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Abstract
Bangladesh has the third largest population of poor older adults in the world and 
73% of them live in rural areas. Disparity in the country’s health services is evident 
that creates a substantial pressure, especially on rural elderly women who live in a 
compromised socio-cultural atmosphere. This is true that we know about rural el-
derly women’s self-reported health and service use barriers, but no studies captured 
the views of health staff. This study presents a qualitative exploration of the views 
held by rural health staff whose role is to provide care to local elderly women. We 
conducted 11 interviews with clinicians, pharmacists and public health assistants in 
Sylhet district, Bangladesh. A critical thematic discourse analysis, using the critical 
social constructs of Habermas and Honneth, of the data informed the women’s in-
adequate healthcare access and associated barriers that were complex and overlap-
ping but had explicit institutional, subjective and material consequences. Five major 
themes emerged including: unequal distribution of health services; marginalization 
in patient-staff relationships; living with poverty; social relegation; and mistrust 
of clinical treatment. Rural areas were viewed with inequitably distributed health 
services and traditionally a large proportion of elderly women living in poverty who 
lacked social support and demonstrated a mistrust towards healthcare system. No 
recognition of the women and power differences were underpinned by economic 
factors and cultural societal values. The findings suggest a need for health policy 
solutions and education of healthcare staff and elderly women regarding accessing 
healthcare.
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Introduction

For people to reap the health and well-being benefits of healthcare, accessibility to 
such services is crucial (Terraneo, 2015). Inadequate access to clinics or hospitals has 
been identified as a public health concern around the world, and this is a major cause 
of morbidities, comorbidities and preventable and premature deaths of Bangladeshi 
rural elderly women (Rahman, 2009; Hamiduzzaman, et al. 2018a). In rural Ban-
gladesh, aged care is generally home-based and unrecognized in healthcare system 
in terms of both who provide direct care and who informally support this cohort 
to access care (Biswas et al., 2006; Hossen, 2010; Hamiduzzaman et al., 2018a). 
Health staff refer to the doctors, nurses, public health inspectors, care workers and 
pharmacists, who are the main providers of aged care at clinics and hospitals in rural 
regions (Ferdous et al., 2009). While aged care access refers to visiting hospitals/
clinics, diagnosis, in-patient admissions, completion of treatment, and rehabilitation, 
existing literature indicates that the rural elderly women’s health service use appears 
to diverge than other population groups because of a range of factors and issues cat-
egorized into social determinants of health (Abdulraheem, 2007).

The social determinants impact on rural elderly women’s care access embedded 
in health structures and sociocultural circumstances in Bangladesh. Bangladesh is a 
low-income county, where the availability of healthcare is limited and trust of health-
care is low in rural regions (Biswas, Lloyd-Sherlock, & Zaman, 2006; Hossen & 
Westhues, 2011), and where there is also a history of low participation of women 
in formal economy and social activities with a context of poor social support (Hos-
sen, 2010; Kalin, 2011). The rural elderly women tend to have a lack of access to 
healthcare and often report a prevalence of morbidity and comorbidities and low 
level of psychological well-being (Hamiduzzaman et al., 2016; 2018b). The literature 
also presents a higher level of impairment, comorbidities and symptoms of depres-
sion among the women than any other demographic groups in the country (BBS, 
2015). Until the women’s physical conditions become severe, care is provided at 
home rather than visiting healthcare. Healthcare provision and socioeconomic factors 
that reflect exposure to comorbid and chronic conditions are linked to their personal 
living circumstances and these play a major role in shaping their use of healthcare 
(Ferdous et al., 2009).

To understand the rural elderly women’s healthcare utilisation barriers in Ban-
gladesh, we conducted a large study and generate knowledge from the narratives of 
the women and their health services providers. The knowledge was about why these 
women avoided medical care in the first instance, and why and how the staff were 
unable to improve access to healthcare for the women. The rural elderly women’s 
experiences and perspectives on their health services use have been documented by 
the same lead author (Hamiduzzaman et al., 2020). In this paper, we aim to report 
health services providers’ views on how the women’s care remains unrecognized 
and marginalized, due to the impact of various factors and issues, in the context in a 
country with the intent to ensure ‘Health for All’ (Hossen, 2010; Hossen & Westhues, 
2012).

This paper ascertains the positions the rural elderly women occupy in healthcare 
practices, social structures and in family relationships because these circumstances 
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determine the women’s choice and access of care. A critical social lens focusing on 
the principles of recognition and emancipation demonstrates how staff marginalize 
the women by complying with sociocultural norms and values, and this perspective 
may contribute to the development of a holistic health policy for meeting the health-
care needs of the women appropriately.

Method and Materials

Theoretical Background

The principles and domains of critical social theories were used in this study to 
bring attention to the discrimination and marginalization that determines the wom-
en’s access to healthcare from the staff perspective. A blended critical social theory 
developed by authors based on the doctrines (i.e. emancipation and recognition) and 
domains of two prominent theories (Hamiduzzaman, 2018; Hamiduzzaman et al., 
2021b): (i) Theory of Communicative Action (i.e. objective, subjective and social 
worlds) of Habermas developed from 1984 to 1989; and (ii) Theory of Recognition 
and Misrecognition (i.e. intimate relationships, legal structure and community atmo-
sphere) constructed by Honneth in 2001 and 2007. This blended critical social per-
spective consists of six concepts under three spheres: (a) institutionalized care and 
responsibilities in healthcare sphere; (b) socioeconomic status and the power hierar-
chy in social sphere; and (c) knowledge, beliefs and behaviours and support in family 
relationships in individual sphere (Hamiduzzaman, 2018), which were applied in the 
analysis and discussion sections to explain the barriers of access for rural elderly 
women to healthcare. Using the critical social theories was important as they help 
researchers to investigate the marginalization in healthcare and socioeconomic struc-
tures, from inequality and power struggle perspectives, within which the rural elderly 
women live and experiences how the structures determined their access to healthcare 
services.

Settings and Participants

A qualitative exploration focused on staff who provide direct care to rural elderly 
women living in Sylhet district. Sylhet district was purposefully selected because of 
a growing number of older adults in this area. The rural health system of the district 
is historically poor, and most of the older adults were average state of health (Hami-
duzzaman, 2020). The rural elderly women’s health literacy, beliefs and behaviours 
in the region has always been an issue of concern in the field of public health (Hami-
duzzaman, 2020).

Following permission from the Directorate General of Health Services, the Direc-
tor of Primary Health Care, and the Civil Surgeon of Sylhet District in Bangladesh 
and subsequent ethics approval from the Social and Behavioural Research Ethics 
Committee at Flinders University (Project No. 6705), we approached staff working 
in community clinics and hospitals at Tuker Bazar Union of Sylhet Sadar Upazila. 
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The inclusion criteria in the recruitment of staff were they: (i) worked in Sylhet 
Sadar Upazila; (ii) had experience in providing care to rural elderly women living 
in Tuker Bazar Union; and (iii) were willing to participate in a face-to-face audio-
taped interview. The Participant Information Sheet together with envelopes with the 
first author’s temporary contact details in Bangladesh were delivered to the Upazila 
Health Officer. The Upazila Health Officer discussed about the research at their for-
mal meeting and eleven showed interest following the meeting.

The demographics of the staff participants are presented in Table – 1. A total num-
ber of 11 staff participated in the study, and of them, there were three medical doctors 
[MBBS], three pharmacists, one public health inspector and four healthcare assis-
tants. The staff were mostly male (55%) and their mean age was 42 (ranged from 18 
to 59 years). Most of the staff (64%) completed Diploma in Nursing or Pharmacy, 
while 18% staff completed their Bachelor of Medicine. It is important to note that 
46% of the total staff had healthcare providing experience of more than 10 years, and 
82% staff work full-time.

Data Collection

After obtaining written consent from the staff, an audio-recorded semi-structured 
face-to-face interview was conducted. The interviews started with open ended ques-
tions and each of the questions was followed by prompts to guide the conversation 
on their perspectives on the health status and healthcare-seeking behaviours of rural 
elderly women (Supplementary File 1). Questions were also related to the healthcare 
system and management, socioeconomic circumstances of the women and cultural 
issues. All interviews took place at the clinical setting at a time convenient for the 
staff. The length of the interviews ranged from 22 to 52 min and were conducted in 
Bangla (i.e. native language). The audiotape interviews were translated into English 
and transcribed for analysis. Data were collected until the saturation is reached.

Characteristics Staff (n = 11)
Gender (%)
Female 5 (45)
Male 6 (55)
Mean age (SD*) 42 (13)
Level of qualifications (%)
Bachelor of Medicine [MBBS] 2 (18)
Diploma in Nursing/Pharmacy
On-the-job primary healthcare training

7 (64)
2 (18)

Professional work experience (%)
More than 10 years
More than 5 years to 10 years

5 (46)
3 (27)

More than 1 year to 5 years
Equal or less than 1 year

2 (18)
1 (9)

Staff work full-time (%) 9 (82)

Table 1 Demographic char-
acteristics of rural healthcare 
professionals

*Standard deviation
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Data Analysis

A critical thematic discourse analysis method based on the scope of critical discourse 
analysis and thematic analysis was used in data coding and analysis. While thematic 
analysis developed by Braun and Clarke (2006, 2014) emphases on the identification 
and interpretation of the patterned meanings of surface reality, the critical discourse 
analysis of Fairclough (2013) added an understanding of discourses and dialectical 
relationships. The focus was on the relative power of words and concepts to cap-
ture the research context. NVivo software was used to facilitate the qualitative data 
analysis. Analysis started with a familiarity of the data and automated coding. At 
initial coding, all potentially applicable determinants, actions and meanings were 
labelled as open codes. A focused coding was then conducted following the scope of 
the blended critical social theory and clustered the codes into nodes. The research-
ers reviewed the nodes/clusters in relation to audios and transcripts for searching 
candidate sub-themes and themes, and the research team cross-checked the codes, 
nodes and candidate sub-themes in order to naming the sub-themes and themes. The 
blended critical social model was applied in organising and presenting the themes 
and sub-themes that emerged from the analysis.

Findings

Five major themes and a range of sub-themes emerged from the analysis of the views 
of the staff including: (i) the unequal distribution of health services; (ii) marginaliza-
tion in patient-staff relationships; (iii) living with poverty; (iv) social relegation; and 
(v) mistrust of clinical treatment. Each of the themes is presented with the excerpts 
that represent the voice of the participants in this research.

The Unequal Distribution of Health Services

The participants viewed the healthcare system in relation to its legal framework, the 
availability of services and resources, and the difficulty of women travelling to ser-
vices and the management of care.

According to the staff, the system generated inequality in access for rural elderly 
women that was driven by the legal framework, including constitutional protection 
and healthcare policies and programs. Healthcare was described by the staff as a 
fundamental right for all citizens in Bangladesh but was not actualized or practiced 
in practice. For example, the staff believed constitutional rights were written but in 
practice, the women did not have any rights.

In addition, according to the participants, the focus of the national policies and 
programs was on maternal and child healthcare and rural healthcare centres followed 
this focus of the national policies and programs. The rural healthcare structure was 
services provided by Upazila Health Complex, Union Health & Family Welfare Cen-
tre and Community Clinic focusing on the maternal and child healthcare. As such, 
the current policies and programs discouraged the staff in recognising the healthcare 
needs of the women. For example:
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The government does not provide any healthcare services for rural elderly women 
living in this area …. There are no healthcare policies and programs for these women. 
… Current health care practices concentrated on pregnant women and their infants 
(Staff 3; 34:11–14).

A lack of interest among staff was apparent in establishing easy and adequate 
access for the women, and the inadequate access for them, was also influenced by the 
non-availability of healthcare services.

Most of the staff labelled Bangladesh as an overpopulated country and indicated 
that overpopulation in the union was a barrier to the provision of adequate services 
for the women, as one staff said in the following extract:

There is a huge pressure of patients in the clinics and hospitals. … we can provide 
support for only a small number of people … (Staff 11; 118:8–10).

In addition to the overpopulation, the limitations of the healthcare facilities, staff, 
equipment and medications were also identified in the staff’s views. There were 
only two public healthcare facilities [i.e. Union Health & Family Welfare Centre 
and Community Clinic] and a number of private medication vendors in the region, 
emerged in the discussion of staff, were recognized as inadequate in relation to the 
population of the area. As such,

I work in XXX and this complex has no formal structure to support medical care. I 
support the other staff working in the XXX (welfare centre) and the community clinic 
of Tuker Bazar Union. This Union did not have community clinic before. There is a 
new clinic established. … the healthcare centres of this union are poorly organised 
(Staff 1; 2:1–5).

But problem is that she may not receive treatment from me what she wants such as 
treatment for heart disease. Here, I am helpless. I can only tell them and refer them to 
the hospital if necessary … (Staff 2; 18:13–16).

The limited number of healthcare centres and a lack of services in the available 
centres provided less access for the women at healthcare, which was also shaped by 
the availability of staff.

All staff described a shortage of staff and related this shortage with low numbers 
of nurses, specialists, staff and an absence of doctors, especially in public clinics/
hospitals. Only one medically trained doctor was identified by the staff who practiced 
in the local clinic for only one day per week. The nature and impact of the shortages 
was identified in the voice of some staff:

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 12,000 
people in this area. … It is difficult for me to manage such a big population. We can-
not provide enough support due to inadequate staff. I also have to visit community 
clinic (Staff 2; 20–21:18–20 (p.20) and 1–2 (p.21)).

… there is shortage of doctors and nurses and other staff in the rural area. Doctor 
sees the patients one day a week so that people are bound to take healthcare sup-
port from the local pharmacies or traditional healers on the other days (Staff 11; 
113:18–20).

This statement also indicated an absence of doctors in healthcare centres, and this 
shortage in combination with a lack of medical education and training among staff, 
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resulted in a lack of care support for the women with having to turn to traditional 
healers.

There were no geriatric services identified by the staff in the region or at the dis-
trict level public and private clinics/hospitals outside the region. The responses of 
staff about their education and knowledge in rural elderly women’s healthcare raised 
concerns regarding their healthcare support and the staff’s understanding of the wom-
en’s needs. Two issues were recognized by the staff: (a) most of the staff came into 
the healthcare sector without proper medical education and training; and (b) on-going 
medical education or training received by staff was related to maternal and child 
health as stated below.

Discrimination can be found in another aspect. Rural elderly women are in require-
ment of advance healthcare support, which is unavailable in our hospitals. Doctors 
and nurses do not have education and knowledge about elderly healthcare (Staff 10; 
104:19–21).

I have participated in few basic training courses on Expanded Program on Immu-
nization and maternal healthcare. I did not receive any training for elderly women’s 
healthcare. I did not even hear about any training on elderly women’s healthcare 
services (Staff 3; 26:10–13).

This lack of knowledge and education of gerontology in staff was considered by 
most of the participants as a disadvantage in providing care to the women in local 
clinics/hospitals and this in turn would affect their accessing healthcare.

Healthcare staff further revealed a lack of equipment and medications in rural 
public clinics. A yearly allocation of medical equipment and a monthly allocation 
of medications were referred to by the staff; however, the supply of equipment and 
medication was identified as irregular and insufficient as explained in the following:

… we cannot conduct any tests for the patients. We do not have equipment even at 
Upazila level. If they require CT scan or MRI, they have to go for district hospitals 
at city…. There is lack of medication supply in the healthcare centres. We should 
acknowledge that there are bureaucratic problems 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 centre or to buy from 
local pharmacies (Staff 11; 112–117:18–20 (p.117) and 12–15 (p.112)).

The staff stated a lack of medical equipment and medications discouraged the 
women from visiting local public clinics and medications were often too costly. One 
participant expressed that if they could provide medications then these women would 
access the service, but they would not be able to cope with this because of a lack of 
staff.

Constraints in rural elderly women travelling to hospitals outside of their region 
were also stated by most of the staff as having a negative impact on their timely and 
regular access to healthcare. These constraints included poor road conditions and a 
lack of transportation. Roads were characterized as of poor quality, being washed 
away in the rainy season and very difficult to travel on. It was, however, recognized 
that the roads were being developed but that this does not help those women in 
remote regions.

1 3

413



Journal of Cross-Cultural Gerontology (2022) 37:407–426

The poor condition of the roads in combination with the lack of availability of 
vehicles, further impacted on the women not accessing healthcare. There was an 
absence of hospital vehicles and a lack of general vehicles especially at night.

Road condition is not good because road works continue over the last few years 
that causes a difficulty for women in travelling to hospitals outside the region. Vehi-
cles are available for all day long, but it is bit difficult for them to find vehicles at 
night (Staff 8; 82:4–5).

Due to this lack of availability of vehicles for transportation to healthcare centres, 
these women could only access healthcare services during the day.

Long waiting times in out-patient services were identified by the staff caused by 
doctors being absent at the hospitals and clinics and an inappropriate referral system. 
Although most of the staff blamed the large number of patients for the long waiting 
times, one carer stated that the absence of doctors during the scheduled visiting hours 
in the hospital was also a factor.

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 (Staff 5; 52:1–4).

The staff assumed that this long waiting time had a negative impact on the wom-
en’s choice of treatment, and this was also because of an inappropriate referral system 
among the clinics and 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 … at capital city. We do not want to depend on the private hospitals (Staff 11; 
115:4–10).

Thus, at the presence of low focus on elderly care, a lack of geriatric services and 
resources and unskilled staff made the healthcare access difficult for the women. In 
addition, travelling on poor road conditions and waiting for a long time in seeking 
treatment discouraged the women to visit hospitals. It can be said that the clinical 
practice had been established in the clinics/hospitals for the treatment of patients, but 
these did not cater to the healthcare needs of rural elderly women.

Marginalization in Patient-staff Relationships

This theme detailed how rural elderly women were marginalized in their clinical 
interactions and relationships with the staff caused by their attitudes and experiences 
of relating to the women.

Most of the staff expressed a perception of inability of rural elderly women when 
interacting with them, and this inability was related to the women’s verbal com-
munication. According to the staff, many women lived a self-regulated life within a 
family, who did not converse much except to the family members, and that this led 
to an inability among the women in communicating with people outside the family 

1 3

414



Journal of Cross-Cultural Gerontology (2022) 37:407–426

such as staff. As explained by one staff, the women will bring along a male family 
member to speak to the staff:

Family members of these women visit us and ask for medication for these women. 
And in hospital visit, these women take their elder son or any of adult family mem-
bers who speaks to the doctors and nurses in order to organise treatment (Staff 11; 
123:11–12).

This lack of communication because of cultural and traditional practices creates 
an inability of communication that also combines with power relationships in a patri-
archal society, and this has a negative impact on the women’s meaningful access to 
healthcare.

The rejection of responsibility by staff meant an imbalance of the power relation 
between the women and the staff. This imbalance was identified as a barrier for the 
women in accessing healthcare. Furthermore, most of the staff had the belief that they 
did not have any responsibility in providing care to elder people and, as such, denied 
the women’s access to care, especially if they were poor. This was reflected in the 
views of some staff as the following excerpt demonstrated:

… doctors and nurses used to behave badly to them. They do not consider the 
women as patient, poor women in particular. Many poor women came to me and said 
that the doctors are shikkhito pagol [Educated psycho] (Staff 7; 65:9–10).

While most of the staff stated about their empathy for the women, they still often 
refused to provide services for them because of a cultural preference to affluent 
younger people in clinical settings. According to some staff, there was a definite 
relationship between the socioeconomic status of the women and their healthcare 
access, and this status was defined regarding the financial situation of an individual 
elderly women and her family. The staff stated that the women with low financial 
status, or living in a poor family, had less access to clinical care in comparison to 
elderly women with high economic status or living in a wealthy family. The follow-
ing excerpts highlight this marginalization and discrimination.

Elderly women receive a range of care services when the family is rich …. Their 
importance is largely depending on the socioeconomic status of the family. I cannot 
tell you exactly why it happens, but it is actually a little bit of frustration. Where do 
they get a lot of money? (Staff 1; 2:18–21).

In my opinion, they [Doctors] do not give good treatments for the poor people. For 
example, if anyone seems poor, the doctor prescribes low cost medicines, which do 
not work. … Those who seem rich, the doctors and nurses show polite behaviour to 
them (Staff 7; 65:3–7).

This categorization of patients and their families in terms of financial situation 
in a context of an incompetence in verbal communication among the women and 
power relations with staff created a negative impact on their healthcare seeking, as 
the majority were poor and lacked the cultural and economic resources to command 
respect and regard from service providers.

Living with Poverty

The participants described rural elderly women as poor and they described a lack of 
financial capacity of the women to pay for their healthcare. This was related to the 

1 3

415



Journal of Cross-Cultural Gerontology (2022) 37:407–426

cost of treatments, the women’s lack of income and savings, and the need for finan-
cial support from family members, the government and social organizations.

The cost of treatments was identified by the staff as a major barrier in rural elderly 
women’s healthcare use including visiting charges, pathology tests and buying medi-
cations. The staff stated that seeking care in public clinics was almost free, but a 
high cost was involved in accessing private hospitals and accessing doctors privately. 
However, some carer described the reality of public care centres in relation to the cost 
of care, for example:

In public hospital, these women have to buy a ticket and wait for a long time to get 
medications. In this regards, private hospitals are better than public hospitals though 
these private hospitals are expensive. Rural elderly women who have money can go 
for private hospital. Those who do not have money, they have to keep patience for 
receiving prescriptions and medications from public hospitals (Staff 5; 47:22–26).

Although the public hospitals were described by the staff in terms of their ade-
quacy and orientation, the staff also discussed that attending private hospitals was 
unreachable for the women due to the high cost and a lack of financial capacity.

When discussing rural elderly women’s financial capacity, the staff indicated a 
lack of involvement of rural women in the formal labour market throughout the life. 
Rather the women were involved in unpaid household activities, and this resulted in 
low or no income with minimal or no personal savings. It was also implied that this 
was their choice. This sometimes led to begging as one participant described.

You can see a number of elderly women used to beg in this area. They walk all 
day and they can manage 40–50 BDT (Bangladeshi Taka) for their daily expenses. 
(Staff 3; 27:15–18).

The staff also pointed out that the women’s financial capacity largely depended on 
the household economy where most of the staff identified a poor financial status for a 
woman living in a poor family.

Most elderly women are in lower middle-class family so that family members 
cannot afford, though they like to help these women. How can a person manage his 
wife and children with low income? It is then burden for them to help his father and 
mother. They can give if they have but they should help them (Staff 8; 80:21–25).

The financial capacity of an rural elderly woman and the household decided where 
and how much healthcare access was possible for her, which was also determined 
because of a poor financial support from the government and local organizations. The 
poor financial security described by the staff was also due to an inadequate support 
from the government and local formal organizations. Several participants stated that 
the government had implemented an elderly allowance program to support elderly 
people, but the number of elderly women receiving the allowance was low.

We have the official old age allowance program. There are many poor elderly 
people in our country. If there are 100 people, then only five people will get. The 
rest 95 are not receiving this elderly allowance. It is much less than the need (Staff 
1; 11:9–11).

In discussing the financial contribution of socioeconomic and cultural organiza-
tions, some staff reported that they did not know of any organizations (NGOs, busi-
nesses or voluntary) that provided financial or healthcare support for the women.
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No, I did not see such organizations that help elderly women. However, some of 
the poor women may receive something personally, but I did not find anything spe-
cific for elderly women (Staff 1; 11:2–4).

This lack of financial support was identified by staff as a barrier to access and the 
marginalization of rural elderly women in society that encouraged them to neglect 
their health resulting in not access healthcare. Overall, having limited income and 
savings as well as poor financial support from family members, social organizations 
and the government confirmed the women’s disempowerment in the society that rel-
egated them in accessing healthcare.

Social Relegation

The theme embodied a situation in the rural society in Bangladesh whereby staff 
identified rural elderly women as disadvantaged. The approach of family members, 
the role of social organizations, elitism and the meaning of ageing among the com-
munity all affected the women’s access to healthcare according to the participants.

There was a dependency of rural elderly women described by the staff on family 
members in terms of financing and accompanying the women in travelling to clinics/
hospitals. According to the staff, the women were dependent on male family mem-
bers in the main including their husband, son and grandson, and this dependence 
contributed to male domination of them and this, in turn, led to restrictions on their 
decisions on whether they could or would access healthcare.

They used to get money from their sons. If they have son, son used to take all 
responsibilities for their mother…. in family, male members used to take decisions 
for their healthcare such as husband then son (if husband died). If they do not have 
son, it is bit hard for them to access healthcare services. These women cannot take 
any decisions by themselves (Staff 3; 33:18–21).

In addition, power relation was identified by the staff in the rural family struc-
ture that negatively impacted on these women’s access to healthcare. The staff stated 
that men were responsible for managing the family’s economic situation, and they 
expressed concerns about the attitudes of husbands and sons, the unavailability of 
male family members in providing care or managing care in the home, and the depri-
vation in property rights for the women. It was also acknowledged by the participants 
that a woman should have the same property rights as male members of a family.

In family, all members cannot contribute for the well-being of the elderly members 
and they cannot manage time for them to look after. … They keep their mother at 
home and manage treatments for them at home (Staff 10; 102:15–17).

Such power differences among the family members resulted in an oppression for 
the women in accessing healthcare and this also extended to social and community 
relationships according to the staff.

The staff described an institutional negative response from socioeconomic orga-
nizations and political and religious institutions that contributed to the feelings of 
being an outsider for rural elderly women. This negative response was related by the 
participants to a perception of social organizations that the women were unproductive 
and not the subject of discussion for many families.
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But most of them are not getting priority in the society. These women cannot con-
tribute in the development of this society as they become aged – this is a common 
belief in the society (Staff 3; 33:21–23).

Keeping rural elderly women’s issues as a family matter played a role in limiting 
community participation for these women in terms of meeting friends and in man-
aging information about healthcare centres and their services. In the case of rural 
elderly women, the staff reported that the political institutions and religious elites, in 
combination, contributed to this marginalization of elderly women in society, espe-
cially in rural areas.

These women do not get enough priority like other population groups in the soci-
ety. … Even they cannot go for political movements so that they are useless. For 
political leaders, elderly women have no value. … political representatives do not 
like elderly women as they cannot participate in political movements. Political lead-
ers seek young people who can help them in movements (Staff 8; 84:12–17).

This is all about religious matter. In Islam, there is restriction for women in going 
out alone to see a male doctor. We cannot say it as superstition rather this is a reli-
gious convention (Staff 8;0.82:17–19).

As a result of this lack of political power and religious boundaries imposed on the 
women, the staff believed these women received little attention from society relating 
to the improvement of their living conditions including their health, education and 
accommodation.

In addition to these political, social and religious oppressions, most of the staff 
described a traditional meaning of what ageing meant in the rural regions and related 
ageism to a communal disrespect, as well as feelings of insecurity about ageing 
among rural elderly women themselves. According to some staff, there was a grow-
ing disrespect among rural people towards elderly people because of a lack of educa-
tion among rural people on how to care for elderly people.

It varies family to family. In family with educated members, elderly women used 
to get respect like other members of the family. As most people are uneducated and 
very poor in this village, they do not know how to respect and support these women 
(Staff 10; 108:20–22).

Some staff also described that these women were reminded constantly about their 
age by family members and neighbours, which resulted in these women starting to 
feel anxious about their life and their death. The following is one example of this 
according to the staff.

These women feeling insecure due to their age … When they become aged, they 
become unsecured in terms of income and spending. They do not get mental support 
from the family members. In this area, social security and family security become 
insufficient in their age (Staff 9; 93:5–8).

The development of an anxiety about ageing, along with discrimination and mar-
ginalization in familial and social life, caused these women to be less concerned 
about their health and prevented them from using healthcare. This ageism was preva-
lent and extended to the women themselves viewing themselves as having little value 
according to the participants. Overall, this theme identified rural elderly women in an 
oppressed state and relegated to a low priority when it came to their healthcare access 
due to familial, societal and religious factors.
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Mistrust of Clinical Treatment

The final theme represented the staff views about the personal healthcare beliefs, 
behaviours, and characteristics of rural elderly women that contributed to the devel-
opment of mistrust among the women towards healthcare.

Most of the staff spoke about a lack of general education among the women and 
their family members as a determinant that led them having inadequate sound knowl-
edge and understanding about health. This lack of sound knowledge made it difficult 
to objectify their status of health and to make decisions about whether they seek 
assistance from hospital. These women’s inability to distinguish physical and mental 
health problems, as well as a lack of healthcare knowledge in relation to the impor-
tance of accessing medical treatment, emerged from the staff. Furthermore, this lack 
of literacy contributed to the women using traditional treatments given by unqualified 
lay persons.

Another problem is the lack of education of these women. Most of these women 
cannot read or write. Lack of education increases their lack of consciousness. They 
even cannot understand that they are suffering from a big disease. They do not con-
sider even they have cough or fever (Staff 11; 115:21–24).

… they used to go both kabiraj (i.e., witch doctor) and doctor for treatments. 
They cannot think that doctor is better than kabiraj in providing treatments (Staff 3; 
29:9–10).

The literacy rate in the region was defined by the staff as low. Illiteracy was identi-
fied as having an impact on rural elderly women’s access, because family members 
remained ignorant about the care needs of elderly women, and family members had 
lack of understanding about the treatment options.

Education is a vital issue for these women. There is a lack of education not only 
among elderly women, but also among the people in this village. They cannot under-
stand the necessary things, which are required for these elderly women (Staff 9; 
92:5–7).

This health illiteracy among the women and their family members contributed to 
a lack of recognition of their healthcare needs, and this was extended to their beliefs, 
behaviours and personal characteristics.

One reason for not using healthcare was described by the staff as rural elderly 
women being superstitious and that they relied upon inherited faith through their 
religious beliefs. Most of the staff indicated that religiosity (Muslim practice) led to 
superstitions resulting in the women not seeking healthcare. The practice of religi-
osity relating to healthcare led them having faith in traditional treatments (wearing 
holy black thread) and seeking healthcare from what is termed witch healers or lay 
persons.

Wearing holy black thread is prevalent in this village. There are few uneducated 
Molla or Imam, people used go for them to bring tabij [Holly black necklace] or pari 
pora or fu [Holly water or breath] for their treatments. Though these people cheated 
them, but they like to believe them as they are religious person…. In Sylhet, most 
people believe in majar or peer etc. (Staff 7; 67:9–12).
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Some staff also pointed out a tendency among the women to use medical and tra-
ditional healthcare at the same time was because of a poor understanding about the 
outcomes of different treatment options.

This self-medicating behaviour was reinforced according to the staff because of 
a lack of female practitioners in the local clinical setting. A preference of female 
doctors was reported by all the staff as impeding rural elderly women’s access to 
healthcare. While some staff stated about slow change in this preference, most of the 
staff indicated that the women avoided visiting clinics/hospitals because most doc-
tors were male. It was described that the women did not want to share their health 
problems with male clinicians due to cultural and religious practices.

In Sylhet, women do not want to see a male doctor. This is a cultural issue of 
Sylhet district and more predominant for elderly women. Women do not want to 
share their personal problem or gynaecological problems to male doctors. They feel 
relaxed if they find female doctors. They like to share everything with female doctors 
(Staff 9; 96:2–5).

Cultural and religious practices among rural elderly women resulted in them not 
visiting male doctors which lead to diminished access to healthcare for these women.

A personal characteristic was identified by participants of an unwillingness of 
rural elderly women sharing their diseases and healthcare access needs with family 
members and staff.

Actually, they do not say about their mental health problems. … It may be because 
of their lack of understanding or they do not want to share the mental health problems 
(Staff 9; 88: 7–9).

This lack of willingness to share health problems was a result of feelings of shy-
ness and a refusal to talk about personal matters. Some staff reported that the shyness 
was quite severe, particularly concerning gynaecological problems and if it involved 
mental health matters the staff stated that they could do nothing for them.

Discussion and Conclusions

The discussion contributes to a growing body of knowledge that has examined the 
phenomena of rural elderly women’s access to medical treatment from the perspec-
tive of health staff in Bangladesh. This study considers the care seeking and living 
circumstances under which the women access care, the significance of healthcare sys-
tems, socioeconomic structures, cultural practices and relationships, and the extent to 
which healthcare use reflects a reluctant or constrained choice for the women accord-
ing to staff. Application of the blended critical social model, that includes the health-
care, social and individual spheres, was useful to present the staff perspectives of the 
elderly women’s access to healthcare under a socially determined context.

The healthcare sphere presents a care marginalization through an illustration of 
the determinants of rural elderly women’s access to healthcare, with an emphasis on 
institutionalized care and clinical responsibilities of staff. Adequate and equal access 
for them to healthcare was not evident in Bangladesh where institutionalization of 
care was perceived as unrecognized in the context of a lack of focus in the constitu-
tion and health policies and limited elderly care services and resources including 
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the availability of clinics/hospitals, inadequate staff and a lack of equipment and 
medications. The Bangladeshi narratives of care practice revolved intensely around 
the traditional conceptions of biomedical care for elderly care which plays a domi-
nant role in determining the women’s healthcare use (Ahern & Hine, 2015; Nipun 
et al., 2015). This distinctive nature of care support is consistent with the findings 
from previous studies which have highlighted that healthcare access of rural elderly 
women is strongly associated with having adequate public healthcare services and 
resources within the region, especially in low and lower-middle income countries 
(Uddin & Hamiduzzaman, 2009 Ameh, 2014; Strasser, Kam, & Regalado, 2016). 
In relation to elderly care, the normative clinical responsibilities are generally accu-
mulated among staff through medical education, professional norms and personal 
communication skills (Brinda et al., 2015; Hamiduzzaman, De Bellis, & Abigail, 
2022). However, a lack of geriatric education along with a focus on socioeconomic 
status of patients among the staff created a marginalization for the women in clinical 
interactions (Zhang et al., 2017; Gaffney & Hamiduzzaman, 2022). A lack of capacity 
or a lack of intent by rural staff to mobilize the healthcare to include care standards 
and practices causes a less clinical commitment to elderly care, and this results in a 
misrecognition of their needs and disempowerment.

The social sphere illustrates poor living circumstances and power differentials 
in which rural elderly women grow, live, and experience a discriminated access to 
healthcare. In relation to the economic condition, the literature concludes that the 
financial factors including employment opportunity, income and savings traditionally 
play a substantial role in making healthcare access decisions, also explored in this 
study (Sultana, 2010; Uddin, 2010; Sun et al., 2017; Rahman et al., 2022). A chal-
lenging economic environment in the family and society, and socioeconomic status 
combine to erect important barriers that led to a marginalization of the women in 
meeting their daily needs and utilizing and paying for healthcare use (Alam & Barkat-
e-Khuda, 2014). The financial support is associated with economic status of elderly 
women, and in the Bangladesh context, there is a clear indication of poor social 
safety net being relevant to the rural elderly women’s access to healthcare (Begum & 
Wesumperuma, 2012; Hamiduzzaman et al., 2017. A unique finding of this study is 
the institutionalization of male dominance in socioeconomic and cultural or religious 
power structures, also described by Hossen (2010) and Hamiduzzaman (2018). The 
staff believed this experience of lower status institutionally creates a negative belief 
among the women about clinics/hospitals and the treatment provided. Although Ban-
gladesh claims itself as a country of moderate Muslims, the male dominance in social 
relationships and interactions underpins the practice of religious and cultural norms 
in the wider context that in turn restricts an elderly woman in making their own 
care decisions alone (Read, Grundy, & Foverskov, 2016). This situation has been 
extended to gender discrimination in organizing and accessing clinical care (Hami-
duzzaman et al., 2018b). While financial factors are identifiable, interviews revealed 
a complex picture as male dominance was often described by the staff in negative 
terms, as a cultural challenge, or a difficult chapter of a rural elderly woman’s life.

Combining the distinct theoretical and methodological perspectives enabled this 
study to highlight the support from family members and personal characteristics in 
the individual sphere. Comparisons to the developed countries, the use of healthcare 
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by rural elderly women in Bangladesh is far more of a family responsibility (Hos-
sen, Westhues, & Maiter, 2013). The staff identified healthcare arrangement factors 
including a lack of transportation, the need for a male relative to accompany the and 
poor communication with doctors as a relegation of the women to a low priority. 
The women’s living conditions in the family has been characterized by isolation, 
marginalization and ignorance in this study, as well in other literature (Miyawaki, 
2015; Bergeron et al., 2018). This familial relegation is also identified as having 
a relation to the rural elderly women’s health literacy. As indicated by Hossen and 
Westhues (2010) and Lee et al. (2017), there is an interplay between the approach of 
family members and healthcare knowledge in the formulation of care seeking behav-
iors among these women. Some concerns of staff around the inequality of opportu-
nity in general education in early life and health literacy in later life contributes to 
the development of passive healthcare beliefs and behaviors such as superstitions, 
self-medication, traditional healing and an unwillingness by rural elderly women in 
accessing healthcare (Lee et al., 2017; Hamiduzzaman et al., 2021a). To the extent 
that use of healthcare is largely related to disadvantaged circumstances, individual 
understanding and behaviors all act to prevent the women from accessing healthcare 
in their elderly life when they are most in need.

This study is first in its kinds that explored the determinants from the views of staff, 
thus, the findings have several policy implications and raise questions about how 
rural elderly women’s access to healthcare is conceptualized. The social determinants 
identified in the healthcare, social and individual spheres influence the women choos-
ing to access medical care in the first instance and restricted their resolve and capacity 
to initiate and undertake healthcare (Marmot et al., 2008; Iecovich & Carmel, 2009). 
There is a clear need for more of a focus or priority on elderly care in policy develop-
ment, the provision of adequate aged care services, and an increase in in number of 
medically trained clinicians and gerontologists. While research highlights the impor-
tance socioeconomic recognition and support in later life for optimal well-being, the 
discussion of rural staff in this study strongly points toward an aversion to any com-
mitment in the cultural sphere of male dominance.

Policies should not only address the healthcare and social aspects but should also 
focus on changing the personal healthcare knowledge and beliefs of the public and 
provide counselling services to family members regarding healthcare for elderly per-
sons. This study suggests a move toward a blended critical social model of healthcare 
access that may be a suitable transition for rural elderly women, considering the 
outcome in the previous literature relating to the need of empowerment and enlight-
enment of the women, their families and communities (Amin, 2017; Hamiduzzaman, 
2018; Hamiduzzaman et al., 2022). Given the extent to which healthcare access is 
associated with the healthcare, social and individual spheres of disadvantaged cir-
cumstances (Hamiduzzaman et al., 2020), the policy with biomedical focus seems 
to carry a risk of inadequate protection in seeking healthcare, and an exacerbation 
of inequalities in elderly women in Bangladesh. It is important to note that living 
in poverty and an extensive dependency on men have an adverse consequence for 
those unable to make healthcare decisions. As the staff have direct contact with the 
women, these staff could act as advocates for these women and speak on their behalf 
to the policy makers. Thus, policy solutions are necessary to provide opportunities 
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to access healthcare through the recognition of factors that impact on elderly life for 
rural women in Bangladesh.

There are some limitations in this study including the participation of a small 
number of staffs from one district ascertaining their subjective views of rural elderly 
women’s access to healthcare. The findings are contextualized from a blended critical 
social perspective and the social determinants were not assessed in terms of statis-
tics. On the ground of emancipation and recognition, further studies are warranted to 
investigate measurable variables such as rate of service uptake, diseases, comorbid 
conditions, health resources, transportation, and financial support in order to make 
policy and institutional changes for improving the women’s access to and utilization 
of comprehensive aged care services.
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