. Nobody usually takes 
any interest about an old man as well as a female member thinking no 
use treating them.” (Social welfare sector 2)

“For example, a male child is taken more care than a female child and for 
that reason that male child would show up here more frequently. Plus, 
males are seen to be given more importance. Male service users come a 
lot more in number than female service users.” (Rehabilitation sector 2)
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“From social and religious point of view, women service users still 
search for women doctors and negligence from family can be seen 
too. These women service users don’t feel comfortable. For example, 
service users need physical massage and women feel embarrassed 
about taking it in front of men. Because of this and their family 
shows carelessness too sometimes.” (Health sector 2)

“Because a religious woman will rather suffer from pain but won’t go 
to a male therapist. This is because almost 70% of women in our 
country are still unaware of women rights and what they should do 
to get what they need.” (DPO 2)

STRATEGIES FOR IMPROVED ACCESS TO 
REHABILITATION SERVICES

Stakeholders have identified several strategies to address challenges related to the current 
systems and personal level for timely uptake of rehabilitation services and longitudinal 
continuity. The strategies included coordination between rehabilitation and medical 
practitioners, coordination between other sectors, policy support, training of medical 
professionals and promotion of rehabilitation services (Figure 13).

Coordination between health and rehabilitation sectors
Stakeholders generally reported a need for greater linkages and coordination between 
health care providers and rehabilitation services. It was identified that hospitals often send 
people with impairments home if they have no need for medical management and do not 
refer them on to rehabilitation. 

“Usually in Bangladesh, people go to the hospital first for their sickness 
[impairment]. I think they have a lack of knowledge about this. They 
don’t know how much curable or manageable their sickness 
[impairment] is. The representative of the hospital might tell him that 
he is physically disabled and sends him home.” (Rehabilitation sector 1)

But some stakeholders acknowledged “rehabilitation is a crucial part of total medical care” 
(Rehabilitation sector 3) and the need to make sure people get the appropriate treatment. 
It was suggested that health care providers should inform people about rehabilitation from 
the beginning of their treatment.
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“My advice would be I think is that we professionals should inform 
and make the service users aware from the first day. So, if each one 
of us, general practitioners and those in the rehabilitation service do 
this from our own place, they would be able to understand the 
importance.” (Rehabilitation sector 2)

The need for formal procedures to co-ordinate services between levels of care, from 
tertiary to primary care was identified by some stakeholders, while others discussed that 
coordination could be formal or informal.

“But they need someone from the place they get their primary 
treatment, who would help them to show the process of 
rehabilitation program on several levels.” (Health sector 2)

Some stakeholders reported that monitoring systems are required to check that those 
people needing rehabilitation care are receiving those services.

“There has to be a monitoring system to check whether there is 
anyone who came for the care and couldn’t get it. The whole health 
care provider system must be transparent, and everyone must be 
responsible.” (DPO 2)

A lack of communication between health and rehabilitation service providers was identified 
as a barrier to referral and coordination of services. Many stakeholders discussed the need 
to build relationships between health and rehabilitation services, that there is a need to 
develop trust, awareness and communication in both directions. Meetings between 
rehabilitation and health service providers to share information and increase awareness of 
the role and availability of rehabilitation was identified as necessary by stakeholders from 
both sides. Rehabilitation stakeholders felt that health care providers should be 
encouraged to visit PSOSKs.

“Doctors will certainly refer the patients to us if they are aware 
about our services.” (Disability affairs officer 1)

“I would say that first we need to go to the doctors to make them 
understand the issues and discuss the issue freely… we can provide 
them our service list, our treatment system, our machineries or we 
can ask them to visit our place” (Rehabilitation sector 4)

“They [doctors] should be able to visit your service centres easily so 
that they get the confidence to refer the rehabilitation centres to the 
patients.” (Health sector 6)
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Some stakeholders suggested that there needs to be a dedicated officer or department to 
facilitate the coordination of referrals, while others reported that the social service officer 
currently based in hospitals can help co-ordinate services for patients.

“There should be a separate department in the Government who will 
take care of this sector [coordination] solely. Their work will be to 
find out the conditions of patients and to refer them to their required 
centres” (Health sector 1)

“Apart from the private hospitals, most of the governmental and 
semi-governmental hospitals have a social service unit, where 
discharged patient goes to the social service officer. The social service 
officer helps them with funds. Social service officer’s responsibility is 
not only to help them with fund but also to ensure channelling to 
another available service [for further services].” (Social welfare sector 1)

It was suggested that at the primary care level, linking disability to family planning may 
raise awareness of rehabilitation and improve coordination between health care and 
rehabilitation as this has been successful for other services such as immunisation. Village 
doctors and social services workers should work together to link people with disabilities to 
rehabilitation. 

“Bangladesh has done very well in family planning and health 
immunisation… Family planning sector have technician for 
tuberculosis, they could have a technician for disability.” (Social 
welfare sector 1)

Collaboration between sectors

In addition to coordination between health care and rehabilitation services, stakeholders 
discussed the need for collaboration between the government ministries, and between the 
government and non-government sectors to improve the awareness and uptake of 
rehabilitation services. 

“It is possible but the health department, rehabilitation centre and 
local government have to co-ordinate things accurately.” (Social 
welfare 2)

Stakeholders suggested that through bringing together the Health Ministry and the Social 
Welfare Ministry, and government and non-government organisation partners, the 
awareness of rehabilitation will be improved. 
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“The social workers and NGOs should also work on it. When we have 
our meetings, we suggest them to talk about our centres.” 
(Disability affairs officer 2) 

“If we can promote the service by forming a committee with the help 
of some organisations such as a health institution, social welfare 
organisation and also the help of Upazila executive officer, then may 
be all the people might be able to have this service” (Health sector 3)

It was also noted that non-communicable diseases such as cardiovascular diseases can be 
disabling, or lead to long term disabilities, and that awareness around these conditions 
should be raised. A stakeholder reported that there are private organisations working with 
people with non-communicable diseases that also need to be included in these 
collaborations.

“People still do not know how they suffer from the cardiovascular 
diseases. There are many neurological reasons [for disability] as well. 
I believe if we can raise awareness then this would lessen by quite 
some extent. There are some private organisations to my knowledge 
who are currently working with heart diseases [who can collaborate 
on disability related needs].” (Rehabilitation sector 3)

 

Policy support

Stakeholders identified that support from the relevant ministries and related policies are 
essential for promoting better coordination of care for rehabilitation as well as raising 
awareness in the communities about the benefits of rehabilitation. It was identified that 
disability is prioritised by the government more than before and that all departments 
should include disability in their systems. 

“Every government department must realise that they have 
individual roles to perform for people with disabilities. They did not 
before, but they are now. As the government is now serious about it 
[disability], its agencies are also starting to think in a different way 
than they used to think some years ago. All the laws related to this 
have to be enforced properly so that the disabled people can get 
their needed help.” (DPO 2)
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Given that PSOSKs are managed by the Ministry of Social Welfare, it was highlighted that 
collaboration between health and social welfare ministries is essential for better referral 
processes and increasing the awareness on rehabilitation among medical professionals.

“Linkage between health ministry, autism welfare and medical centre 
upholds this issue. Medical centre has to refer patient to the 
rehabilitation centre and inform patients what to do, where to go 
after the treatment and the authority must look after the 
coordination.” (Social welfare sector 2)

“We also need to make the health or social welfare ministry 
understand the importance of this [rehabilitation] service. So, they 
can realise the exact need for rehabilitation.” (DPO 3)

“This [informing medical professionals about rehabilitation] can be 
done with ease at the government level… this can also be achieved 
after a commitment is reached between the health ministry and the 
ministry for social welfare. Both parties have people working for 
them on the union level. This has to come from the higher 
authorities.” (Rehabilitation sector 3)

Training of medical professionals

Stakeholders acknowledged that training of medical professionals on disability and 
rehabilitation is essential and that these topics should be included in their curriculum.

“When we receive primary healthcare training, we are told to 
rehabilitate these kinds of patients, but they never say where to send 
them, how to send them and to whom we should send them. They 
just hang in the word we should rehabilitate them but there is never 
any training program.” (Health sector 5)

“Definitely, this should be added there [in the medical curriculum]. 
Because there are so many patients who need this. Rehabilitation is a 
very big factor. We cannot just let the patients go after the [medical] 
treatment [alone] when he or she really needs the rehabilitation 
service.” (Health sector 7)
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Further, it was suggested that rehabilitation related topics should be included in trainings 
for fieldworker trainings and for disabled people’s organisations so that it will assist with 
increasing public awareness.

“Well, I’ll say we can see rapid improvement in our health sector. 
One of the main reasons for that is that the field workers give rapid 
services. These field workers have knowledge which they learn 
alongside other programs. But if they are officially trained or if they 
are given special training to raise public awareness, I think we can 
see fast results.” (Health sector 2)

“Also, in the DPO centres, more training and awareness should be 
brought. So, this [rehabilitation] service can be expanded more.” 
(DPO 3)

Promotion of rehabilitation services

Stakeholders strongly highlighted the need for promoting rehabilitation services for raising 
awareness in the communities. Increasing community awareness was considered essential 
particularly to avoid risks associated with superstitious beliefs.

“This happens due to lack of consciousness. Even we see that people 
opt to believe that drinking some water will cure themselves, and 
when one person does such act five more follow such superstitious 
act. Therefore, to increase awareness we need to reach door to door. 
I am a village doctor; if village doctors like me spread messages 
which will increase awareness this thing can be changed.” (Health 
sector 4)

“I think you need enough promotion and publicity.  You need to let 
the people know that you are providing [rehabilitation] support. If 
people don’t come to know about this, then people from the rural 
areas, how would they come to find us?” (Health sector 7)

Several methods were suggested to promote rehabilitation services. Some Upazila 
medical practitioners proposed that they can support promoting rehabilitation within their 
communities as they have a wide reach through their fieldworkers, but that they need to 
have appropriate information to share.
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“You know, there are our people [fieldworkers] in every ward… so, it 
is very easy for the health department to inform people. With the 
help of the health department it will not even take one month to find 
out the total number of disabled people and their actual scenario in 
my Upazila.” (Health sector 6)

“One thing is that if we get the information, we can spread it to 
general people as we have many field workers. We also conduct 
monthly meetings. There we have many people associated with the 
field from every union and every ward. And they go door to door.  
We also have the community clinic. So, I think if I have the 
information, I can easily spread it out.” (Health sector 7)

Stakeholders suggested that health care providers in senior positions were important to 
promote rehabilitation services as it will increase the awareness of the health care workers 
working under them. 

“I have a meeting with all the service providers of this region every 
month. If I know any information, then I will be able to let all of them 
know. Information sharing should go from higher to lower level so 
that all will be aware of the information.” (Health sector 8)

One of the stakeholders noted that information on successful therapy received by famous 
sportsmen helps in motivating people to access physiotherapy.

“When I suggested rehabilitation to someone they didn’t get it. But 
from that family a boy or girl who had knowledge about sports knew 
about it. For instance, Mashrafe Bin Mourtaza, a cricketer, he tore his 
ligament, primarily he was sprayed and later he was sent for 
rehabilitation. His gradual improvement and problems were 
monitored. Perhaps the boy from the family knew about 
rehabilitation but many of us are unaware of the concept. That is 
why the delay occurs.” (Health sector 4)

Other methods recommended were conducting promotional activities alongside 
rehabilitation outreach activities and through key informants in the community such as the 
school teachers and village doctors.



COORDINATION BETWEEN HEALTH AND
REHABILITATION SERVICES IN BANGLADESH 73

“We go for campaigns with our therapy service van on different 
occasions. We also conduct various promotional activities on 
different government holidays and occasions. We maintain 
communication with all the related groups regularly... We must take 
more promotional activities. So that people can know they can have 
this [rehabilitation] service without any cost.” (Disability affairs 
officer 2)

“First of all, we need to create awareness among general people. 
They need to know about this [rehabilitation] treatment and the 
benefits of it as well. We can do that through school teachers, village 
or hospital doctors. So normally what happens, when someone is 
getting affected by a disability for the first time, the educated 
representative of the society comes forward to give suggestions. So, 
if they provide the suggestions to come here immediately, then it 
would be possible.” (DPO 3)

Dialogues between stakeholders such as those conducted by Handicap International 
-Humanity & Inclusion Bangladesh were also considered to promote awareness of 
rehabilitation services, and that more opportunities like this would be useful.

“Yes, people came to know more about the rehabilitation centres 
[from the dialogues]. This is what I am saying. There can be 
workshops like this or seminars like this to build the awareness by 
the management team or service providers.” (Health sector 6)

SECTOR PERSPECTIVES: DISCUSSION AND 
INTERPRETATION

This study highlighted that coordination between medical and rehabilitation services is 
poor, which is affecting timely and appropriate referrals of people who might benefit from 
rehabilitation. Findings offer a contrast to the experiences of the subjects of parts 1 and 2, 
who had already entered the rehabilitation system. The parallel system of rehabilitation in 
Bangladesh, wherein rehabilitation is overseen by social services and authorities, is like 
many other national systems. However, this study suggested that the lack of inter-sectoral 
collaboration may affect timely access to rehabilitation. This has important implications.
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Systems and individual level factors appeared to be inter-related. The thematic framework 
(Figure 3) shows that the lack of awareness about rehabilitation services (bottom section 
of the framework) was a major factor both at the individual and systems levels that affects 
referral processes including self-referrals. 

In the system of health and rehabilitation services in the districts we studied, medical 
provider awareness on the existing rehabilitation services was a major challenge for timely 
referrals. Medical professionals from district andUpazila centres interviewed highlighted 
the significance of rehabilitation services, and few were aware of where these services are 
provided, how to refer to them, or what happens to patients with impairments following 
discharge from their care. Further, this lack of awareness by medical professionals may 
limit their promotion of benefits of rehabilitation to their patients, potentially perpetuating 
poor awareness and trust of rehabilitation services in the community. The training and 
skills of rehabilitation professionals 

There are no formal procedures for referral or monitoring of referrals both at health and 
rehabilitation centres. There is little accountability for outcomes after medical care, or clear 
pathways and processes for referrals into the rehabilitation system, even for those 
referrers who have the knowledge and willingness to make referrals. Knowledge of 
rehabilitation services alone might be inadequate to improve coordination without formal 
procedure and means of monitoring.

The role of rehabilitation professionals themselves did not emerge as a major theme. 
Rather than being passive ‘recipients’ of referrals, the staff working in PSOSKs, and JPUF, 
are already playing an active role in building awareness of rehabilitation. Questions of 
health service design and program development are not part of current training for 
rehabilitation professions and might form part of a comprehensive approach to 
strengthening the position of rehabilitation alongside health services. 

The overall finding that knowledge among medical professions is poor and referrals are 
infrequent is clear, and implies better knowledge and accountability for transfers are 
essential strategies. However, these solutions would be constrained by issues such as a 
feeling of competition between medical professionals and a strengthening rehabilitation 
sector. In other cases, referral to private rehabilitation providers is a source of 
commissions, which could be a barrier to accessing free services, and is thus most likely to 
affect poorer people. As such, strategies to connect rehabilitation with other dimensions of 
health care need to be realistic, and take these persistent barriers into account. 
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At the individual level, superstitious beliefs and traditional healing still seem to be 
predominant, particularly in rural areas. Results showed that rehabilitation is a new and 
mostly unfamiliar concept in Bangladesh. Also, people may not understand the broad aims 
and modalities of rehabilitation care. People often expect immediate results; unmet 
expectations may be a major factor for low consumers trusting, and in discontinuing 
rehabilitation. Consumers often seek alternate care that was sometimes described as 
harmful, costly, or inappropriate.  

Strategies for change

Several strategies were identified to promote rehabilitation both in the community and 
among medical providers. Key strategies identified were formal health and social sector 
collaboration; community engagement and outreach; and family support. 

Inter-sectoral collaboration

Medical professionals were also not familiar that free services were available through the 
PSOSKs. This highlights the need for formal systems between health and social welfare 
ministries, or at least their key facilities, to facilitate better communication and 
coordination between health and rehabilitation centres. One strategy described was to 
utilise existing social welfare units at government hospitals for channelling referrals. 
Holding meetings/dialogues between health and rehabilitation providers to share 
information and develop communication channels was a further strategy to promote 
co-ordination and facilitate referral pathways. 

Handicap International - Humanity & Inclusion Bangladesh has been conducting dialogues 
between rehabilitation and health providers at the district and Upazila level over the last 
one year for improving the coordination of care. However, most medical providers 
interviewed were not part of the dialogues because of staff turnover. 

Methods to strengthen referrals need to accommodate a range of patient trajectories, and 
clearer options for referral, or structured referral pathways, are needed. People who have 
an acute event, chronic health conditions, and children with developmental delays and 
disabilities all have different needs for rehabilitation and health, and thus require different 
referral pathways. Potential measures to address the challenge of referral between the 
two sectors are: 
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Through policy, training, and practice reforms, re-emphasising the importance of 
rehabilitation as a preventative health measure, and a service for all, rather than 
only for persons with disabilities

Re-emphasising the role of rehabilitation as a secondary prevention measure, 
minimising impacts of existing health conditions and impairments; and tertiary 
prevention, managing the long-term implications of impairment and chronic 
health conditions. 

Establishing formal linkages between medical and rehabilitation sectors through 
the ministries, which ensures consistent information sharing between the two 
sectors. 

Facilitating formal referral pathways for different impairments can be developed 
which can be enforced as standards of care.

Engaging existing upazila health and family planning offices to promote 
awareness on disability and rehabilitation.

Establishing formal monitoring systems on the referrals, which can be 
implemented through the existing social welfare officers based in hospitals.

These measures would only be effective with active collaboration between actors in both 
the health and social sectors, taking into account persistent barriers to changed practice 
including a sense of competition among different professional groups, and informal 
incentive and payment channels. 

Stakeholders suggested the social welfare unit based at hospitals could support the 
referral pathway. However, implementing this strategy may require policy changes. 
Ensuring monitoring and accountability also requires appropriate information management 
to understand who was referred, and whether they received care. 

Training of healthcare providers including doctors at different levels and fieldworkers was 
highlighted as a key strategy for ensuring effective referrals. Disability and rehabilitation 
concepts are not common in current curricula for medical professionals. Ensuring timely 
referrals and counselling of people in need might be strengthened through increasing 
awareness on the value for continuity of care for better quality of life of people with 
impairments and chronic health conditions. 

Rehabilitation services struggle with resourcing to provide services that are accessible and 
available to those who need them. Maintaining an adequate number of trained staff, 
including a balance of male and female consultants and therapy assistants is an ongoing 
issue in the provision of rehabilitation services. The cost to services for staffing and

1.

2.

3.

4.
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infrastructure have been identified as problematic for meeting the demand. Integrating 
rehabilitation services to all levels of care including acute care, inpatient rehabilitation, 
outpatient rehabilitation and community-based care, can expand the coverage of servicesto 
more population and can be most effective in improving outcomes. However, this 
integration of rehabilitation into general health care system and CBR/CBID requires policy 
changes, sharing of resources and collaboration between health and social sectors and 
non-government organisations delivering CBR/CBID services.

Community engagement and outreach

Following referrals, timely uptake of rehabilitation and longitudinal continuity can be 
influenced by various individual and system level factors as shown on the top section of 
the thematic framework (Figure 3). Cultural beliefs and trust on local religious/traditional 
healers as first point of contact and lack of awareness on rehabilitation are some of the 
barriers highlighted for accessing rehabilitation. In most low and middle-income countries, 
community level stakeholders such as religious/traditional healers, community-based 
health workers and school teachers are trusted people in the communities. Partnering with 
traditional healers for promoting various heath related programs such as family planning, 
maternal and child health and HIV/AIDS is an effective health systems measure [25-28]. 
Promoting timely access, and engagement with religious and traditional healers could be 
an opportunity for intervention in Bangladesh context. 

Although the services at PSOSKs are free of cost, most people find it difficult to travel 
from remote villages for regular therapy sessions. Arranging for accessible transport as 
well as paying for the costs of travel including the accompanying person were reported 
barriers for most people needing rehabilitation. Other indirect costs such as the loss of 
income for accompanying people were described as barriers. One strategy to address 
these challenges is conducting outreach programs and linking to existing 
community-based rehabilitation programs. In Bangladesh, CBR/CBID programs have been 
implemented in Bangladesh from the late 1980s. Most CBR or CBID programs are run by 
non-government organisations and therefore, strong linkages with government 
rehabilitation centres (PSOSKs) are needed. These linkages will also require policy level 
support to promote coordination between vertical systems of care from rehabilitation 
centres to rehabilitation care in the community, through CBR/ CBID actors. Further, 
horizontal coordination between different levels of healthcare systems (primary, secondary 
and tertiary) and rehabilitation centres including outreach and community-based programs 
should also be effectively monitored.
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Family support

Support from family members was identified as critical for most people for accessing and 
obtaining optimum benefit from rehabilitation services. The family/caregiver’s 
understanding of rehabilitation and their motivation was found to influence access to 
rehabilitation. Many people who might benefit from rehabilitation services need or want to 
be accompanied, either for practical or cultural reasons. Counselling for families by medical 
professionals before making referrals and at the rehabilitation centres was identified as an 
important strategy by stakeholders to increase their awareness and to clarify expectations 
with rehabilitation outcomes.

Chronic disabling conditions, such as stroke, can affect both the individuals’ and caregivers’ 
well-being [29, 30]. Client-centred and family-centred care are being increasingly promoted 
in the rehabilitation sector for all ages where planning, implementation and evaluation of 
health care is performed in partnership with the individual, family and practitioners [31]. 
Involving family members or other caregivers can be an effective measure to link 
centre-based rehabilitation to people’s home and community, and to ensure care is 
individualised and appropriate for each person. Modules on client-centred and 
family-centred care should be included in the curriculum for rehabilitation professionals 
and social workers including in the professional development programs.

In addition, family support for an individual’s ongoing rehabilitation, to support 
home-based practice of therapy and exercises, and encourage independence and 
participation of the individual at home and in their community, is critical for better 
outcomes. However, as identified in this research, this may not be feasible with all 
families. Raising awareness of the availability and benefits of rehabilitation within the 
community, and financial support for transport costs for caregivers could promote 
motivation of families to support accessing rehabilitation for the individuals. Further, 
greater linkages between rehabilitation centres and outreach or CBR/CBID services to 
facilitate support for the families to implement and promote rehabilitation strategies at 
home may improve the capacity of families and caregivers to support the rehabilitation 
process.
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STAKEHOLDER PERSPECTIVES: DISCUSSION AND 
INTERPRETATIONS

Current access to and coordination of rehabilitation with health services is poor in 
Bangladesh. There are a few effective measures to ensure timely and appropriate referral, 
follow-up and accountability. Limited coordination between medical and rehabilitation 
sectors and the lack of awareness about rehabilitation services in the community and 
among the healthcare providers were key factors influencing the timely referrals to 
rehabilitation. processes for referral, resources for rehabilitation, availability of 
services,distance and transport, community level attitudes and beliefs, support from 
families, and individual’s socio-economic status influence timely uptake or continuity of 
services. Key strategies proposed/recommended were:

Strengthen collaboration between health and social welfare ministries and 
establish formal referral pathways.

Explore options for stronger integration of rehabilitation services into both 
general health care system to expand coverage of acute care including inpatient 
care, and into community level.Effective strategies for integration will include 
increasing awareness in health providers and the community, providing formal 
pathways and channels between levels of care, and by strengthened reflection 
of rehabilitation in health policies, such as packages of care. The effectiveness 
strategies will depend on individual behaviours of health professionals, which 
are influenced by their own financial and professional motivations. 

Use existing resources between the health and social sectors, such as engaging 
community field workers at Upazila Health Complex, social worker of DSS and 
mobile vans of PSOSKs to raise awareness on rehabilitation.

Engage key community stakeholders for promoting rehabilitation and changing 
attitudes towards rehabilitation in the communities.

Recognising that there are insufficient CBR/CBID programs, establish linkages 
with existing CBR/CBID programs to promote outreach activities for 
rehabilitation.

Promote client-centred and family centred rehabilitation care by engaging family 
caregivers in rehabilitation planning for the individuals in need of rehabilitation.

1.
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Provide further support to families at community level to build their capacity 
through outreach and CBR/CBID to implement and promote rehabilitation 
strategies at home.

The findings of this analysis, along with expertise of stakeholders and service users, can be 
refined and strengthened further, to develop clear plans-of-action and the best ways to 
support the much-needed change through policy reforms.

7.
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This research is first of its kind in Bangladesh to scope the current situation on 
coordination of care and identify factors at individual and systems level that influence 
timely access and continuity to rehabilitation. 

Taking parts 1-3 combined, consumer perspectives and stakeholder perspectives were 
examined in balance, to ensure consumer understanding and knowledge was used to help 
understand findings from the qualitative survey in part 1 and interpreted alongside 
findings from sector stakeholders. 

In part 3, most relevant stakeholders from both health and rehabilitation sectors and DPOs 
the three districts were interviewed. This research is part of a broad development program 
to strengthen and extend access to rehabilitation services in Bangladesh and was 
undertaken to primarily support JPUF’s rehabilitation systems. Therefore, there is a strong 
motivation of local partners and stakeholders for implementation of finding from this 
research.

While the studies described here provided new insights into access to rehabilitation in 
Bangladesh, there are important limitations. 

First, the studieswere limited to people who are already accessing rehabilitation – we do 
not know how many people miss out on care, or why. Findings from qualitative analysis of 
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rehabilitation sector suggests that there are many people who miss out entirely due to 
costs, distances and knowledge – similar trends observed on this study.

The questionnaire in part 1 was administered by centre staff or DPO volunteers. While 
careful attention was paid to pre-briefing responses, it is inevitable that some respondents 
may found it difficult to report negative issues, especially concerning satisfaction with their 
care. 

The study did not explore access to rehabilitation among children and young people below 
18 years. We speculate children will have different access levels and encounter different 
barriers and facilitators to rehabilitation care, which would have important implications for 
links to education and participation among children with disabilities or injuries. 

Another limitation of this research was not including policy level stakeholders from health 
and social welfare departments. Further, the research mainly focuses on JPUF related 
services; factors could be different in private rehabilitation services, services attached to 
private hospitals, or NGO services. Although this research included only six districts, which 
were chosen by JPUF as priority areas for overall development project, findings were 
similar across all districts. Therefore, we believe these findings are transferable to other 
areas of Bangladesh.
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Findings from both consumer and stakeholder perspectives reveal many challenges in 
coordination of care between health services and rehabilitation. Major findings and 
implications were:

The value of rehabilitation
• Among those who did access rehabilitation, most found it valuable and satisfactory,  
 and visited on multiple occasions. 

• While our findings did not explore clinical outcomes or participation & inclusion in   
 depth, findings implied that services are very important to the current service users. 

 Delays

• People delay visiting a health professional for health problems; strengthening   
 coordination through health health services might be insufficient. 

• Delays were common even among people who were able to attend rehabilitation.   
 Stakeholder interviews suggest it is likely that many people who need it do not attend  
 at all. 
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• Even though people with stroke and complicated fractures attended rehabilitation   
 earlier than others, delays were still long and much longer than optimal to minimise  
 complications. Targeting stroke and trauma patients through health services could be  
 a high priority area. 

• People with slower-onset considitions delayed accessing rehabilitation more than   
 people with sudden-onset conditions. Targeting people with diabetic complications, in  
 particular, might be a strategic preventative measure. 

Reasons for delays
• Lag time (delays) were longer for women, people with less education, poorer people.  
 People with more difficulties arising from health problems accessed health care faster.  
 Women, rural people and poorer people may need targeted effort to determine their  
 need for rehabilitation earlier. 

• Neither health care providers nor the community at large have sufficient knowledge  
 about rehabilitation and how it can be accessed. Among those who visit IDSCs, most  
 learned about it from friends or family. 

• People appear to delay attenting rehabilitation (or do not get it at all) for less severe  
 needs, both due to infrequent referrals from health providers, and from direct visits  
 for rehabilitation. This may imply people live with pain and functional limitations until  
 it becomes more serious. This implies people live with unnecessary, preventable   
 problems, and may lead to unnecessary participation difficulties. 

• Social attitudes towards health, disability and rehabilitation are often negative and   
 cause delays or avoidance of care. There is often confusion and fear about    
 rehabilitation services.

Who is using rehabilitation services?
• People using rehabilitation services were largely those who: attended for multiple   
 visits for less severe issues, who lived nearby, with more family support, and with   
 more means to meet costs and logistics involved with visiting rehabilitation. 

• Many people visit frequently, some almost daily. This implies that some re-emphasis  
 on self-directed care or home-based care might be useful, and reduce the workload in  
 IDSCs, leaving more time for more complex clients or other activities.
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• It is likely that rehabilitation services are harder to access for people with more   
 complex needs, with less capacity to travel (due to finances, family support, etc) and  
 who lived further away. This reinforces that links with primary health and community  
 based services (including CBR where it is exists, DPOs and potentially religious   
 healers) are therefore critical. 

• This work did not examine current mobile services in depth. However, measures to  
 improve access to rehabilitation outside of major centres appear to be very important,  
 and should be explored further. 

• Many people who might benefit from rehabilitation are not accessing it due to a lack  
 of knowledge in the community and health professionals, combined with distance and  
 costs. 

• There are insufficient staff overall, but especially for mental health, occupational   
 therapy, and speech and language therapy. 

How might we improve coordination?

• Knowledge among health professionals is poor, and a critical starting point for better  
 referrals and coordination. 

• There is little accountability or incentive in healthcare providers to consider referring  
 for rehabilitation. Some monitoring of high-risk patients, combined with better   
 guidance for referral systems and staff knowledge, might be effective. 

• Existing links between health and social sectors are working to bridge health and   
 rehabilitation and should be used to build awareness and links. 

• Findings reaffirm the importance of community-based strategies (primary care, CBR,  
 DPOs, links with schools and other community services), since many people either   
 delay health care or do not access it at all. 

• Client led, client-centered and family care are under-emphasised and could be valuable  
 to reduce pressure in IDSCs and strengthen care. 

• Poorer people who live further away from services, especially women, are at particular  
 risk of delayed or no rehabilitation care. Strengthening or reaffirming community links  
 and support are critical for those people. 
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• Rehabilitation services were not commonly used to refer to other services, or discuss  
 other health issues. Reasons were not clear, but probably relate to the type of   
 consumer; most people using rehabilitation services did not have complex needs   
 requiring other services. However, among those who might have benefited from more  
 information, few could get it. 

Key challenges

• New emphasis on rehabilitation in health care is an opportunity to reflect on policy and  
 practice. There are challenges with creating policies across multiple sectors and   
 ministries. 

• People respond in many different ways to the onset of a health condition, including  
 self-medication or avoiding health care entirely. Influencing individual behaviours for  
 those people with respect to seeking and using rehabilitation it is needed, will be   
 challenging. 

• Changing the behaviour and practice of health care providers depends on a range of  
 personal and professional motivations including financial motivations and addressing  
 persistent tensions between different professional groups. 
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• Strategies to build awareness of rehabilitation health professionals should be   
 continued and strengthened. 

• Health professionals were the most common source of care for people experiencing  
 health conditions, but not a frequent source of knowledge about rehabilitation.   
 Pharmacists and traditional/religious healers are important sources of health   
 information and coordination, and should be included. 

• Strategies to strengthen linkages with other social services are important to explore:  
 despite the challenges associated with impairment and disability in people of working  
 age, the rehabilitation centres were not a common source of knowledge for other   
 social services. 

• A range of actors in the community should be targeted to raise awareness of existing  
 rehabilitation services, who they might benefit, and how they can be accessed. Key  
 actors include religious leaders, DPOs, education providers, and NGOs.

• Monitoring of key indicators like time to access rehabilitation could be a useful   
 indicator of the linkages between health and rehabilitation. These could be embedded  
 in JPUFs actions to strengthen the quality and management of services.  

• It will be important to understand the stories of persons who do not, but should   
 access  rehabilitation. Findings from the qualitative component of this research are a  
 useful starting point to understand barriers to rehabilitation arising from the structure  
 of the services. 

• Using both qualitative and quantitative methods, understanding access of important  
 groups such as women, people of working age, people with work-related-injury and  
 the experience of caregivers, could be important next steps. 

• Results from this study should be carefully operationalised into targeted actions of   
 JPUF overall and individual IDSCs to further strengthen how their services meet   
 community needs. 

• Re-emphasis of home-based and client-led and/or client-centered care might avoid the  
 frequent use of care by those who visit regularly for less severe needs. 

NEXT STEPS
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APPENDICES

 Coef. Std. Err. P>z [95% Conf. Interval]
Age groups     
18-29 yo (ref.) 0    
30-39 yo -0.45 0.49 0.36 -1.40 0.50
40-49 yo -0.23 0.47 0.63 -1.14 0.69
50-59 yo -0.65 0.48 0.18 -1.58 0.29
60+ yo 0.03 0.48 0.96 -0.91 0.96
Male (vs Female) -0.03 0.24 0.89 -0.50 0.43
Household size -0.19 0.06 0.00 -0.31 -0.07
Currently married -0.20 0.37 0.60 -0.93 0.53
Level of completed education     
Primary (ref.) 0    
Junior secondary -0.24 0.40 0.56 -1.03 0.56
Secondary 0.07 0.36 0.84 -0.64 0.79
Higher secondary + -0.88 0.27 0.00 -1.42 -0.35
Health problem     
Diabetes (ref.) 0    
Stroke problem -3.34 0.58 0.00 -4.48 -2.19
Arthritis/rheumatism -0.61 0.59 0.30 -1.77 0.54
Back or neck pain (no..) -0.68 0.58 0.24 -1.82 0.46
Fractures, bone/joint .. -2.41 0.63 0.00 -3.64 -1.17
Neurological problem ..) -0.88 0.78 0.26 -2.42 0.65
Pain unrelated to othe.. -0.64 0.92 0.49 -2.44 1.16
Others -0.46 0.98 0.64 -2.38 1.47
District of residence     
Fulbari (ref.) 0    
Narsingdi Sadar 0.94 0.43 0.03 0.11 1.78
Tangail Sadar 1.82 0.39 0.00 1.06 2.59
Bhurungamari 3.64 0.47 0.00 2.73 4.56
Manikganj 1.61 0.40 0.00 0.83 2.40
Madhupur 0.86 0.45 0.06 -0.03 1.75
Level of difficulty     
Some difficulties (ref.) 0    
A lot of difficulty -0.28 0.38 0.46 -1.03 0.47
Unable 0.14 0.50 0.78 -0.84 1.11
High income household -0.52 0.26 0.04 -1.02 -0.01
Number of observations 385    
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 Coef. Std. Err. P>z [95% Conf. Interval]
Age of respondents     
18-29 yo (ref.) 0    
30-39 yo -0.99 0.36 0.01 -1.70 -0.28
40-49 yo -0.86 0.35 0.02 -1.55 -0.17
50-59 yo -0.75 0.36 0.04 -1.45 -0.05
60+ yo -0.60 0.36 0.09 -1.30 0.10
Males (vs Females) -0.02 0.20 0.92 -0.41 0.37
Household size -0.08 0.05 0.12 -0.17 0.02
Currently married -0.14 0.28 0.62 -0.68 0.41
Level of completed education     
Primary (ref.) 0    
Junior secondary -0.28 0.33 0.41 -0.93 0.38
Secondary -0.20 0.27 0.45 -0.74 0.33
Higher secondary or higher -0.40 0.22 0.07 -0.83 0.04
Health problem     
Diabetes (ref.) 0    
Stroke problem -1.98 0.55 0.00 -3.07 -0.90
Arthritis/rheumatism -1.00 0.55 0.07 -2.08 0.08
Back or neck pain (not fracture or..) -1.49 0.55 0.01 -2.57 -0.42
Fractures, bone/joint injury -1.88 0.59 0.00 -3.03 -0.74
Neurological problem (not stroke o..) -1.44 0.69 0.04 -2.80 -0.08
Pain unrelated to other condition l.. -1.82 0.76 0.02 -3.30 -0.33
Others 0.54 0.89 0.54 -1.20 2.29
District of residence     
Fulbari (ref.) 0    
Narsingdi Sadar 3.93 0.35 0.00 3.24 4.62
Tangail Sadar 3.34 0.30 0.00 2.75 3.94
Bhurungamari 3.68 0.36 0.00 2.98 4.39
Manikganj 3.41 0.30 0.00 2.81 4.00
Madhupur 2.60 0.35 0.00 1.92 3.28
Level of difficulty     
Some difficulties (ref.) 0    
A lot of difficulty -0.31 0.29 0.27 -0.88 0.25
Unable 0.41 0.39 0.30 -0.35 1.17
High household income (>18k BDT) 0.10 0.21 0.64 -0.31 0.51
N 390    
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Tel.: +88 02 9859 794, 9856 845
Email: info@bangladesh.hi.org
www.hi.org
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