
1Jahan N, et al. BMJ Open 2022;12:e066376. doi:10.1136/bmjopen-2022-066376

Open access�

Healthcare-seeking behaviour of 
marginalised older people in urban 
slums: a cross-sectional survey study in 
Khulna City, Bangladesh

Nusrat Jahan  ‍ ‍ ,1 Shahinur Akter  ‍ ‍ ,1 Morsheda Akter Heme  ‍ ‍ ,1 
Dipika Chandra  ‍ ‍ ,1 Afsana Polly  ‍ ‍ ,1 Laila Siddiqua  ‍ ‍ ,2 Rumana Rahman  ‍ ‍ ,3 
Kaniz Fatima Mohsin  ‍ ‍ ,4 Md Tanvir Hossain  ‍ ‍ 1

To cite: Jahan N, Akter S, 
Heme MA, et al.  Healthcare-
seeking behaviour of 
marginalised older people in 
urban slums: a cross-sectional 
survey study in Khulna City, 
Bangladesh. BMJ Open 
2022;12:e066376. doi:10.1136/
bmjopen-2022-066376

	► Prepublication history and 
additional supplemental material 
for this paper are available 
online. To view these files, 
please visit the journal online 
(http://dx.doi.org/10.1136/​
bmjopen-2022-066376).

Received 05 July 2022
Accepted 25 October 2022

1Sociology Discipline, Social 
Science School, Khulna 
University, Khulna, Bangladesh
2Architecture Discipline, 
Science, Engineering and 
Technology School, Khulna 
University, Khulna, Bangladesh
3English Discipline, Arts and 
Humanities School, Khulna, 
Bangladesh
4Economics Discipline, Social 
Science School, Khulna 
University, Khulna, Bangladesh

Correspondence to
Mr Md Tanvir Hossain;  
​tanvirku05@​soc.​ku.​ac.​bd

Original research

© Author(s) (or their 
employer(s)) 2022. Re-use 
permitted under CC BY-NC. No 
commercial re-use. See rights 
and permissions. Published by 
BMJ.

ABSTRACT
Objectives  This study aimed to measure healthcare-
seeking behaviour and determine its associated factors 
among older people in the slums of the Khulna City 
Corporation (KCC) areas of Bangladesh.
Design  Cross-sectional survey.
Settings  Four slums in the KCC areas of Bangladesh.
Participants  The participants were selected following 
a two-stage area probability sampling with the following 
specifications: they must be aged ≥60 years and must 
have lived in the slums of KCC for at least 5 consecutive 
years.
Outcome measures  A semistructured interview schedule 
was administered to determine participants’ healthcare-
seeking behaviour, with healthcare-seeking behaviour 
measured through a dichotomous response of ‘yes’ or ‘no’.
Results  636 participants were included in the study. 
Gastrointestinal problems (75.3%) and aches and pains 
(71.5%) were the two most common health problems 
among older people in the slums of KCC. Older adults in 
their 80s had higher adjusted odds of attaining healthcare 
services (adjusted OR (AOR)=2.028; 95% CI: 1.140 to 
3.609; p<0.05) than other older people, while educated 
older people (AOR=0.664; 95% CI: 0.441 to 1.000; p<0.05) 
and those with greater satisfaction with domains of life 
(SDL index; AOR=0.860; 95% CI: 0.811 to 0.912; p<0.01) 
were less inclined to seek healthcare services than their 
counterparts. Additionally, widows/widowers (AOR=2.218; 
95% CI: 1.080 to 4.556; p<0.05) and married people 
(AOR=2.750; 95% CI: 1.329 to 5.689; p<0.01) had higher 
adjusted odds of seeking healthcare services than those 
who were divorced/separated.
Conclusion  Age, education, marital status and SDL 
index were significant predictors for the healthcare-
seeking behaviour of older people in KCC slums. Effective 
strategies need to be implemented to reduce existing 
access barriers to healthcare services for older people in 
the slum areas of urban Bangladesh.

INTRODUCTION
Globally, the number of older people has 
been growing sharply. In the 1980s, the 
global elderly population—that is, aged 60 
years or above—was 378 million; this rose to 

901 million in 2015 and is projected to cross 
the 2 billion mark by 2050.1 Of this popula-
tion, 33% lived in more developed countries 
in 2015, with this percentage projected to 
decline by 2030. Meanwhile, in less developed 
countries, the number of elderly people was 
602 million in 2015; this is expected to rise 
to more than a billion by 2030.1 2 Asia, unsur-
prisingly, housed more than half of the global 
elderly population in 2015, and will be home 
to 1.2 billion elderly people by 2050.2 Bangla-
desh, like its neighbouring countries, is expe-
riencing tremendous growth in its elderly 
population. Since its independence in 1971, 
Bangladesh has witnessed enormous efforts, 
in the form of ‘integrated multisectoral devel-
opment’ policies and approaches from both 
government and non-government organi-
sations,3 to improve the health of people in 
both urban and rural settings. These efforts 
have paid off through decreased birth and 
death rates and improved life expectancy.4 
The most dramatic effect of the improved 
health conditions experienced by Bangladesh 
has been a demographic transition, that is, an 
increasing number of older people. In 2015, 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ Data were collected by administering an interview in 
Bangla in order to ensure a comprehensive under-
standing of the questions and spontaneous respons-
es from the participants.

	⇒ The cross-sectional design does not allow determi-
nation of causal relationships between healthcare-
seeking behaviour and its associated factors.

	⇒ The self-rated scale for measuring activities of daily 
living and satisfaction with domains of life among 
older people may not be accurate due to a tendency 
to provide socially desirable information.

	⇒ Recall and response bias may also have impacted 
the findings of the study and their generalisability.
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older people constituted only 7% (12.8 million) of the 
total population; this number will rise to 11.5% in 2030, 
and by 2050, one in every five people in Bangladesh will 
be elderly.2 5

Of this elderly population, a significant proportion 
is living in urban settings rather than the countryside,6 
mainly due to a push towards urban areas driven by 
poverty, climate change and other factors.7 In fact, over 
the last four decades, the population in urban areas has 
increased from 9% to 28%.6 The main challenge is to 
determine the possible health risks and to ensure access 
to and use of quality healthcare services for all people 
in urban areas, including elderly people in slums.8–10 
Studies in Bangladesh, which have concentrated largely 
on the slums in Dhaka City and its adjacent areas, suggest 
that because of financial constraints, traditional gender 
norms and unawareness of proper healthcare services, 
slum dwellers tend to abstain from healthcare services in 
urban areas.9 11 12

Studies in countries other than Bangladesh have 
documented a wide range of health issues among slum 
dwellers and have identified their healthcare-seeking 
behaviours. For example, a study in Karachi, Paki-
stan identified diabetes and hypertension as the most 
common chronic diseases among adult slum dwellers, 
while occupation, household income and health facil-
ities adjacent to slums were the key determinants 
for use of healthcare services.13 An Indian study, on 
the other hand, indicated that healthcare-seeking 
behaviour among slum dwellers is largely determined 
by sex and associated cultural gender norms, including 
affordability, cultural expectations and geograph-
ical location.14 Muriithi,15 in his study determining 
the healthcare-seeking behaviour of slum dwellers, 
concluded that leaving aside sociodemographic factors, 
that is, age, sex, education, occupation, income and 
household size, it was the quality and service of health-
care infrastructure that significantly influenced deci-
sions on healthcare service utilisation.

In Bangladesh, older people’s healthcare needs and 
their use of healthcare services have long been ignored 
by the government and non-governmental organisa-
tions; thus, there are still substantial gaps in knowledge 
regarding the health status and care-seeking behaviour 
of elderly people in urban areas, especially those 
residing in the slums of Khulna City Corporation (here-
after KCC)—the fifth largest concentration of slums 
in Bangladesh.16 This study, therefore, was designed 
to address the healthcare-seeking behaviour of older 
people living in the slums of KCC with an emphasis 
on identifying the associated factors of healthcare-
seeking behaviour. The results may open up pathways 
for minimising the vacuum within Bangladesh’s health 
policy regarding poorer older people in slum areas by 
designing appropriate management and preventive 
measures in order to reduce health-related problems. 
This would undoubtedly ensure risk-free ageing, even 
for marginalised people.

METHODS
Study setting and participants
This cross-sectional study was carried out in the KCC area 
of Khulna district, a southwestern divisional headquarters 
in Bangladesh. Located between the 24°45’ and 24°54’ 
N latitudes and between the 89°28’ and 89°35’ E longi-
tudes, KCC covers an area of 45.7 km2 and consists of 31 
wards; it is the fifth largest city corporation in Bangla-
desh in terms of concentration of slums (1134) and slum 
dwellers (79 827 people in 40 015 households).16–18 More-
over, a significant percentage of older people (7.34%) 
live in these urban slums.5 Therefore, certain attributes 
were specified in order to identify households with older 
people in the slums of KCC and thus facilitate face-to-
face interviews: (a) the household must have at least one 
resident in the age bracket of ≥60 years; (b) he/she must 
be living in the selected slums of the KCC area; (c) he/
she must have lived there for at least 5 consecutive years; 
(d) he/she may or may not have a spouse, but must have 
been married at least once; (e) he/she must be living with 
his/her family or alone.

Accounting for the criteria, the participants were identi-
fied through a door-to-door census, following a two-stage 
area probability sampling approach. At the initial stage, 
three Thana (an administrative unit in the local govern-
ment system in Bangladesh)—Khulna Sadar, Khalishpur 
and Sonadanga—were selected based on their concen-
tration of slums; in the second stage, four slums were 
selected based on the number of slum dwellers. Following 
a week-long census by a group of 10 data enumerators, 
1104 older people were identified from 2167 households 
within the selected areas. Based on a two-stage sampling 
design, a total of 703 elderly people were approached 
by the data enumerators, from which 636 elderly people 
were interviewed by administering an interview schedule 
with their verbal consent (response rate 90%). At first, a 
cluster of elderly people was constructed corresponding 
to their respective geographical locations; later, the partic-
ipants were selected by systematic random sampling, 
proportionate to these geographical locations.19 20 When 
a potential participant declined to participate, the data 
enumerators selected the next household with an elderly 
person. A sample between 200 and 2500 is considered 
appropriate based on the simple statistical tolerance 
formula.21 We collected a total of 636 responses from the 
four selected slums in the KCC.

Procedures
A semistructured interview schedule (IS) was devel-
oped (see online supplemental file) after careful review 
of the relevant literature with consideration of the 
research objectives.22–26 The IS was divided into three 
mutually inclusive sections: the first section focused on 
sociodemographic information, including age, sex, reli-
gion, occupation, income, beneficiary/non-beneficiary 
status in cooperatives, and recipient/non-recipient of 
social assistance; the second section comprised infor-
mation regarding the non-monetary wealth (NMW) 
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of the households,22 the ability to manage activities of 
daily living (ADLs)26 and satisfaction with domains 
of life (SDL)25; and the third section highlighted the 
health status of participants, including ailments, health-
care status, care-seeking behaviour and other aspects. 
Following the development of the IS, it was verified 
by a pretest with 20 elderly slum dwellers to ensure its 
adequacy for extracting relevant information from 
participants, minimising redundancy and non-response 
rate, and providing first-hand experience for the data 
enumerators in order to reduce the timing of the inter-
views.27 It is important to note that the researchers exten-
sively trained the data enumerators for a week through 
classroom-based lectures, role-playing and practice 
sessions in order to teach them the content of the IS and 
the techniques for establishing rapport and extracting 
information. Data were collected for 3 months, from July 
to September 2016. Later, to ensure standardised data 
collection, 20 households were resurveyed randomly 
by the researchers in order to identify inconsistencies; 
they revisited families alongside the data enumerators in 
order to ensure the highest quality of data.

Measures
Sociodemographic information
Some specific sociodemographic factors, including age, 
sex, education, occupation, income and marital status, 
were considered to be predictors of the health status, for 
example, ailments, of older people living in the slums of 
KCC.

Indices
An index of NMW was measured based on different 
dimensions, including ‘elements of comfort’ (televi-
sion, refrigerator, ceiling fan, stand fan); ‘communi-
cation and comfort’ (mobile, bicycle, rickshaw, van, 
easy bike); ‘consumption of water’ (potable, protected 
and unprotected—for primary, secondary and tertiary 
use); ‘housing structure’ (floor, walls, ceiling); ‘energy 
consumption’ (electricity, solar power, and kerosene/
wood/leaf—for power and cooking); and ‘sanitation 
facility’ (unitary or common, modern or traditional).22 
The summation of the response for each item was added, 
and the index of NMW was thus developed. Likewise, 
an index of ADLs, with an internal consistency of Cron-
bach’s α=0.858, was used to assess the physical capacity of 
older people to execute certain daily activities, including 
bathing, personal hygiene, medication, chores inside and 
outside of the household, and dependence on others26; 
the summation of each item contributed to the ADL 
index. Finally, SDL, with an internal consistency of Cron-
bach’s α=0.716, assessed the satisfaction of older people 
regarding their physical health, economic status, relation-
ship with spouses and children, and overall life.25 SDL 
was measured on a 5-point Likert scale; the summation of 
each item resulted in the SDL index.

Ailments and healthcare-seeking behaviour
The participants were asked to report the most common 
ailment they had experienced in the previous month 
via a multiple response question; the options included 
‘fever’, ‘gastroenterological problems’, ‘aches and pains’, 
‘respiratory problems’, ‘skin and ear, nose and throat’, 
and ‘water-borne illness’. Later, a dichotomous response 
measured healthcare-seeking behaviour—‘no=0’ and 
‘yes=1’—for the question: ‘Did you seek any help for your 
ailment in the last month?’ This dichotomous response 
was considered the dependent variable in this study.

Analysis
The data were analysed in two consecutive stages using 
IBM SPSS Statistics (V.26). Descriptive statistics, including 
frequency and percentage analysis, were used first, 
followed by Pearson’s χ2 and Yate’s continuity correction 
(χ2

Yate’s); the latter was used to compensate overestimation 
in χ2 when used with a 2×2 table28 29 in order to explore the 
association between health status (ailments) and sociode-
mographic factors. The effect size for bivariate analysis 
was also estimated using the φ coefficient and Cramer’s V 
(φc), the former was used in a 2×2 table, whereas the latter 
was used in a table larger than 2×2.28 29 Finally, multivari-
able logistic regression (MLR) was executed accounting 
for the statistically significant variables in Pearson’s χ2 and 
Yate’s continuity correction test. Findings for MLR were 
shown using the crude OR and the adjusted OR (AOR) 
with a 95% CI at a 5% significance level.

Patient and public involvement
None.

RESULTS
Type of ailment
Figure 1 illustrates the most common ailments suffered by 
older people in the slums of KCC. The findings indicate 
that among the 636 older people, more than 70% suffered 
from gastrointestinal problems (75.3%) and from aches 
and pains (71.5%). Fever (47.3%) and respiratory prob-
lems (32.5%) were the third and fourth most common 
health problems experienced by the participants.

Descriptive information
Table 1 illustrates the basic characteristics of the partic-
ipants. More than half were in their 60s (51.7%) and 
female (51.3%). Around 30% had primary (22.5%) and 
secondary (5.5%) education, while the rest were uned-
ucated. Nearly 54% of the participants were physically 
disabled or housewives without income, while more 
than 40% were widows/widowers (36.3%) or divorced/
separated (6.8%). It is also evident that only one in four 
participants received government-aided social assistance; 
less than 15% were involved in any social cooperatives for 
financial support.

Table  1 also shows the association between sociode-
mographic information and the healthcare-seeking 
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behaviour of older people living in the slums of Bangla-
desh. The findings suggest that participants younger 
than 70 years sought healthcare services more often than 
their older counterparts (χ2=9.059, p=0.05, φc=0.119). 
It is also apparent that older people with no education 
sought healthcare services more often than people with 
primary or secondary education (χ2=5.743, p=0.10, 
φc=0.095). Likewise, people with no income also sought 
help from healthcare services more often than to those 
still engaged in income-generating activities (χ2=6.181, 
p=0.05, φc=0.0.99). Unsurprisingly, married older people 
reportedly accessed medical services for ailments more 
often than widows/widowers and divorced/separated 
older people (χ2=12.960, p=0.01, φc=0.143), while non-
recipients of government social assistance sought health-
care services more often than recipients (χ2

Yate’s=3.175, 
p=0.10, φ=0.074).

Multivariable logistic regression
From Pearson’s χ2 and Yate’s continuity correction, the 
significant factors were retained in order to present the 
unadjusted effects of each independent variable. More-
over, the indices were also included in the MLR analysis. 
The adjusted effects of the explanatory variables were 
measured along with a 95% CI after controlling the effects 
of all other variables (see table  2). The findings show 
that age, education, marital status and SDL were the key 
predictors of healthcare-seeking behaviour among older 
people living in the slums of KCC. The results show that 
people over 80 years of age (AOR=2.028; 95% CI: 1.140 to 
3.609) had higher adjusted odds of attaining healthcare 
services than those in their 60s and 70s. It is also apparent 
that people with primary education were less inclined 
(AOR=0.664; 95% CI: 0.441 to 1.000) to seek healthcare 
services than those without education. Among the partic-
ipants, widows/widowers (AOR=2.218; 95% CI: 1.080 to 
4.556) and married people (AOR=2.750; 95% CI: 1.329 

to 5.689) sought more healthcare services for all kinds 
of ailments than people who were divorced/separated. 
Older people with more satisfaction regarding domains 
of life (AOR=0.860; 95% CI: 0.811 to 0.912) were less 
likely to seek healthcare services than those dissatisfied 
with their lives.

DISCUSSION
Globally, the percentage of older people in the popula-
tion has been growing, and Bangladesh is no exception. 
The main issue in the coming decade will be the rising 
demand on the healthcare system, particularly in terms 
of providing long-term healthcare for the increasing 
number of older people.30 31 As the health dynamics of 
older people are related to increased morbidities and 
the need for healthcare, the present study has sought to 
identify the healthcare-seeking behaviour of older people 
in the slum areas of KCC, Bangladesh. The findings of 
the study show that gastrointestinal problems, aches 
and pains, fever and respiratory diseases were the most 
common ailments experienced by elderly people in the 
slums of KCC. A previous study in Bangladesh had similar 
results, with slum dwellers reporting fever, colds and 
gastric problems as their most common diseases,10 while 
a Pakistani study indicated that diabetes, hypertension 
and kidney diseases were regular health concerns among 
slum dwellers.13

Consistent with prior studies conducted in China,32 
Indonesia33 and Taiwan,34 the current study found that 
older people reported hospitalisation and use of health-
care services more frequently than their younger coun-
terparts. A possible explanation for this finding might 
be the increasing prevalence of health problems with 
ageing, which is associated with increased need for 
healthcare. Another reason might be the availability of 

Figure 1  Percentage of older people afflicted by different types of ailments in the slums of Khulna City. ENT, ear, nose and 
throat.

P
rotected by copyright.

 on A
ugust 30, 2023 at B

angladesh: B
M

J-P
G

 S
ponsored.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2022-066376 on 11 N
ovem

ber 2022. D
ow

nloaded from
 

http://bmjopen.bmj.com/


5Jahan N, et al. BMJ Open 2022;12:e066376. doi:10.1136/bmjopen-2022-066376

Open access

healthcare services in urban areas, which is related to 
the use of healthcare services among older people. In 
contrast, some previous studies found a negative rela-
tionship between age and healthcare-seeking behaviour 
among older people, suggesting that older people were 
less inclined to seek treatment when they experienced 
chronic diseases.35 36 In addition, it is also evident from 
other studies that age differences in seeking treatment 
for illness among older people are not statistically signif-
icant.8 37

It was also found in the current study that education 
level has a strong association with healthcare-seeking 
behaviour. It is evident from previous studies that 
educated elderly people are more likely to seek healthcare 
services than uneducated elderly people.35 36 However, the 
present study found a significant negative relationship 
between education and healthcare-seeking behaviour 
among the elderly. The results showed that older people 
with primary education were less likely to seek healthcare 
services than those without education, which is consistent 

Table 1  Descriptive information and their association with healthcare-seeking behaviour of older people in slums of Khulna 
City

Variables f (%)

Care-seeking behaviour Statistic
χ2

(df) P value Effect sizeNo (%) Yes (%)

Age

≤69 329 (51.7) 202 (56.7) 127 (45.4) 9.059*(2) 0.011** 0.119**†

70–79 230 (36.2) 119 (33.4) 111 (39.6)

≥80 77 (12.1) 35 (9.8) 42 (15.0)

Sex

Female 326 (51.3) 172 (48.3) 154 (55.0) 2.543‡(1) 0.111 −0.066*§

Male 310 (48.7) 184 (51.7) 126 (45.0)

Education

No education 458 (72.0) 243 (68.3) 215 (76.8) 5.743*(2) 0.057* 0.095*†

Primary 143 (22.5) 90 (25.3) 53 (18.9)

Secondary 35 (5.5) 23 (6.5) 12 (4.3)

Occupation

Skilled/semiskilled 67 (10.5) 34 (9.6) 33 (11.8) 2.217*(2) 0.330 0.059†

Menial services/unskilled 230 (36.2) 137 (38.5) 93 (33.2)

Physical disability/housewife 339 (53.3) 185 (52.0) 154 (55.0)

Monthly income (in BDT)

No income 339 (53.3) 185 (52.0) 154 (55.0) 6.181*(2) 0.045** 0.099**†

≤6000 246 (38.7) 134 (37.6) 112 (40.0)

≥6001 51 (8.0) 37 (10.4) 14 (5.0)

Marital status

Divorced/separated 43 (6.8) 29 (8.1) 14 (5.0) 10.183*(2) 0.006*** 0.127***†

Widow/widower 231 (36.3) 111 (31.2) 120 (42.9)

Married 362 (56.9) 216 (60.7)) 146 (52.1)

Social assistance

No 473 (74.4) 275 (77.2) 198 (70.7) 3.175‡(1) 0.061* 0.074*§

Yes 163 (25.6) 81 (22.8) 82 (29.3)

Membership in cooperatives

No 550 (86.5) 309 (86.8) 241 (86.1) 0.022‡(1) 0.881 0.011§

Yes 86 (13.5) 47 (13.2) 39 (13.9)

The number in the parentheses is the percentage.
***Significant at 0.01%; **Significant at 0.05%; *Significant at 0.10%.
*Pearson’s Χ2.
†Cramer’s V.
‡Yate’s continuity correction.
§φ.
BDT, Bangladeshi taka; f, frequency.
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with the study of Hakmaosa et al.37 This discrepancy could 
be explained by the severity of diseases and the influence 
of social capital outweighing the effect of education on 
healthcare-seeking behaviour among older people in 
slum areas, but this needs further investigation.

It was also observed in the present study that widows/
widowers and married people sought more healthcare 
services for their ailments than older people who were 
divorced/separated. Consistent with the present study, 
Hakmaosa et al,37 in their investigation, concluded that 
individuals who were married or widowed but living with 
their children, relatives or other family members reported 
better healthcare-seeking behaviour than their counter-
parts. In addition, married individuals are more likely to 
seek medical care than unmarried and other older people 
who are financially independent but live alone.35 36 38 A 
possible reason for this phenomenon is that older people 
who live alone are particularly vulnerable due to their 
challenging living circumstances, scarcity of resources, 
and lack of family and emotional support.39

Furthermore, people with greater satisfaction regarding 
domains of life were less likely to seek healthcare services 
than those dissatisfied with their lives. This could be 
explained by the fact that older people who were dissat-
isfied with their lives also indicated that they suffered 
from various chronic health problems, both physical and 
mental. Dissatisfaction acts as a stimulus for mental stress, 
which ultimately causes many health complexities that 
require treatment. Dong et al,40 for example, noted that 
leaving aside their bodily health, older people who sought 
healthcare services for chronic pain reported lower levels 
of life satisfaction. Other studies, however, have suggested 
that older people take greater care of their health and 
put their knowledge into practice if they are satisfied with 
their lives.41 42 A study on older people in Japan found that 
life satisfaction-enhancing interventions might promote 
health and healthcare-seeking behaviours.43

Limitations
Despite some important findings, readers should consider 
the following limitations. This study followed a cross-
sectional design, which may limit the causal relationship 
between healthcare-seeking behaviour and the associated 
factors. The ADL and SDL were assessed based on a self-
reported scale, which may not be accurate; thus, other 
medical approaches should be used in future research. 
This study was also conducted within a limited geograph-
ical area; therefore, a countrywide longitudinal study is 
recommended in order to more fully understand the 
healthcare-seeking behaviour of elderly people living 
in slums. Furthermore, recall and response bias may 
also have impacted the findings of the study and their 
generalisability.

CONCLUSIONS
The present study has sought to identify healthcare-
seeking behaviour and the associated factors among 

marginalised older people living in the slums of the KCC, 
Bangladesh. The findings of the study show that age, 
education, marital status and SDL index were significant 
predictors for the healthcare-seeking behaviour of older 
people. Effective strategies need to be implemented in 
order to reduce existing access barriers to healthcare 
services for older people in the slum areas of urban 
Bangladesh. In order to attain universal health coverage, 
especially for marginalised people, it is crucial to address 
the health needs of elderly people by improving their 
social safety net and other protection mechanisms. This 
study suggests strengthening bonding among family 
members, as old age requires familial and emotional 
support to aid in the pursuit of a satisfying and healthy 
life both physically and mentally. This requires further 
investigation.
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