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Abstract
Senior women’s access to medical care in rural Bangladesh is a major public health 
concern. This study aims to explore the system determinants that impact on rural sen-
ior women’s utilization of healthcare. Following a qualitative critical social research 
design, healthcare staff and senior women living in three rural villages of Bangladesh 
were approached to participate in face-to-face audio-recorded interviews. A total of 
11 staff and 25 senior women were interviewed with questions about health policy, 
healthcare services and management of aged care. Data was analyzed using a blend 
of critical discourse and thematic analysis methods. Several healthcare system deter-
minants were identified that were complex and cross-sectional. Three major themes 
emerged from the system determinants: legal framework of aged care; inadequate 
healthcare support; and professional knowledge and skills of healthcare staff that led 
the rural senior women to avoid or delay access to hospitals and clinics. The find-
ings revealed that a lack of health focus and professional skills among healthcare staff 
can be considered as critical. This study recommends that policy and organizational 
changes are made to improve the women’s access to rural hospitals and clinics in 
Bangladesh.
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Introduction

Providing healthcare to senior women is not a part of everyday clinical practices 
for healthcare staff in rural and remote clinics and hospitals of low and lower-
middle income countries including Bangladesh. In Bangladesh, senior women 
are generally defined as being 60  years of age or older with current estimates 
at 7.3 million where approximately 73% live in rural villages (BBS, 2015). It is 
expected that the population of senior women will increase to 24.1 million by 
2050 (BBS, 2015). Rural senior women’s access to medical care encompasses 
preventive measures, regular visits to doctors, diagnosis, timely and appropri-
ate treatment and rehabilitation, considering the physical and psychosocial care 
needs, which all have an effect on their functional and intellectual capacity and 
abilities to perform daily living activities (Princeton, 2015; Rahman et al., 2020). 
In clinics, hospitals and at the community level in Bangladesh, there are medi-
cally trained clinicians (i.e. doctors, nurses, pharmacists and pathologists) and 
semi-qualified care providers (i.e. paraprofessionals and community health work-
ers) who provide direct care for older adults (Ahmed et  al., 2011). Substantial 
variations in the proportion of physicians and nurses between rural and urban 
areas has been identified indicating that; while there were 18 doctors and 6 nurses 
allocated per 10,000 people in urban areas, only one doctor and one nurse were 
allocated for the same population size in rural areas (Ahmed et al., 2013). Low 
standards in the management of care and health conditions of rural senior women 
in clinical settings has also been identified (Hamiduzzaman et al., 2018a, 2018b).

Rural senior women with complex care needs are a heterogeneous group, 
with diseases and health conditions including heart disease, diabetes, hyper-
tension, arthritis and isolation that vary by comorbidities, limitations and the 
need for medical care (Hossen, 2010; Rahman et  al., 2020). Medical condi-
tions experienced by these women tend to persist for longer periods of time 
than for other groups, for instance, the average duration across all diseases for 
the women is 76 months which is higher than the average duration of an ailment 
(i.e. 39 months) at the national level (BBS, 2012). This cohort with high needs, 
experience less healthcare access than any other population group, and as such 
represent a challenge for rural healthcare in Bangladesh. More specifically, only 
one woman in every 1,000 seeks care at local clinics and hospitals (BBS, 2012). 
While a few studies suggest that rural senior women have poor health and are less 
likely to access medical care, other studies have shown the women to be to attend 
preventive care and hospital, as well as not completing prescribed treatments 
(Biswas et  al., 2006; Hamiduzzaman, 2018; Hossen & Westhues, 2011, 2012). 
Some studies demonstrate that this lack of access to clinics and hospitals and 
rural senior women’s unmet needs persist because of health system determinants 
(Biswas et al., 2006; Hamiduzzaman et al., 2016; Hossen et al., 2013).

There are a range of system determinants that have a potential impact on 
healthcare utilization by rural senior women, especially at the local level. 
For instance, a lack of aged care services and resources impacts negatively on 
the women where there is inadequate understanding of geriatric care among 
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healthcare staff. (Hamiduzzaman et al., 2017; Iecovich & Carmel, 2009). In addi-
tion, poor management of care, including long waiting periods in seeking care; 
and the inability of senior women to access health information and medical care 
in a timely manner results in higher costs of treatment (Ahren & Hine, 2015). 
It is, therefore, assumed that quality care management for them in clinical set-
tings that ensures the best outcomes for the women is yet to be realized. As rural 
senior women age with increasing frailty as the ‘fourth age’, as defined by Higgs 
and Gilleard (2015), they may experience further difficulties in accessing health-
care as they lose their autonomy in decision making and the capacity to navigate 
the clinics or hospitals alone. Despite previous research on self-reported senior 
women’s access to healthcare in Bangladesh, little is known about the impact of 
health system determinants especially from the healthcare staff perspectives. This 
study attempts to explore this gap to: (i) investigate the system determinants and 
their complex relationships in relation to their impact on rural senior women’s 
access; and (ii) understand the system determinants from the perspectives of both 
the healthcare staff and the rural senior women groups.

Methods & Materials

This study is a qualitative exploration of the views of healthcare staff who provided 
care and rural senior women who received care in rural Bangladesh. A critical social 
research was conducted involving a blended critical social theory, semi-structured 
interviews with the participants and a critical thematic discourse analysis of the data.

The principles and dimensions of the healthcare sphere used in this study were 
developed using a blended critical social theoretical framework (Hamiduzzaman, 
2018). The healthcare sphere was developed using the principles of emancipation 
and recognition; the domains of Habermas’ Theory of Communicative Action (i.e. 
objective and subjective worlds); and Honneth’s Theory of Recognition and Mis-
recognition (i.e. legal framework) (Habermas, 1984, 1989; Honneth, 2001, 2007). 
The healthcare sphere consists of two dimensions namely: (a) the institutionaliza-
tion of care; and (ii) the rights of rural senior women and the responsibilities of 
healthcare staff (Hamiduzzaman, 2018, 2020, 2020). The first dimension of insti-
tutionalized care consists of various components such as legal factors, the availa-
bility of healthcare services and the management of care in hospital settings. The 
rights of these women and the responsibilities of healthcare staff concern the quality 
of healthcare access and include professional education and knowledge, as well as 
power attributes (Hamiduzzaman, 2018). These dimensions provided directions for 
the assessment of the quality of care management and were applied in the analysis 
and discussion sections to explain the systemic factors and issues impacting on rural 
senior women’s access to medical care in Bangladesh.

After obtaining permission from the Directorate General of Health Services for 
recruitment and ethics approval from the Social and Behavioral Research Ethics 
Committee at the University (Project No. 6705), healthcare staff working in com-
munity clinics and hospitals and the senior women living in three villages of Tuker 
Bazar Union of Sylhet district were approached. There were three inclusion criteria 
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in the recruitment of healthcare staff that included: (i) the staff worked in the provi-
sion of healthcare in Sylhet Sadar Upazila; (ii) had experience with providing care 
to rural senior women; and (iii) were willing to participate in a face-to-face inter-
view. The inclusion criteria for recruiting rural senior women included: (i) they were 
aged 60 years and over and lived in the rural region; (ii) able to access local and/or 
distant medical services; (iii) able to provide informed consent; and (iv) willing to 
participate in face-to-face interview.

The Upazila Health Coordinator discussed the study during staff meetings and 
11 healthcare staff confirmed their interest, and of those, there were three doctors, 
three pharmacists, one public health inspector and four healthcare assistants. Rural 
senior women were formally invited by the public health inspector to join in yard-
gatherings where information about the study was read out. Of the 39 women who 
attended the gatherings and responded, 14 were excluded because of age restrictions, 
permission requirements not being met from family and/or adverse health condi-
tions. As such, 25 senior women participated in a face to face interview. The audio-
recorded semi-structured interviews were conducted with the participants after 
obtaining written consent from them. Each interview included open ended questions 
and relevant prompts that directed discussions focused on healthcare policy, system 
and services and management of care in clinical settings. Interviews were conducted 
in Bangla (the native language) at a place and time convenient for the participants 
and were transcribed and translated into English.

The data coding and analysis conducted used a critical thematic discourse analy-
sis method developed for the study. The thematic analysis focused on the exploration 
and description of the surface reality, while the critical discourse analysis improved 
the knowledge of discourses and dialectical relationships emphasizing the relative 
power of words and concepts. (Braun & Clarke, 2006; Fairclough, 2013). Qualita-
tive data analysis software NVivo 11.0 was used to facilitate the analysis process 
that involved six steps: (i) familiarity with the data and automated coding; (ii) each 
potential factor and action was labelled as open code; (iii) selective coding was con-
ducted based on blended critical social theory and clustering of the codes into nodes; 
(iv) the second and third authors reviewed the codes and nodes were regular dis-
cussions reviewed the sub-themes and themes; and (v) the sub-themes were cross-
checked against the data [revisited and reviewed the codes and nodes by all authors 
against factors, events and actions emerged from data to ensure consistency among 
the data, the categories, the sub-themes and the themes] and with naming of the sub-
themes and themes reviewed; and (vi) the theoretical dimensions of the healthcare 
sphere were applied to the themes and sub-themes (Hamiduzzaman, 2018).

Findings

Three major themes of the perspectives of the healthcare staff and rural senior 
women emerged with several sub-themes including: (i) the legal framework of aged 
care; (ii) inadequate healthcare support; and (ii) the professional knowledge and 
skills of healthcare staff. Each of the themes is presented with extracts that represent 
the voice of the participants in this research.
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The Legal Framework of Aged Care

The main healthcare system theme identified concerned the legal framework that 
influenced rural senior women’s access to medical care. This legal framework 
involved a combination of constitutional rights, healthcare policies and programs 
and the protection of human rights in clinical settings.

The healthcare staff discussed in detail the ineffectiveness of constitutional 
laws in meeting healthcare needs of older adults, women in particular. Access 
to healthcare emerged in the discussions of most healthcare staff as one of the 
written constitutional rights for all citizens. However, this was not actualized or 
practiced in the rural healthcare system due to the needs of senior women receiv-
ing little attention from policy makers or health system authorities in upholding 
their right to healthcare access. The lack of knowledge among the women regard-
ing their constitutional and legal rights also emerged in their discussions where 
policy makers relegated their voice to one of low importance. For example:

They have constitutional rights, but these all are in writings or in books. 
In practice, they do not have anything because we obey the decision made 
by our higher authorities. As you know, we are progressing in maternal 
and child health … and have limited scope to ask them to change the focus 
(Healthcare staff Shamim; p.84; line no. 2-3).
I heard about the constitution, but do not know whether there is anything 
written about us as I can’t read. No one told me about it … who will be tell-
ing the government for me? (Rural senior woman Fatima; p.236; line no. 
11-12).

The ignoring of senior women’s healthcare needs by policy makers led to chal-
lenges for the women when visiting clinics or hospitals in terms of unequal access.

According to the majority of healthcare staff, the national healthcare policies and 
programs were developed focusing on the needs of maternal and child healthcare 
without consideration for the health and healthcare needs of senior women. There 
were several public health programs provided including health education and basic 
door-to-door care services for promoting maternal and child care, whilst there were 
no programs identified by most participants regarding the women’s healthcare pro-
motion. The following exemplars highlight this issue.

The government does not provide any healthcare services for rural senior 
women living in this area. We are guided by the Civil Surgeon office to provide 
care to maternal and child care. There is nothing written in healthcare policies 
and programs about these women as I know … Current health care services 
and practices concentrated on pregnant women and their infants (Healthcare 
staff Panna; p.34; line no. 11-14).
I visited the community clinic and family welfare center few months ago as 
they are close from my home. I waited there for one hour and returned home 
without any medications. They suggested me to visit XXX hospital as they 
only provide care to children and pregnant women. (Rural senior woman Sofia; 
p.205; line no. 15-17).
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Some women described an annual eye care program operated by a voluntary 
organization, but according to the staff and women participants, the major focus of 
the national healthcare policy and local healthcare system was on maternal and child 
health resulting in a lack of focus on senior women’s access to medical care.

The rejection of responsibility by healthcare staff was identified by participants as 
another barrier for the women accessing medical care. When these women reported 
a high need of healthcare, some healthcare staff blamed the women for not visiting 
them such as described in the following extract:

In health sector, we are trying our best to establish human rights for any person 
even for women or young. If they come to us, we can give them best support. 
But these women have different perspective from me (Healthcare staff Tarek; 
p.121; line no. 4-6).

In contrast, the women described the power of healthcare staff in medical prac-
tices as discriminatory, for example:

In public hospitals, we are nothing in front of the doctors and nurses. They will 
provide you care when they want to, you can’t say anything. If someone wants 
to tell something, there is a chance of not being treated. However, there are 
some good doctors who called me ma [mother] and I always try to visit them 
(Rural senior woman Salma; p.171; line no. 3-4).

This meant that some healthcare staff lacked interest in establishing easier access 
for the women and were, as such, not accountable for providing healthcare and 
health information to these women. This lack of accountability was evident in the 
discourses and, additionally, the constitutional protection was not reflected in the 
national healthcare policies and programs appropriately. This situation was further 
compounded by the lack of provision of medical services to rural areas.

Inadequate Healthcare Support

The second major theme of inadequate healthcare support was identified by both 
the healthcare staff and rural senior women. The participants identified poor access 
for the women to medical care related to the lack of and unavailability of healthcare 
services, the high cost of medical care, low staffing levels, an inadequate supply of 
equipment and medication, the long waiting times for treatment and an inadequate 
referral system.

According to the participants, there were limited healthcare facilities and services 
for the women. There were three public clinics, hospitals and several private clinics 
identified by healthcare staff in the region, however, the women described visits to 
the local community clinics, but most of them discussed access to the public hospi-
tal outside the region.

Tuker Bazar Union did not have community clinic before. There is a new 
clinic established. There are eight tea gardens in the union. But the healthcare 
centers of this union are poorly organized (Healthcare staff Asma; p.2; line no. 
1-3).



584	 Ageing International (2022) 47:578–595

1 3

There are no public healthcare facilities in our village. I have to go for a long 
way for accessing healthcare centers. There are few private medicals, but they 
are located outside this village (Rural senior woman Shakira; p.159; line no. 
22-23).

According to the rural senior women, healthcare services were only available for 
one day per week in the local clinics and the reasons for the lack of services were 
described by the staff and women differently.

There is a huge pressure of patients in the hospitals. … we can provide support 
for only a small proportion of population ... (Healthcare staff Tarek; p.118; line 
no. 8-10).
… treatments are not available in the local clinics except XXX hospital. If you 
have money, there are treatments for you. As I am poor, I cannot access private 
healthcare (Rural senior woman Rawson; p.224; line no. 21).

The limited number of clinics and hospitals and lack of services in the region 
resulted in the exclusion of these women from accessing medical services. The costs 
incurred when seeking medical treatment were identified by both participant groups 
as a barrier. However, there were dissimilar views expressed during the discussions 
by healthcare staff and the women in relation to the cost of medical care. While staff 
reported free treatment in public clinics and hospitals, most of the women reported 
the cost of medical care prohibitive due to the costs involved in travelling to hospi-
tals, payment of hospital bills and the cost of medications in both public and private 
hospitals. These costs were described by the some of the women in the following 
extracts:

… if you know a driver, you can ask him to take you to hospital. They will 
take you though they charged you double. There are no public transports in 
this road so that we have to use privately owned vehicles. It costs more (Rural 
senior woman Sofia; p.204; line no. 25-27).
In private hospital, they ask for lots of money. No-one can get treatment with-
out money. Anywhere you go, you have to spend money. Who will give me 
the money? … Without money, they will never give you treatment. Doctors 
ask for 500-600 BDT from me for each visit. Sometimes they ask for more 
money than the actual charge (Rural senior woman Anwara; pp.178-179; line 
no. 24-25 (p.178) and 23-24 (p.179)).
They do not charge money directly, but they always suggested for different 
pathology tests. This is happening in public hospital. Undertaking these tests 
requires a lot of money. While I can do a test by 10 BDT in any laboratory, I 
need to spend 50 BDT as doctor prescribed me to go there. Is this possible to 
pay this huge amount for a poor person like me? Now I need to see a doctor 
for my eyes, but I cannot go there, as I need 2000 BDT (Rural senior woman 
Shakira; p.160; line no. 21-25).

According to the women, the high cost in seeking care forced them to avoid med-
ical treatment, or sometimes having to leave the hospital in the middle of treatment 
as they could not afford to complete it.
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Both participant groups indicated a shortage of doctors, nurses and other staff 
in the clinics and hospitals that further impacted on the women’s access to ser-
vices and treatment. The staff shortage, as reported by the participants, was due 
to the low numbers of medically trained clinicians and gerontology specialists in 
regional clinics and hospitals.

We do not have enough staff. Though one staff is responsible to provide 
healthcare support for 4,000 people nationally, I am providing support for 
more than 12 thousand people in this area. … It is difficult for me to man-
age such a big population. We cannot provide enough support due to inade-
quate staff. I also must visit other community clinics (Healthcare staff Abul; 
pp.20-21; line no. 18-20 (p.20) and 1-2 (p.21)).

In addition, an absence of doctors and nurses in the clinics and hospitals was 
identified by the women as a factor in their timely healthcare use. For example:

I did not feel comfortable in public hospital. In public hospital, they told me 
to sit on floor and they did not give me any beds. I went there at 10am and 
one doctor came to see me at 5pm. There were no other doctors for this gen-
eral unit (Rural senior woman Sharifa; p.150; line no. 19-22).
If doctor is available, it takes 2 hours. However, if you do not get support 
from doctor or nurse, you must wait for a long time. Doctor used to come 
late in the hospital. They came into the hospital one or two hours late. If 
doctors do not come at right time, you must wait (Rural senior woman Sofia; 
p.205; line no. 21-23).

The low number of healthcare providers was also reported by the rural sen-
ior women to include a lack of female doctors in regional clinics. While some 
staff described the prevalence of accessing female doctors had been changing the 
women’s preference for female doctors and the lack of female doctors emerged in 
their discussions.

Female doctors are good for me as I can share everything with them. These 
doctors can understand my problem. I do not visit male doctor. I have been 
visiting female doctors for the last four years. Female doctor from a private 
hospital did a surgery for me. I feel shy to share my problems with male 
doctors. Is that possible to share everything to male doctors? Experienced 
and skilled doctors are all male. I went to male doctors mostly (Rural senior 
woman Rinku; p.291; line no. 15-19).

Whilst the participants reported low numbers of clinicians, including female 
doctors, the women also discussed their experiences of a lack of doctors in hospi-
tals that contributed to them not using or accessing medical care.

Most of the participants reported restricted access to adequate healthcare for 
the women due to a lack of equipment, supplies and medications in local clinics. 
Some staff stated that there was a yearly allocation of medical equipment and 
a monthly supply of medications, but the supply was identified as irregular and 
insufficient. For example:
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We cannot conduct any tests for the patients. We do not have equipment even 
at Upazila level. If they require CT scan or MRI scan, they need to travel to 
district level hospitals at city…. There is a lack of medication supply in the 
healthcare centers. We should acknowledge that there are bureaucratic prob-
lems or rigidity in getting adequate and regular medication supply. Thus, the 
medical officer gives a prescription for them and asks them to collect these 
medications from family welfare center or to buy from local pharmacies 
(Healthcare staff Tarek; pp.112-117; line no. 18-20 (p.117) and 12-15 (p.112)).

Most of the women reported that medications were not available in the hospi-
tals and community clinics, where healthcare assistants working in public hospitals 
either sold medicinal stock to pharmacies or took the drug stock from the hospital 
for their own dispensaries.

Medications are available in the pharmacies. When I visited a local clinic, doc-
tor prescribed me several medications and suggested me to buy these from a 
local pharmacy. I heard that the doctor I visited was the owner of this phar-
macy (Rural senior woman Tamanna; p.306; line no. 9-11).

This lack of equipment and medications, together with the lengthy waiting times 
in seeking medical health services, presented problems that deterred the women 
from accessing medical care. It was acknowledged by healthcare staff and the 
women that seeking out-patient and in-patient medical care involved long waiting 
times. Although most staff blamed the huge number of patients, one staff described 
the absence of doctors during the scheduled consulting hours.

Doctors usually see patients up to 2.00 pm, which supposed to be started from 
8.00 am. However, I did not see any doctor come in the hospital at right time. 
Doctors used to come to the hospital after 11.00 am. People buy ticket in the 
early morning and wait for doctors (Healthcare staff Suchona 5; p.52; line 
no.1-4).

Some women blamed the system that created an additional delay in seeking care 
from hospitals, as described in the following extracts:

I may get some free medicines from XXX medical and this will help me. How-
ever, it takes a day to visit XXX medical and this will ruin my business. … 
You must be in a waiting line for buying ticket. After having ticket, you need 
to wait for doctor’s appointment. After getting prescription from doctor, you 
must wait for medicines. For this reason, I do not like to visit hospital. Same 
conditions are in private hospital too (Rural senior woman Sofia; p.205; line 
no. 13-17).
I am waiting for three days for my bone test. I am going to the hospital each 
day and they are asking me to come next day at every time (Rural senior 
woman Jamila; p.314; line no. 15-17).

Prolonged waiting times when seeking care had a negative impact on these wom-
en’s timely and regular access to medical health services, which was further com-
pounded by an ineffective referral system.
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The ineffective referral system was identified by the healthcare staff as a barrier to 
providing complete care to senior women at the district hospital level. Due to a lack 
of coordination between public and private clinics and hospitals, some staff reported 
a reluctance in referring the women to regional private hospitals. For example:

We can refer the patients from Union level to Upazila level to District hospital. 
We try our best to keep the patients in the public hospital. We do not like to 
refer the patients to the private hospitals. If any patient wants to go for private 
hospitals for better care, they can go there. I think we do not have coordination 
with private hospitals. If the patient is in critical condition, we can refer the 
patient to the higher level such as XXX Medical University or XXX medi-
cal college at capital city. We do not want to depend on the private hospitals 
(Healthcare staff Tarek; p.115; line no. 4-10).

Even though health services and practices had been established in the clinics 
and hospitals for the treatment of the population, these did not match the healthcare 
needs of rural senior women. There was a lack of aged care related services, staff, 
equipment and medications, as well as high costs and long waiting times when seek-
ing care. The care provided was also identified by the staff and the women as not 
appropriate due to a lack of academic and professional knowledge by staff about 
gerontology and the healthcare needs of older adults.

Professional Knowledge and Skills of Healthcare Staff

Healthcare access was described by the both participant groups in terms of the doc-
tors and nurses’ lacking professional knowledge, having inadequate communication 
skills, and favoring affluent people. Two issues were identified during the discus-
sions with the staff regarding their understanding of rural senior women’s needs and 
healthcare support: (a) most of the staff entered the healthcare sector without ade-
quate or formal geriatric education and/or training; and (b) the medical education or 
training received by the staff was related to maternal and child health. Examples of 
this included:

Discrimination can be found in another aspect. Rural senior women are in 
requirement of advance healthcare support, which is unavailable in our hospi-
tals. Doctors and nurses do not have education and knowledge about aged care 
(Healthcare staff Tapan; p.104; line no. 19-21).
I have participated in few basic training courses on Expanded Program on 
Immunization (EPI) and maternal healthcare. I did not receive any training 
for older women’s healthcare. I did not even hear about any training on these 
women’s healthcare services (Healthcare staff Panna; p.26; line no. 10-13).

This lack of academic knowledge was considered by the heath staff as a reason 
for inadequate care for the women in local clinics and hospitals. Professional incom-
petency of staff was also reported by the women about negative interactions between 
clinicians and the women.
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Healthcare staff reported that rural senior women lived self-regulated lives within 
a family structure who did not converse much, except to their family members. The 
staff stated this resulted in incompetence among these women in communicating 
with doctors and nurses. Most of the women reported differently in that the doctors 
and nurses did not listen to them, as stated in the following extracts:

But sometimes they do not like to hear from me. They said that we know better 
than you, and you have no need to say anything about your diseases. They just 
give me a prescription without knowing anything about my physical problems. 
These medications do not work for my diseases. They do not like to listen me, 
and they asked me to stop talking about my health problems (Rural senior 
woman Amena; p.139; line no. 3-7).
I was near to death and my relatives admitted me into XXX hospital…. when 
my aunt gave her details to the hospital authority, they took me to the general 
beds. After few hours, four doctors came to see me and asked the attending 
nurse why she admitted me for this bed. For this reason, she [nurse] trans-
ferred me to another small room. I heard one patient just died in this bed. I 
become afraid. On this time, I was hearing everything, and I could not talk. I 
was there for one month (Rural senior woman Shakira; p.162; line no. 15-21).

The lack of communication and inadequate assessments by doctors and nurses 
led the women to believe that healthcare staff and hospitals were not there for them. 
Furthermore, there was a power relationship during clinical interactions identi-
fied by the participants. According to some staff, healthcare for senior women was 
mostly mediated by their male family members due to negative behaviors of the doc-
tors and nurses towards the women. The rural senior women added that the clini-
cal encounters were dominated by the doctors and nurses and they were not treated 
well. For example:

… doctors and nurses used to behave badly to them. Many poor women came 
to me and said that the doctors and nurses are shikkhito pagol [educated psy-
cho] (Healthcare staff Selim; p.65; line no. 9-10).
They [doctors and nurses] do what they want to do. This is not related with my 
satisfaction or dissatisfaction. Will they listen to me? Why they listen to a poor 
and old woman like me? If I cried for the whole day in front of them, they will 
never listen to me. They will do according to the rules of their hospital (Rural 
senior woman Fatema; p.189; line no. 4-7).

These experiences of negative behaviors towards the rural senior women and the 
power differences reflected in the women’s decisions to use or not use medical care.

These poor relationships were also compounded by the women’s perception of 
nepotism by the doctors and nurses when providing care to them. The favoring of 
affluent people by healthcare staff was identified by the women as being a barrier to 
accessing care. Some staff also indicated there was a close relationship between the 
economic status of the women and access to medical care. For example:

Senior women receive a range of healthcare services when the family is rich 
…. Their importance is largely depending on the socioeconomic status of the 
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family. I cannot tell you exactly why it happens, but it is a little bit of frustra-
tion. Where do they get a lot of money? (Healthcare staff Asma; p.2; line no. 
18-21).

Some women also described that kinship played a strong part in them receiving 
quick and quality treatment. One woman stated that she did not receive quality care 
because she had no relatives working in the clinics:

People known to the doctors and nurses receive good behavior from them. As 
no-one knows me in the hospital; they do not behave well with me (Rural sen-
ior woman Jamila; p.313; line no. 13-14).

This discrimination of patients based on their financial situation and kinship prac-
tices created a negative perception and impacted on rural senior women in accessing 
medical care.

In summary, there were three major areas of the health system that impacted on 
whether the rural senior women accessed medical care or not including: an inef-
fective legal framework for aged care; inadequate healthcare support; and a lack of 
professional knowledge and skills of healthcare staff. Although the staff and women 
had similar views, their perspectives sometimes differed slightly, but all participants 
agree that the access to medical care for senior women was far from optimal.

Discussion

Medical care access needs of senior women are greater than other population 
groups due to these women being more prone to chronic and comorbid conditions 
(Ahern & Hine, 2015). However, the determinants of the women’s access to medi-
cal care are evident within a complex healthcare system, as identified in other stud-
ies (Hamiduzzaman, 2018; Hossen, 2016). Policy changes are required, however 
when considering policy and program changes, understanding the determinants 
within healthcare system identified in this study are useful. Consideration as to 
what is happening in clinical structures and practices from the two dimensions of 
the healthcare sphere and of the critical social theoretical framework can be consid-
ered when policy is being formulated.

Two areas emerged in the dimension of institutionalized care, from the views 
of participant groups to recognize the healthcare needs of rural senior women in 
accessing medical care: (i) the legal framework; and (ii) the management of care. 
The institutionalized care dimension starts with an analysis of the legal focus of 
healthcare planning and clinics/hospitals as a determinant and how these take place 
in a stratified society. While most senior women live in rural villages with multiple 
morbidities and chronic conditions, the National Healthcare Policy 2011 of Bang-
ladesh, as in other low and lower-middle income countries, has no specific plans or 
programs to provide medical assistance for them (Akseer et al., 2017). The focus on 
maternal and child healthcare in healthcare laws and policies influence the scope of 
clinics/hospitals to meet their medical care needs. The focus on child and maternal 
health is primarily due to concerns of maternal and child mortality by the World 
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Health Organization (Haider et  al., 2017). This result in the development of local 
clinics/hospitals and services focusing on the needs of children and pregnant women 
in most of the low-income countries including Bangladesh (Berman et  al., 2016). 
The findings of Khanam et al. (2011) indicate that any policy effort, along with aged 
care programs, to reorganize healthcare should consider the needs of senior women 
and recognize them as ‘human beings’ and ‘patients’, because these women are 
often powerless and restricted when accessing medical care.

The capacity and performance of clinics and hospitals in the management of 
care for rural senior women can be explained within the dimension of institutional-
ized care (Hamiduzzaman et al., 2020a, 2020b; Princeton, 2015). The determinants, 
according to the women, of inadequate access to medical care; a lack of geriatric 
services, staff, equipment and medications; and lengthy waiting periods when seek-
ing care are critical issues. This is reinforced by the healthcare staff who revealed 
that the local clinics and hospitals struggle due to the burden of overpopulation. In 
addition, the participant groups possessed different opinions concerning the costs 
of seeking care that was compounded by an ineffective referral system. Princeton 
(2015) and Hamiduzzaman (2018) state that a critical social explanation of the 
understanding of healthcare needs of an underprivileged person, such as rural senior 
woman, should be in the context of their functional, clinical, personal and social 
needs. The management of their care includes home care, safe travelling, skilled 
medical care, psychological services, therapies, social activities and rehabilitation 
(Brinda et  al., 2015). This perspective of healthcare, along with the management 
of care, challenges the capacity of regional hospitals and clinics, especially in low-
income countries like Bangladesh, to provide holistic but cost-effective care to them 
(Ameh et  al., 2014; Amin, 2017; Uddin & Hamiduzzaman, 2009). Having a bio-
medical focus on healthcare in combination with a lack of services and resources, 
the high cost of care and poor referral systems causes general disadvantage; thus, 
well-articulated professional training for clinicians has the potential to increase their 
access to medical care.

The second dimension of the healthcare sphere concerns the responsibilities of 
healthcare staff in the management of care related to two areas namely: (i) a lack 
of professional knowledge about gerontology; and (ii) power attributes. The lack of 
medical education and training of staff on geriatrics and gerontology is a determinant 
of the relationship between the staff and the women in this study, and closely related 
to rural senior women’s not accessing medical care. According to Stewart (2011) 
and Strasser et al. (2016), clinicians require sound medical knowledge about physi-
ology, pathology, treatment options and professional ethics prior to the provision of 
geriatric care. Literature indicates that clinicians, especially in rural villages of low-
income countries, have a lack of professional competency in providing care to senior 
patients (Ahmed et al., 2011; Hamiduzzaman et al., 2020, 2020; Scott et al., 2016). 
This inadequate knowledge among healthcare staff and a lack of opportunity for ger-
iatric education and training is indicated in other studies (Princeton, 2015; Terraneo, 
2015). Ongoing education on gerontological care can assist healthcare staff to be 
responsive to an older person’s healthcare needs through better understanding, skills 
and objective decision-making abilities. These skills are also important in diminish-
ing power differences between senior persons and professionals.
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The dimension of responsibilities of healthcare staff also needs to include an 
understanding of clinical interactions and relationships between rural senior women 
and professionals in regard to power relationships. Less than optimal relationships 
and ineffective communication were identified in this study. While the staff iden-
tified the self-regulated life of these women as a factor, the women described the  
negative behaviors and patient classifications by doctors that encouraged them to  
rely on their male family members when communicating with healthcare staff   
(Hamiduzzaman et  al., 2020). Inadequate relationships and missed interactions are 
deeply rooted in the socioeconomic classification of professions and the male domi-
nance in medical practices, especially in low-income countries like Bangladesh 
(Hamiduzzaman et al., 2017, 2018a). Mutual trust is essential for sharing health infor-
mation and encouraging regular visits to hospitals (Bergeron et al., 2018; Loewenson 
& Simpson, 2017; Zhang et al., 2017). More work is required to assess whether the 
current healthcare workforce is prepared to care for the complex needs of rural senior 
women and to be aware of the socio-cultural aspects of the healthcare system and 
staff themselves negatively influence the access of the women to medical care.

One of the major strengths of this research was to apply the aspects of the health-
care system in order to explore the mediating impact of system determinants on 
rural senior women access to medical services. Moreover, this study also had a focus 
on the women themselves who are regarded as being in need of healthcare, vulner-
able and with no voice. The identified health system determinants of an effective 
legal framework, a lack of medical training and professional values of healthcare 
staff, as well as power differences, all impacted on women’s access to medical care 
in Bangladesh.

Among the limitations of this research, due to time restrictions in gathering data, 
was the lack of access to family members who accompanied the rural senior women 
when travelling and managing their healthcare. It must be acknowledged that due to 
some socioeconomic differences among different age and sex groups, explanations 
of healthcare access for the women might be different from a young adult and/or an 
older family member such as son, daughter and/or husband. Regarding the qualita-
tive nature of this study, there were causal relationships among determinants, how-
ever, findings should be understood as context specific. Despite these limitations, 
this study contributes to the body of knowledge in this under researched area of 
healthcare in low-income countries highlighting the system determinants that impact 
on rural senior women in Bangladesh when accessing medical services.

Conclusions

This study considered perspectives of healthcare staff and rural senior women con-
cerning the women’s access to medical care. A combined critical and social insight 
into the impact of the health system determinants on access. The findings revealed a 
shared viewpoint on the scarcity of services and a lack of staff, medical equipment 
and medications. The care management factors identified by the participants were 
related to long waiting times, difficulties in seeking treatment, negative behaviors of 
healthcare staff and power differences. The system determinants of these women’s 
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access were related to the focus of healthcare policies and programs in Bangladesh, 
the inadequate medical education and training of healthcare staff, the burden of 
overpopulation and an inadequate referral system.

To improve access to healthcare for older women, all hospital, community and 
family-based strategies are important. Two key strategies include the redistribu-
tion of healthcare staff and resources in rural areas and the provision of on-going 
gerontological education for staff. The education needs to be targeted to the needs 
and expectations of senior women based on strategies that have been successful in 
other countries for promoting their access to medical services. Furthermore, the 
performance of healthcare staff in providing care such as education, skills and pro-
fessionalism need to be challenged so that with better clinical education, training 
and standards of aged care, the possibility of the women’s engagement in clinics 
and hospitals is promoted. Additionally, policy changes are required to encourage 
healthcare staff to advocate, negotiate and/or argue for improved healthcare rights 
of rural senior women healthcare right to contribute to policies and programs on the 
national agenda.
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