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Introduction:
To facilitate the health of the rural population 
primary health care is a key to achieving their 
basic needs of them. Bangladesh has achieved this 
outcome partly because of impressive gains in 
access to, and high coverage of selected health 
interventions, particularly in rural regions.1 Health 

service delivery at the primary level is provided 
through three tiers. Upazilla health complex situat-
ed at Upazila level, union sub-center at the union 
level, and community clinic at ward or village 
level for each 6,000 population. Community 
clinics were established to extend PHC at the grass 
root level. The government of Bangladesh planned 

to establish 18,000 community clinics (CCs) over 
the 5 years period of 1996-2001. 10,723 CCs were 
constructed, out of which 8,000 began functioning 
in the three years spanning from 1998-2001. How-
ever, after a change in the cabinet of the govern-
ment of Bangladesh in 2001, all of the CCs were 
gradually closed and remained nonfunctioning for 
the next 8 years.  CCs started to function again in 
2009 under the project entitled “Revitalization of 
community health care initiatives in Bangladesh” 
and have continued operating since then.2 Each 
CC served about 6,000 people in its jurisdiction. 
All of the CCs were built up in a Public Private 
Partnership (PPP) style. To establish a CC in the 
locality, community members donate a piece of 
land on which the government built the office 
structure for the CC. Government provide human 
resources and medicine to start the CC and main-
tained this support after the start of the operation. 
The management body of a CC consisted of local 
community leaders as well as representatives from 
the government.3 The CCs are staffed by communi-
ty health care providers (CHCP) responsible for 
providing health education, health promotion, 
treatment for minor ailments, and identifying and 
referring severe cases to the hospital. The CHCPs 
provide health care in the CC for weekly 6 days 
from 9am to 3pm (Friday and holidays closed). The 
FWA and HA alternatively provide health care in 
the CC. The primary aim of the community clinic 
is to provide a package of health and family 
welfare services in a cost-effective way and in a 
manner easy to manage and convenient to the 
client. Service delivery from fixed facilities may 
lead to disadvantages like longer travel time, and 
limiting access or coverage, especially for the poor 
and women. To offset these potential disadvantag-
es, strategies were undertaken to increase the 
scope and quality of services to encourage com-
munity participation in the health sector.4 The 
proposed number of community clinics is 18,000 
of which 14500 were constructed and the remain-
ing 3,500 are to be established in time. The 
government has approved a five-year-long new 
project called “Revitalization of Community 
Health Care Initiatives in Bangladesh” to further 
develop the CCs and strengthen their operation. It 
is aimed that CCs will play the central role in deliv-
ering primary health care through effective com-

munity participation. A community group consti-
tuted of 9-11 members from local people has been 
given the responsibility to operate each CC. The 
government is providing staff and medicine. Over 
nine thousand community groups have been given 
orientation training. The government health 
service gives priority to the poor and marginal 
community as well as to the people living in 
hard-to-reach areas.5 Many developing countries 
like India, China, and Malaysia, deliver their 
health services through community efforts but 
Bangladesh is unique in delivering primary health 
care by reaching health to the doorstep of people. 
So, access to this healthcare is very important, and 
determining people’s utilization of services provid-
ed through community clinics is necessary for 
those who want to explore the health services 
provided by the government However, these 
CHCP are facing many problems in delivering 
their services, attributable to the different speeds of 
development among centers, lack of resources and 
imbalance in sizes of CHCP, so it is difficult for 
them to meet citizen needs.6-8 Therefore, the 
purpose of this study was to assess the prevalence 
of access and to determine the factors that influ-
ence utilization of services provided through 
community clinics by rural people of the catch-
ment area of six community clinics of Palasbari 
Upazila, Gaibandha District.

Methods:
It was a cross-sectional descriptive study carried 
out in the catchment area of 6 community clinics 
of Palasbari Upazilla,  Gaibandha District. The 
community clinics were chosen purposively and 
participants 18 years and above willing to take part 
in the study were selected for interview. 568 
respondents' interviews were taken by purposive 
sampling with a pretested structured question-
naire. The study was carried out from 15th March 
2019 to 20th April 2019. Data were checked, 
verified, and edited. Data were analyzed and 
entered by SPSS.

Results:
Most of the respondents (amongst 568) were in the 
age group of 31-50 years (45.4%), averaging 37.98 
±13.75 years. The majority were female (83%) and 
housewives (76.8%). (Table-I)

93.5% of the respondents visited community 
clinics. Most of the respondents (85.6%) benefited 
from the community clinic service. (Table-II)

Maternal and child health service utilization was 
poor (pregnancy registration 27.6%, ANC and 
PNC 45.2%, family planning services 49.3%) and 
there is no normal delivery service in the commu-
nity clinic. 66.2% of the respondents availed EPI 
services, 45.8% received health education, 65.3% 
received Vitamin-A supplementation, 59.9% 
availed child care services, 71.7% received 
treatment of minor illness and diseases, 17.4% 
availed referral services. (Table-III)  

Discussion: 
The primary functions of the community clinics 
are delivering primary health care services to the 
grass root level of people. For each 6000 popula-
tion, there is one community clinic. It provides 
services including birth and death registration, 
pregnancy registration, family planning methods, 
EPI, Vitamin-A supplementation, child care, 
treatment of minor illnesses and diseases, health 
education, health services, nutrition education, 
etc.9 Community clinics also provide oral rehydra-
tion salt (ORS), anti-helminthic drugs, DOTS for 
TB, MDT for leprosy, anti-malarial drugs, etc. 
However, the report showed that community 
involvement in managing community clinics was 
inadequate.10,11 The study by Mitra et al12 showed 
that despite an existing public health system 
network, Bangladesh's demographic and health 
survey found that along with public health 
services, people also received medical services 
from private doctors or clinics, unqualified practi-
tioners, traditional healers, and pharma-
cies/shops.12 But our study revealed that respon-
dents of the catchment areas availed of the Essen-
tial Health Service Package (ESP) services provided 
by community clinics were satisfactory. 98% of 
people were aware of the community clinic and 
93.5% visited there.  Although they utilize all 
services provided by community clinics, mainly 
they use treatment of minor diseases and injuries 
(71.7%). EPI, Vitamin-A Supplementation, and 
Community Child Care services provided through 
community clinics are satisfactory. Health educa-
tion services (45.8%) were poor below the mark 
and the referral service was poor. 
One of the most important functions of the 
community clinic is to provide maternal and child 
health care. But the community clinic we visited 
did not provide normal delivery service and Mater-
nal and child health care was not up to the mark 
(pregnancy registration 27.6%, ANC and PNC 
45.2%, family planning services 49.3%). In 2002; 
a maternal health review found that people 
received government maternal health facilities in 
only 20% of cases.13 A survey in Uganda shows 
that maternal and child health services in rural 
health centers were also poor there.14 So, it should 
start normal delivery and maternal health 
campaign in rural areas immediately.The expand-
ed program on immunization (EPI) has been a 
great achievement in the health system in Bangla-
desh. It ensures universal access to vaccination 

and has substantially improved the coverage of 
vaccines in children. For example, it has increased 
the percentage of BCG vaccines among children 
less than 1 year of age from 2% in 1985 to 99% in 
2009.15 Our study reflected almost a similar trend, 
as most of the respondents participated in the EPI 
vaccination program. EPI service (66.2%) is 
comparatively low as an outreach center 
commonly used for EPI service. The most recent 
BDHS (Bangladesh Demographic and Health 
Survey) states that 62% of currently married 
women aged 15-49 years (Reproductive age) in 
Bangladesh are using any contraceptive meth-
ods.16 But our study revealed that 49.3% of respon-
dents get family planning services whereas the 
Contraceptive Prevalence Rate (CRP) of Bangla-
desh is 62.4% (according to the World Bank 
Collection of Development Indicators) which was 
not up to the mark. Another study found wide-
spread dissatisfaction among local people in 
regard to the overall performance of the communi-
ty clinics. The government policy says that appro-
priate referrals should be made to nearby second-
ary or tertiary government hospitals if patients 
cannot be managed in the community clinic.17 

According to our survey the quality of medicine 
supplied by the community clinic was good. Only 
17.4% of people had been referred for better treat-
ment to secondary and tertiary level hospitals 
which was not sufficient.This survey revealed that 
71.7% of respondents got treatment for minor 
illnesses and diseases from the community clinic. 
The survey showed that mainly middle-class 
(41.2%) and illiterate (32.7%) people got treatment 
there. This is dissimilar to the findings of studies on 
health care-seeking behaviors in other parts of the 
world such as the USA, Nepal, and Nigeria.18-21

Conclusion:
Few services provided through community clinics 
are satisfactory, but there are some lacking, such 
as the absence of facilities for normal delivery and 
maternal and child health care services, and refer-
ral services. To facilitate the health of the rural 
population, community clinics should start normal 
delivery immediately and strengthen their Mater-
nal and child health care and referral service.
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Abstract
Background: 
Community clinics (CC) have been restarted in 2009 by the government 
of Bangladesh through a project called “Revitalization of Community 
Health Care Initiatives in Bangladesh” (RCHCIB) to accomplish the 
ambitious project of establishing 18,000 community clinics. Since then 
10,723 Community clinics have been established and they provide free 
health and family planning services to rural people (for every 6000 
population one CC).
Objective:
The study aimed to assess the prevalence of access and utilization of 
services provided through community clinics by rural people.
Methods: 
This cross-sectional descriptive study was conducted in Palashbari, 
Gaibandha district from 15th March 2019 to 20th April 2019. 568 
respondents were selected conveniently from the catchment area of 6 
community clinics (CCs). Data were collected by face-to-face interviews 
with a pretested structured questionnaire.
Results:
Among 568 respondents, majority ware in the age group of 31-50 years 
(45.4%),female (83%) and housewives (76.8%).93.5% of the respon-
dents visited community clinics. And 85.6% were benefited from the 
community clinic service. Maternal and child health service utilization 
was poor (pregnancy registration 27.6%, ANC and PNC 45.2%, family 
planning services 49.3%) and there is no normal delivery service in the 
community clinic. 66.2% of the respondents availed EPI Services, 
45.8% received Health Education, 65.3% received Vitamin-A Supple-
mentation, 59.9% availed Child Care Services, 71.7% received Treat-
ment of Minor Illness and Diseases, 17.4% availed Referral Services.
Conclusion: 
The CCs are well located in terms of access. According to the Respon-
dents' services provided by the community, the clinic was average. 
Maternal and child health services, pregnancy, and birth registration 
were below the mark. There is no normal delivery service and according 
to the respondent’s opinion referral system was also poor.
Keywords: Community clinic, Access, Service utilization.  
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Introduction:
To facilitate the health of the rural population 
primary health care is a key to achieving their 
basic needs of them. Bangladesh has achieved this 
outcome partly because of impressive gains in 
access to, and high coverage of selected health 
interventions, particularly in rural regions.1 Health 

service delivery at the primary level is provided 
through three tiers. Upazilla health complex situat-
ed at Upazila level, union sub-center at the union 
level, and community clinic at ward or village 
level for each 6,000 population. Community 
clinics were established to extend PHC at the grass 
root level. The government of Bangladesh planned 

to establish 18,000 community clinics (CCs) over 
the 5 years period of 1996-2001. 10,723 CCs were 
constructed, out of which 8,000 began functioning 
in the three years spanning from 1998-2001. How-
ever, after a change in the cabinet of the govern-
ment of Bangladesh in 2001, all of the CCs were 
gradually closed and remained nonfunctioning for 
the next 8 years.  CCs started to function again in 
2009 under the project entitled “Revitalization of 
community health care initiatives in Bangladesh” 
and have continued operating since then.2 Each 
CC served about 6,000 people in its jurisdiction. 
All of the CCs were built up in a Public Private 
Partnership (PPP) style. To establish a CC in the 
locality, community members donate a piece of 
land on which the government built the office 
structure for the CC. Government provide human 
resources and medicine to start the CC and main-
tained this support after the start of the operation. 
The management body of a CC consisted of local 
community leaders as well as representatives from 
the government.3 The CCs are staffed by communi-
ty health care providers (CHCP) responsible for 
providing health education, health promotion, 
treatment for minor ailments, and identifying and 
referring severe cases to the hospital. The CHCPs 
provide health care in the CC for weekly 6 days 
from 9am to 3pm (Friday and holidays closed). The 
FWA and HA alternatively provide health care in 
the CC. The primary aim of the community clinic 
is to provide a package of health and family 
welfare services in a cost-effective way and in a 
manner easy to manage and convenient to the 
client. Service delivery from fixed facilities may 
lead to disadvantages like longer travel time, and 
limiting access or coverage, especially for the poor 
and women. To offset these potential disadvantag-
es, strategies were undertaken to increase the 
scope and quality of services to encourage com-
munity participation in the health sector.4 The 
proposed number of community clinics is 18,000 
of which 14500 were constructed and the remain-
ing 3,500 are to be established in time. The 
government has approved a five-year-long new 
project called “Revitalization of Community 
Health Care Initiatives in Bangladesh” to further 
develop the CCs and strengthen their operation. It 
is aimed that CCs will play the central role in deliv-
ering primary health care through effective com-

munity participation. A community group consti-
tuted of 9-11 members from local people has been 
given the responsibility to operate each CC. The 
government is providing staff and medicine. Over 
nine thousand community groups have been given 
orientation training. The government health 
service gives priority to the poor and marginal 
community as well as to the people living in 
hard-to-reach areas.5 Many developing countries 
like India, China, and Malaysia, deliver their 
health services through community efforts but 
Bangladesh is unique in delivering primary health 
care by reaching health to the doorstep of people. 
So, access to this healthcare is very important, and 
determining people’s utilization of services provid-
ed through community clinics is necessary for 
those who want to explore the health services 
provided by the government However, these 
CHCP are facing many problems in delivering 
their services, attributable to the different speeds of 
development among centers, lack of resources and 
imbalance in sizes of CHCP, so it is difficult for 
them to meet citizen needs.6-8 Therefore, the 
purpose of this study was to assess the prevalence 
of access and to determine the factors that influ-
ence utilization of services provided through 
community clinics by rural people of the catch-
ment area of six community clinics of Palasbari 
Upazila, Gaibandha District.

Methods:
It was a cross-sectional descriptive study carried 
out in the catchment area of 6 community clinics 
of Palasbari Upazilla,  Gaibandha District. The 
community clinics were chosen purposively and 
participants 18 years and above willing to take part 
in the study were selected for interview. 568 
respondents' interviews were taken by purposive 
sampling with a pretested structured question-
naire. The study was carried out from 15th March 
2019 to 20th April 2019. Data were checked, 
verified, and edited. Data were analyzed and 
entered by SPSS.

Results:
Most of the respondents (amongst 568) were in the 
age group of 31-50 years (45.4%), averaging 37.98 
±13.75 years. The majority were female (83%) and 
housewives (76.8%). (Table-I)

93.5% of the respondents visited community 
clinics. Most of the respondents (85.6%) benefited 
from the community clinic service. (Table-II)

Maternal and child health service utilization was 
poor (pregnancy registration 27.6%, ANC and 
PNC 45.2%, family planning services 49.3%) and 
there is no normal delivery service in the commu-
nity clinic. 66.2% of the respondents availed EPI 
services, 45.8% received health education, 65.3% 
received Vitamin-A supplementation, 59.9% 
availed child care services, 71.7% received 
treatment of minor illness and diseases, 17.4% 
availed referral services. (Table-III)  

Discussion: 
The primary functions of the community clinics 
are delivering primary health care services to the 
grass root level of people. For each 6000 popula-
tion, there is one community clinic. It provides 
services including birth and death registration, 
pregnancy registration, family planning methods, 
EPI, Vitamin-A supplementation, child care, 
treatment of minor illnesses and diseases, health 
education, health services, nutrition education, 
etc.9 Community clinics also provide oral rehydra-
tion salt (ORS), anti-helminthic drugs, DOTS for 
TB, MDT for leprosy, anti-malarial drugs, etc. 
However, the report showed that community 
involvement in managing community clinics was 
inadequate.10,11 The study by Mitra et al12 showed 
that despite an existing public health system 
network, Bangladesh's demographic and health 
survey found that along with public health 
services, people also received medical services 
from private doctors or clinics, unqualified practi-
tioners, traditional healers, and pharma-
cies/shops.12 But our study revealed that respon-
dents of the catchment areas availed of the Essen-
tial Health Service Package (ESP) services provided 
by community clinics were satisfactory. 98% of 
people were aware of the community clinic and 
93.5% visited there.  Although they utilize all 
services provided by community clinics, mainly 
they use treatment of minor diseases and injuries 
(71.7%). EPI, Vitamin-A Supplementation, and 
Community Child Care services provided through 
community clinics are satisfactory. Health educa-
tion services (45.8%) were poor below the mark 
and the referral service was poor. 
One of the most important functions of the 
community clinic is to provide maternal and child 
health care. But the community clinic we visited 
did not provide normal delivery service and Mater-
nal and child health care was not up to the mark 
(pregnancy registration 27.6%, ANC and PNC 
45.2%, family planning services 49.3%). In 2002; 
a maternal health review found that people 
received government maternal health facilities in 
only 20% of cases.13 A survey in Uganda shows 
that maternal and child health services in rural 
health centers were also poor there.14 So, it should 
start normal delivery and maternal health 
campaign in rural areas immediately.The expand-
ed program on immunization (EPI) has been a 
great achievement in the health system in Bangla-
desh. It ensures universal access to vaccination 

and has substantially improved the coverage of 
vaccines in children. For example, it has increased 
the percentage of BCG vaccines among children 
less than 1 year of age from 2% in 1985 to 99% in 
2009.15 Our study reflected almost a similar trend, 
as most of the respondents participated in the EPI 
vaccination program. EPI service (66.2%) is 
comparatively low as an outreach center 
commonly used for EPI service. The most recent 
BDHS (Bangladesh Demographic and Health 
Survey) states that 62% of currently married 
women aged 15-49 years (Reproductive age) in 
Bangladesh are using any contraceptive meth-
ods.16 But our study revealed that 49.3% of respon-
dents get family planning services whereas the 
Contraceptive Prevalence Rate (CRP) of Bangla-
desh is 62.4% (according to the World Bank 
Collection of Development Indicators) which was 
not up to the mark. Another study found wide-
spread dissatisfaction among local people in 
regard to the overall performance of the communi-
ty clinics. The government policy says that appro-
priate referrals should be made to nearby second-
ary or tertiary government hospitals if patients 
cannot be managed in the community clinic.17 

According to our survey the quality of medicine 
supplied by the community clinic was good. Only 
17.4% of people had been referred for better treat-
ment to secondary and tertiary level hospitals 
which was not sufficient.This survey revealed that 
71.7% of respondents got treatment for minor 
illnesses and diseases from the community clinic. 
The survey showed that mainly middle-class 
(41.2%) and illiterate (32.7%) people got treatment 
there. This is dissimilar to the findings of studies on 
health care-seeking behaviors in other parts of the 
world such as the USA, Nepal, and Nigeria.18-21

Conclusion:
Few services provided through community clinics 
are satisfactory, but there are some lacking, such 
as the absence of facilities for normal delivery and 
maternal and child health care services, and refer-
ral services. To facilitate the health of the rural 
population, community clinics should start normal 
delivery immediately and strengthen their Mater-
nal and child health care and referral service.
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Introduction:
To facilitate the health of the rural population 
primary health care is a key to achieving their 
basic needs of them. Bangladesh has achieved this 
outcome partly because of impressive gains in 
access to, and high coverage of selected health 
interventions, particularly in rural regions.1 Health 

service delivery at the primary level is provided 
through three tiers. Upazilla health complex situat-
ed at Upazila level, union sub-center at the union 
level, and community clinic at ward or village 
level for each 6,000 population. Community 
clinics were established to extend PHC at the grass 
root level. The government of Bangladesh planned 

to establish 18,000 community clinics (CCs) over 
the 5 years period of 1996-2001. 10,723 CCs were 
constructed, out of which 8,000 began functioning 
in the three years spanning from 1998-2001. How-
ever, after a change in the cabinet of the govern-
ment of Bangladesh in 2001, all of the CCs were 
gradually closed and remained nonfunctioning for 
the next 8 years.  CCs started to function again in 
2009 under the project entitled “Revitalization of 
community health care initiatives in Bangladesh” 
and have continued operating since then.2 Each 
CC served about 6,000 people in its jurisdiction. 
All of the CCs were built up in a Public Private 
Partnership (PPP) style. To establish a CC in the 
locality, community members donate a piece of 
land on which the government built the office 
structure for the CC. Government provide human 
resources and medicine to start the CC and main-
tained this support after the start of the operation. 
The management body of a CC consisted of local 
community leaders as well as representatives from 
the government.3 The CCs are staffed by communi-
ty health care providers (CHCP) responsible for 
providing health education, health promotion, 
treatment for minor ailments, and identifying and 
referring severe cases to the hospital. The CHCPs 
provide health care in the CC for weekly 6 days 
from 9am to 3pm (Friday and holidays closed). The 
FWA and HA alternatively provide health care in 
the CC. The primary aim of the community clinic 
is to provide a package of health and family 
welfare services in a cost-effective way and in a 
manner easy to manage and convenient to the 
client. Service delivery from fixed facilities may 
lead to disadvantages like longer travel time, and 
limiting access or coverage, especially for the poor 
and women. To offset these potential disadvantag-
es, strategies were undertaken to increase the 
scope and quality of services to encourage com-
munity participation in the health sector.4 The 
proposed number of community clinics is 18,000 
of which 14500 were constructed and the remain-
ing 3,500 are to be established in time. The 
government has approved a five-year-long new 
project called “Revitalization of Community 
Health Care Initiatives in Bangladesh” to further 
develop the CCs and strengthen their operation. It 
is aimed that CCs will play the central role in deliv-
ering primary health care through effective com-

munity participation. A community group consti-
tuted of 9-11 members from local people has been 
given the responsibility to operate each CC. The 
government is providing staff and medicine. Over 
nine thousand community groups have been given 
orientation training. The government health 
service gives priority to the poor and marginal 
community as well as to the people living in 
hard-to-reach areas.5 Many developing countries 
like India, China, and Malaysia, deliver their 
health services through community efforts but 
Bangladesh is unique in delivering primary health 
care by reaching health to the doorstep of people. 
So, access to this healthcare is very important, and 
determining people’s utilization of services provid-
ed through community clinics is necessary for 
those who want to explore the health services 
provided by the government However, these 
CHCP are facing many problems in delivering 
their services, attributable to the different speeds of 
development among centers, lack of resources and 
imbalance in sizes of CHCP, so it is difficult for 
them to meet citizen needs.6-8 Therefore, the 
purpose of this study was to assess the prevalence 
of access and to determine the factors that influ-
ence utilization of services provided through 
community clinics by rural people of the catch-
ment area of six community clinics of Palasbari 
Upazila, Gaibandha District.

Methods:
It was a cross-sectional descriptive study carried 
out in the catchment area of 6 community clinics 
of Palasbari Upazilla,  Gaibandha District. The 
community clinics were chosen purposively and 
participants 18 years and above willing to take part 
in the study were selected for interview. 568 
respondents' interviews were taken by purposive 
sampling with a pretested structured question-
naire. The study was carried out from 15th March 
2019 to 20th April 2019. Data were checked, 
verified, and edited. Data were analyzed and 
entered by SPSS.

Results:
Most of the respondents (amongst 568) were in the 
age group of 31-50 years (45.4%), averaging 37.98 
±13.75 years. The majority were female (83%) and 
housewives (76.8%). (Table-I)

93.5% of the respondents visited community 
clinics. Most of the respondents (85.6%) benefited 
from the community clinic service. (Table-II)

Maternal and child health service utilization was 
poor (pregnancy registration 27.6%, ANC and 
PNC 45.2%, family planning services 49.3%) and 
there is no normal delivery service in the commu-
nity clinic. 66.2% of the respondents availed EPI 
services, 45.8% received health education, 65.3% 
received Vitamin-A supplementation, 59.9% 
availed child care services, 71.7% received 
treatment of minor illness and diseases, 17.4% 
availed referral services. (Table-III)  

Discussion: 
The primary functions of the community clinics 
are delivering primary health care services to the 
grass root level of people. For each 6000 popula-
tion, there is one community clinic. It provides 
services including birth and death registration, 
pregnancy registration, family planning methods, 
EPI, Vitamin-A supplementation, child care, 
treatment of minor illnesses and diseases, health 
education, health services, nutrition education, 
etc.9 Community clinics also provide oral rehydra-
tion salt (ORS), anti-helminthic drugs, DOTS for 
TB, MDT for leprosy, anti-malarial drugs, etc. 
However, the report showed that community 
involvement in managing community clinics was 
inadequate.10,11 The study by Mitra et al12 showed 
that despite an existing public health system 
network, Bangladesh's demographic and health 
survey found that along with public health 
services, people also received medical services 
from private doctors or clinics, unqualified practi-
tioners, traditional healers, and pharma-
cies/shops.12 But our study revealed that respon-
dents of the catchment areas availed of the Essen-
tial Health Service Package (ESP) services provided 
by community clinics were satisfactory. 98% of 
people were aware of the community clinic and 
93.5% visited there.  Although they utilize all 
services provided by community clinics, mainly 
they use treatment of minor diseases and injuries 
(71.7%). EPI, Vitamin-A Supplementation, and 
Community Child Care services provided through 
community clinics are satisfactory. Health educa-
tion services (45.8%) were poor below the mark 
and the referral service was poor. 
One of the most important functions of the 
community clinic is to provide maternal and child 
health care. But the community clinic we visited 
did not provide normal delivery service and Mater-
nal and child health care was not up to the mark 
(pregnancy registration 27.6%, ANC and PNC 
45.2%, family planning services 49.3%). In 2002; 
a maternal health review found that people 
received government maternal health facilities in 
only 20% of cases.13 A survey in Uganda shows 
that maternal and child health services in rural 
health centers were also poor there.14 So, it should 
start normal delivery and maternal health 
campaign in rural areas immediately.The expand-
ed program on immunization (EPI) has been a 
great achievement in the health system in Bangla-
desh. It ensures universal access to vaccination 

and has substantially improved the coverage of 
vaccines in children. For example, it has increased 
the percentage of BCG vaccines among children 
less than 1 year of age from 2% in 1985 to 99% in 
2009.15 Our study reflected almost a similar trend, 
as most of the respondents participated in the EPI 
vaccination program. EPI service (66.2%) is 
comparatively low as an outreach center 
commonly used for EPI service. The most recent 
BDHS (Bangladesh Demographic and Health 
Survey) states that 62% of currently married 
women aged 15-49 years (Reproductive age) in 
Bangladesh are using any contraceptive meth-
ods.16 But our study revealed that 49.3% of respon-
dents get family planning services whereas the 
Contraceptive Prevalence Rate (CRP) of Bangla-
desh is 62.4% (according to the World Bank 
Collection of Development Indicators) which was 
not up to the mark. Another study found wide-
spread dissatisfaction among local people in 
regard to the overall performance of the communi-
ty clinics. The government policy says that appro-
priate referrals should be made to nearby second-
ary or tertiary government hospitals if patients 
cannot be managed in the community clinic.17 

According to our survey the quality of medicine 
supplied by the community clinic was good. Only 
17.4% of people had been referred for better treat-
ment to secondary and tertiary level hospitals 
which was not sufficient.This survey revealed that 
71.7% of respondents got treatment for minor 
illnesses and diseases from the community clinic. 
The survey showed that mainly middle-class 
(41.2%) and illiterate (32.7%) people got treatment 
there. This is dissimilar to the findings of studies on 
health care-seeking behaviors in other parts of the 
world such as the USA, Nepal, and Nigeria.18-21

Conclusion:
Few services provided through community clinics 
are satisfactory, but there are some lacking, such 
as the absence of facilities for normal delivery and 
maternal and child health care services, and refer-
ral services. To facilitate the health of the rural 
population, community clinics should start normal 
delivery immediately and strengthen their Mater-
nal and child health care and referral service.
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Pregnancy Registration

No  381 67.1

Yes  157 27.6

Not applicable 30 5.3

Total  568 100

Family Planning Methods

No  263 46.3

Yes  280 49.3

Not applicable 25 4.4

Total  568 100

Ante-natal & Post-natal care

No  297 52.0

Yes  256 45.2

Not applicable 15 2.8

Total  568 100

No  168 29.6

Yes  376 66.2

Not applicable 24 4.2

Total  568 100

Health Education- Hygiene, Diet, Immunization,
Reproductive Health

No  284 50.0

Yes  260 45.8

Not applicable 24 4.2

Total  568 100

Vitamin-A Supplementation

No  174 30.6

Yes  371 65.3

Not applicable 23 4.0

Total  568 100

Child Care  

No  203 35.7

Yes  340 59.9

Not applicable 25 4.4

Total  568 100

Treatment of Minor Diseases & Injuries

No  136 23.9

Yes  407 71.7

Not applicable 25 4.4

Total  568 100

Referral

No  444 78.2

Yes  99 17.4

Not applicable 25 4.4

Total  568 100

Services Frequency Percentage
(%)

Table-III: Different types of services received by 
the respondents 

Sex  
Male 97 17

Female 471 83

Age (Years)  
15 to 30  227 40

31 to 50  258 45.4

51 to above  83 14.6

Mean Age                  37.98 ±13.75 

Occupation  
House wife  436 76.8

Farmer  40 7.0

Day labourer  17 3.0

Others  75 13.2

Socio-demographic
Characteristics Frequency Percentage

(%)

Table-I: Socio-demographic Characteristics of the 
respondents (n= 568)

Respondent's response
and opinions Frequency Percentage 

(%)
Respondent's response to community clinic

Aware and access to a 
531 93.5community clinic 

Aware and not access to a 
26 4.5community clinic

Not Aware of  community
 11 2clinic

Opinions about overall Services Benefit

Benefited 486 85.6

Not benefited 53 9.3

Not applicable 29 5.1

Table-II: Respondent's response and opinions about 
the services of the community clinic (n=568)
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Services Provided Through Community Clinic

Introduction:
To facilitate the health of the rural population 
primary health care is a key to achieving their 
basic needs of them. Bangladesh has achieved this 
outcome partly because of impressive gains in 
access to, and high coverage of selected health 
interventions, particularly in rural regions.1 Health 

service delivery at the primary level is provided 
through three tiers. Upazilla health complex situat-
ed at Upazila level, union sub-center at the union 
level, and community clinic at ward or village 
level for each 6,000 population. Community 
clinics were established to extend PHC at the grass 
root level. The government of Bangladesh planned 

to establish 18,000 community clinics (CCs) over 
the 5 years period of 1996-2001. 10,723 CCs were 
constructed, out of which 8,000 began functioning 
in the three years spanning from 1998-2001. How-
ever, after a change in the cabinet of the govern-
ment of Bangladesh in 2001, all of the CCs were 
gradually closed and remained nonfunctioning for 
the next 8 years.  CCs started to function again in 
2009 under the project entitled “Revitalization of 
community health care initiatives in Bangladesh” 
and have continued operating since then.2 Each 
CC served about 6,000 people in its jurisdiction. 
All of the CCs were built up in a Public Private 
Partnership (PPP) style. To establish a CC in the 
locality, community members donate a piece of 
land on which the government built the office 
structure for the CC. Government provide human 
resources and medicine to start the CC and main-
tained this support after the start of the operation. 
The management body of a CC consisted of local 
community leaders as well as representatives from 
the government.3 The CCs are staffed by communi-
ty health care providers (CHCP) responsible for 
providing health education, health promotion, 
treatment for minor ailments, and identifying and 
referring severe cases to the hospital. The CHCPs 
provide health care in the CC for weekly 6 days 
from 9am to 3pm (Friday and holidays closed). The 
FWA and HA alternatively provide health care in 
the CC. The primary aim of the community clinic 
is to provide a package of health and family 
welfare services in a cost-effective way and in a 
manner easy to manage and convenient to the 
client. Service delivery from fixed facilities may 
lead to disadvantages like longer travel time, and 
limiting access or coverage, especially for the poor 
and women. To offset these potential disadvantag-
es, strategies were undertaken to increase the 
scope and quality of services to encourage com-
munity participation in the health sector.4 The 
proposed number of community clinics is 18,000 
of which 14500 were constructed and the remain-
ing 3,500 are to be established in time. The 
government has approved a five-year-long new 
project called “Revitalization of Community 
Health Care Initiatives in Bangladesh” to further 
develop the CCs and strengthen their operation. It 
is aimed that CCs will play the central role in deliv-
ering primary health care through effective com-

munity participation. A community group consti-
tuted of 9-11 members from local people has been 
given the responsibility to operate each CC. The 
government is providing staff and medicine. Over 
nine thousand community groups have been given 
orientation training. The government health 
service gives priority to the poor and marginal 
community as well as to the people living in 
hard-to-reach areas.5 Many developing countries 
like India, China, and Malaysia, deliver their 
health services through community efforts but 
Bangladesh is unique in delivering primary health 
care by reaching health to the doorstep of people. 
So, access to this healthcare is very important, and 
determining people’s utilization of services provid-
ed through community clinics is necessary for 
those who want to explore the health services 
provided by the government However, these 
CHCP are facing many problems in delivering 
their services, attributable to the different speeds of 
development among centers, lack of resources and 
imbalance in sizes of CHCP, so it is difficult for 
them to meet citizen needs.6-8 Therefore, the 
purpose of this study was to assess the prevalence 
of access and to determine the factors that influ-
ence utilization of services provided through 
community clinics by rural people of the catch-
ment area of six community clinics of Palasbari 
Upazila, Gaibandha District.

Methods:
It was a cross-sectional descriptive study carried 
out in the catchment area of 6 community clinics 
of Palasbari Upazilla,  Gaibandha District. The 
community clinics were chosen purposively and 
participants 18 years and above willing to take part 
in the study were selected for interview. 568 
respondents' interviews were taken by purposive 
sampling with a pretested structured question-
naire. The study was carried out from 15th March 
2019 to 20th April 2019. Data were checked, 
verified, and edited. Data were analyzed and 
entered by SPSS.

Results:
Most of the respondents (amongst 568) were in the 
age group of 31-50 years (45.4%), averaging 37.98 
±13.75 years. The majority were female (83%) and 
housewives (76.8%). (Table-I)

93.5% of the respondents visited community 
clinics. Most of the respondents (85.6%) benefited 
from the community clinic service. (Table-II)

Maternal and child health service utilization was 
poor (pregnancy registration 27.6%, ANC and 
PNC 45.2%, family planning services 49.3%) and 
there is no normal delivery service in the commu-
nity clinic. 66.2% of the respondents availed EPI 
services, 45.8% received health education, 65.3% 
received Vitamin-A supplementation, 59.9% 
availed child care services, 71.7% received 
treatment of minor illness and diseases, 17.4% 
availed referral services. (Table-III)  

Discussion: 
The primary functions of the community clinics 
are delivering primary health care services to the 
grass root level of people. For each 6000 popula-
tion, there is one community clinic. It provides 
services including birth and death registration, 
pregnancy registration, family planning methods, 
EPI, Vitamin-A supplementation, child care, 
treatment of minor illnesses and diseases, health 
education, health services, nutrition education, 
etc.9 Community clinics also provide oral rehydra-
tion salt (ORS), anti-helminthic drugs, DOTS for 
TB, MDT for leprosy, anti-malarial drugs, etc. 
However, the report showed that community 
involvement in managing community clinics was 
inadequate.10,11 The study by Mitra et al12 showed 
that despite an existing public health system 
network, Bangladesh's demographic and health 
survey found that along with public health 
services, people also received medical services 
from private doctors or clinics, unqualified practi-
tioners, traditional healers, and pharma-
cies/shops.12 But our study revealed that respon-
dents of the catchment areas availed of the Essen-
tial Health Service Package (ESP) services provided 
by community clinics were satisfactory. 98% of 
people were aware of the community clinic and 
93.5% visited there.  Although they utilize all 
services provided by community clinics, mainly 
they use treatment of minor diseases and injuries 
(71.7%). EPI, Vitamin-A Supplementation, and 
Community Child Care services provided through 
community clinics are satisfactory. Health educa-
tion services (45.8%) were poor below the mark 
and the referral service was poor. 
One of the most important functions of the 
community clinic is to provide maternal and child 
health care. But the community clinic we visited 
did not provide normal delivery service and Mater-
nal and child health care was not up to the mark 
(pregnancy registration 27.6%, ANC and PNC 
45.2%, family planning services 49.3%). In 2002; 
a maternal health review found that people 
received government maternal health facilities in 
only 20% of cases.13 A survey in Uganda shows 
that maternal and child health services in rural 
health centers were also poor there.14 So, it should 
start normal delivery and maternal health 
campaign in rural areas immediately.The expand-
ed program on immunization (EPI) has been a 
great achievement in the health system in Bangla-
desh. It ensures universal access to vaccination 

and has substantially improved the coverage of 
vaccines in children. For example, it has increased 
the percentage of BCG vaccines among children 
less than 1 year of age from 2% in 1985 to 99% in 
2009.15 Our study reflected almost a similar trend, 
as most of the respondents participated in the EPI 
vaccination program. EPI service (66.2%) is 
comparatively low as an outreach center 
commonly used for EPI service. The most recent 
BDHS (Bangladesh Demographic and Health 
Survey) states that 62% of currently married 
women aged 15-49 years (Reproductive age) in 
Bangladesh are using any contraceptive meth-
ods.16 But our study revealed that 49.3% of respon-
dents get family planning services whereas the 
Contraceptive Prevalence Rate (CRP) of Bangla-
desh is 62.4% (according to the World Bank 
Collection of Development Indicators) which was 
not up to the mark. Another study found wide-
spread dissatisfaction among local people in 
regard to the overall performance of the communi-
ty clinics. The government policy says that appro-
priate referrals should be made to nearby second-
ary or tertiary government hospitals if patients 
cannot be managed in the community clinic.17 

According to our survey the quality of medicine 
supplied by the community clinic was good. Only 
17.4% of people had been referred for better treat-
ment to secondary and tertiary level hospitals 
which was not sufficient.This survey revealed that 
71.7% of respondents got treatment for minor 
illnesses and diseases from the community clinic. 
The survey showed that mainly middle-class 
(41.2%) and illiterate (32.7%) people got treatment 
there. This is dissimilar to the findings of studies on 
health care-seeking behaviors in other parts of the 
world such as the USA, Nepal, and Nigeria.18-21

Conclusion:
Few services provided through community clinics 
are satisfactory, but there are some lacking, such 
as the absence of facilities for normal delivery and 
maternal and child health care services, and refer-
ral services. To facilitate the health of the rural 
population, community clinics should start normal 
delivery immediately and strengthen their Mater-
nal and child health care and referral service.

References:
1. El Arifeen S, Christou A, Reichenbach L, Osman FA, 

Azad K, Islam KS, et al. Community-based 
approaches and partnerships: innovations in 
health-service delivery in Bangladesh. Lancet. 2013 

Dec 14;382(9909):2012-2026. doi: 10.1016/S 
0140-6736(13)62149-2. Epub 2013 Nov 21. 
Erratum in: Lancet. 2013 Dec 14;382(9909):1980. 

2. Sarker MA, Harun-Or-Rashid M, Reyer JA, Hirosa-
wa T, Yoshida Y, Islam MM, et al. Associations of 
socioeconomic determinants with community 
clinic awareness and visitation among women: 
evidence from Bangladesh Demographic and 
Health Survey-2011. BMC Res Notes. 2015 Oct 
21;8:590. doi: 10.1186/s13104-015-1374-7. 

3. Yaya S, Bishwajit G, Ekholuenetale M, Shah V. 
Awareness and utilization of community clinic 
services among women in rural areas in Bangla-
desh: A cross-sectional study. PLoS One. 2017 Oct 
27;12(10):e0187303. doi: 10.1371/journal.pone. 
0187303. 

4. Barman S, Nayeem MA. A field survey on provision 
of health care services in a community clinic of 
Bangladesh: a case study of Raicho community 
clinic. International Journal of Community Medi-
cine and Public Health. 2019 Dec 24; 6(1): 69-74.-
doi: http://dx.doi.org/10.18203/2394-6040.ijcmph 
20185229.

5. Ferdousi MJ. Patient satisfaction with community 
clinic care: facility and household based survey in a 
sub-district in Bangladesh. Mediscope 
2014;1(1):23-28.10.3329/mediscope.v1i1.21633

6. Pan X, Dib HH, Wang X, Zhang H. Service utiliza-
tion in community health centers in China: a 
comparison analysis with local hospitals. BMC 
Health Serv Res. 2006 Aug 3;6:93. doi: 
10.1186/1472-6963-6-93. 

7. Dehury RK, Chatterjee SC. Assessment of health 
management information system for monitoring of 
maternal health in Jaleswar Block of Balasore 
District, Odisha, India. Indian J Public Health. 2018 
Oct-Dec;62(4):259-264. doi: 10.4103/ijph.IJPH_20 
3_17. 

8. Thomas S, Beh L, Nordin RB. Health care delivery 
in Malaysia: changes, challenges and champions. J 
Public Health Afr. 2011 Sep 5;2(2):e23. doi: 
10.4081/jphia.2011.e23.

9. Nargis M, Hassan SM, Islam KS, Hena IA, Ahmed Z. 
Study on health workforce in the clinics of Bangla-
desh. Dhaka: Human Resources Development 
Unit, Ministry of Health and Family Welfare, 
Government of the People’s Republic of Bangla-
desh. 2010.

10. Primary healthcare. Revitalization of community 
clinics. Chapter 4. Health bulletin 2012. Available 
at www.dghs.gov.bd/licts_file/ Health_Bullet-
in/.CH/ HB 2012_ CH4_PHC.pdf. [Accessed on 9 
April 2015].

11.  Normand C, Iftekar MH, Rahman SA. Assessment of 
the community clinics: effects on service delivery, 
quality and utilization of services. Health System 
Development Programme, Bangladesh.2002. 

https://assets.publishing.service.gov.uk/ media/ 57a 
08c35ed 915d3cfd 001236/ bang_comm_clin-
ics_web_version.pdf [Accessed 9 September 2018].

12. Mitra SN, Al-Sabir A, Cross AR, Jamil K. Bangladesh 
Demographic and Health Survey 1996-1997. 
Dhaka and Calverton, Maryland: National Institute 
of Population Research and Training (NIPORT), 
Mitra and Associates and Macro International Inc. 
1997. https://dhsprogram.com/pubs/pdf/FR88/FR88 
.pdf [Accessed 9 September 2018].

13.  Rahman SA, Parkhurst JO, Normand C. Maternal 
Health Review: Bangladesh. Policy Research Unit 
(PRU), Ministry of Health and Family Welfare 
Government of Peoples Republic of Bangladesh. 
2003. https://assets.publishing.service. gov.uk/ 
media/57a08cf4ed915d622c0016a7/02-03_ban-
gladesh.pdf [Accessed 9 September 2018].

14. Christine Kirunga Tashobya; Peter Ogwang Ogwal. 
Primary  health care and health sector reforms in 
Uganda. Department of Health Sciences of Uganda 
Martyrs University. 2004 Dec, 31;2(1): 1724-6107.-
doi:https:// hdl.handle . net/ 1807/ 6032.

15.  Islam MD, Alam HSK, Islam MR. EPI programme: 
An excellent success for prevention of communica-
ble diseases in Bangladesh. DS (Child) H J. 
2010;26(2):113-118.

16.  National Institute of Population Research and 
Training (NIPORT), Mitra and Associates, and ICF 
International. Bangladesh Demographic and Health 
Survey 2014. Dhaka, Bangladesh, and Rockville, 
Maryland, USA: NIPORT, Mitra and Associates, 
and ICF International. 2016. https://dhspro-
gram.com/pubs/pdf/ FR311/ FR311.pdf  [Accessed 
9 September 2018].

17.  Community clinic. Community based health care, 
2018. http:/www. community clinic. gov.bd. 
[Accessed 9 September 2018]. 

18. Spleen AM, Lengerich EJ, Camacho FT, Vanderpool 
RC. Health care avoidance among rural popula-
tions: results from a nationally representative 
survey. J Rural Health. 2014 Winter;30(1):79-88. 
doi: 10.1111/jrh.12032.

19.  Sreeramareddy CT, Shankar RP, Sreekumaran BV, 
Subba SH, Joshi HS, Ramachandran U. Care 
seeking behaviour for childhood illness--a 
questionnaire survey in western Nepal. BMC Int 
Health Hum Rights. 2006 May 23;6:7. doi: 
10.1186/1472-698X-6-7.

20. Ogunlesi TA, Olanrewaju DM. Socio-demographic 
factors and appropriate health care-seeking behav-
ior for childhood illnesses. J Trop Pediatr. 2010 
Dec;56(6):379-85. doi: 10.1093/tropej/fmq009.

21.  Fan L, Shah MN, Veazie PJ, Friedman B. Factors 
associated with emergency department use among 
the rural elderly. J Rural Health. 2011 
Winter;27(1):39-49. doi: 10.1111/j. 1748-0361. 
2010.00313.x.



24J Rang Med Col. September 2022; Vol. 7, No. 2:-20-24

Journal of Rangpur Medical College

Introduction:
To facilitate the health of the rural population 
primary health care is a key to achieving their 
basic needs of them. Bangladesh has achieved this 
outcome partly because of impressive gains in 
access to, and high coverage of selected health 
interventions, particularly in rural regions.1 Health 

service delivery at the primary level is provided 
through three tiers. Upazilla health complex situat-
ed at Upazila level, union sub-center at the union 
level, and community clinic at ward or village 
level for each 6,000 population. Community 
clinics were established to extend PHC at the grass 
root level. The government of Bangladesh planned 

to establish 18,000 community clinics (CCs) over 
the 5 years period of 1996-2001. 10,723 CCs were 
constructed, out of which 8,000 began functioning 
in the three years spanning from 1998-2001. How-
ever, after a change in the cabinet of the govern-
ment of Bangladesh in 2001, all of the CCs were 
gradually closed and remained nonfunctioning for 
the next 8 years.  CCs started to function again in 
2009 under the project entitled “Revitalization of 
community health care initiatives in Bangladesh” 
and have continued operating since then.2 Each 
CC served about 6,000 people in its jurisdiction. 
All of the CCs were built up in a Public Private 
Partnership (PPP) style. To establish a CC in the 
locality, community members donate a piece of 
land on which the government built the office 
structure for the CC. Government provide human 
resources and medicine to start the CC and main-
tained this support after the start of the operation. 
The management body of a CC consisted of local 
community leaders as well as representatives from 
the government.3 The CCs are staffed by communi-
ty health care providers (CHCP) responsible for 
providing health education, health promotion, 
treatment for minor ailments, and identifying and 
referring severe cases to the hospital. The CHCPs 
provide health care in the CC for weekly 6 days 
from 9am to 3pm (Friday and holidays closed). The 
FWA and HA alternatively provide health care in 
the CC. The primary aim of the community clinic 
is to provide a package of health and family 
welfare services in a cost-effective way and in a 
manner easy to manage and convenient to the 
client. Service delivery from fixed facilities may 
lead to disadvantages like longer travel time, and 
limiting access or coverage, especially for the poor 
and women. To offset these potential disadvantag-
es, strategies were undertaken to increase the 
scope and quality of services to encourage com-
munity participation in the health sector.4 The 
proposed number of community clinics is 18,000 
of which 14500 were constructed and the remain-
ing 3,500 are to be established in time. The 
government has approved a five-year-long new 
project called “Revitalization of Community 
Health Care Initiatives in Bangladesh” to further 
develop the CCs and strengthen their operation. It 
is aimed that CCs will play the central role in deliv-
ering primary health care through effective com-

munity participation. A community group consti-
tuted of 9-11 members from local people has been 
given the responsibility to operate each CC. The 
government is providing staff and medicine. Over 
nine thousand community groups have been given 
orientation training. The government health 
service gives priority to the poor and marginal 
community as well as to the people living in 
hard-to-reach areas.5 Many developing countries 
like India, China, and Malaysia, deliver their 
health services through community efforts but 
Bangladesh is unique in delivering primary health 
care by reaching health to the doorstep of people. 
So, access to this healthcare is very important, and 
determining people’s utilization of services provid-
ed through community clinics is necessary for 
those who want to explore the health services 
provided by the government However, these 
CHCP are facing many problems in delivering 
their services, attributable to the different speeds of 
development among centers, lack of resources and 
imbalance in sizes of CHCP, so it is difficult for 
them to meet citizen needs.6-8 Therefore, the 
purpose of this study was to assess the prevalence 
of access and to determine the factors that influ-
ence utilization of services provided through 
community clinics by rural people of the catch-
ment area of six community clinics of Palasbari 
Upazila, Gaibandha District.

Methods:
It was a cross-sectional descriptive study carried 
out in the catchment area of 6 community clinics 
of Palasbari Upazilla,  Gaibandha District. The 
community clinics were chosen purposively and 
participants 18 years and above willing to take part 
in the study were selected for interview. 568 
respondents' interviews were taken by purposive 
sampling with a pretested structured question-
naire. The study was carried out from 15th March 
2019 to 20th April 2019. Data were checked, 
verified, and edited. Data were analyzed and 
entered by SPSS.

Results:
Most of the respondents (amongst 568) were in the 
age group of 31-50 years (45.4%), averaging 37.98 
±13.75 years. The majority were female (83%) and 
housewives (76.8%). (Table-I)

93.5% of the respondents visited community 
clinics. Most of the respondents (85.6%) benefited 
from the community clinic service. (Table-II)

Maternal and child health service utilization was 
poor (pregnancy registration 27.6%, ANC and 
PNC 45.2%, family planning services 49.3%) and 
there is no normal delivery service in the commu-
nity clinic. 66.2% of the respondents availed EPI 
services, 45.8% received health education, 65.3% 
received Vitamin-A supplementation, 59.9% 
availed child care services, 71.7% received 
treatment of minor illness and diseases, 17.4% 
availed referral services. (Table-III)  

Discussion: 
The primary functions of the community clinics 
are delivering primary health care services to the 
grass root level of people. For each 6000 popula-
tion, there is one community clinic. It provides 
services including birth and death registration, 
pregnancy registration, family planning methods, 
EPI, Vitamin-A supplementation, child care, 
treatment of minor illnesses and diseases, health 
education, health services, nutrition education, 
etc.9 Community clinics also provide oral rehydra-
tion salt (ORS), anti-helminthic drugs, DOTS for 
TB, MDT for leprosy, anti-malarial drugs, etc. 
However, the report showed that community 
involvement in managing community clinics was 
inadequate.10,11 The study by Mitra et al12 showed 
that despite an existing public health system 
network, Bangladesh's demographic and health 
survey found that along with public health 
services, people also received medical services 
from private doctors or clinics, unqualified practi-
tioners, traditional healers, and pharma-
cies/shops.12 But our study revealed that respon-
dents of the catchment areas availed of the Essen-
tial Health Service Package (ESP) services provided 
by community clinics were satisfactory. 98% of 
people were aware of the community clinic and 
93.5% visited there.  Although they utilize all 
services provided by community clinics, mainly 
they use treatment of minor diseases and injuries 
(71.7%). EPI, Vitamin-A Supplementation, and 
Community Child Care services provided through 
community clinics are satisfactory. Health educa-
tion services (45.8%) were poor below the mark 
and the referral service was poor. 
One of the most important functions of the 
community clinic is to provide maternal and child 
health care. But the community clinic we visited 
did not provide normal delivery service and Mater-
nal and child health care was not up to the mark 
(pregnancy registration 27.6%, ANC and PNC 
45.2%, family planning services 49.3%). In 2002; 
a maternal health review found that people 
received government maternal health facilities in 
only 20% of cases.13 A survey in Uganda shows 
that maternal and child health services in rural 
health centers were also poor there.14 So, it should 
start normal delivery and maternal health 
campaign in rural areas immediately.The expand-
ed program on immunization (EPI) has been a 
great achievement in the health system in Bangla-
desh. It ensures universal access to vaccination 

and has substantially improved the coverage of 
vaccines in children. For example, it has increased 
the percentage of BCG vaccines among children 
less than 1 year of age from 2% in 1985 to 99% in 
2009.15 Our study reflected almost a similar trend, 
as most of the respondents participated in the EPI 
vaccination program. EPI service (66.2%) is 
comparatively low as an outreach center 
commonly used for EPI service. The most recent 
BDHS (Bangladesh Demographic and Health 
Survey) states that 62% of currently married 
women aged 15-49 years (Reproductive age) in 
Bangladesh are using any contraceptive meth-
ods.16 But our study revealed that 49.3% of respon-
dents get family planning services whereas the 
Contraceptive Prevalence Rate (CRP) of Bangla-
desh is 62.4% (according to the World Bank 
Collection of Development Indicators) which was 
not up to the mark. Another study found wide-
spread dissatisfaction among local people in 
regard to the overall performance of the communi-
ty clinics. The government policy says that appro-
priate referrals should be made to nearby second-
ary or tertiary government hospitals if patients 
cannot be managed in the community clinic.17 

According to our survey the quality of medicine 
supplied by the community clinic was good. Only 
17.4% of people had been referred for better treat-
ment to secondary and tertiary level hospitals 
which was not sufficient.This survey revealed that 
71.7% of respondents got treatment for minor 
illnesses and diseases from the community clinic. 
The survey showed that mainly middle-class 
(41.2%) and illiterate (32.7%) people got treatment 
there. This is dissimilar to the findings of studies on 
health care-seeking behaviors in other parts of the 
world such as the USA, Nepal, and Nigeria.18-21

Conclusion:
Few services provided through community clinics 
are satisfactory, but there are some lacking, such 
as the absence of facilities for normal delivery and 
maternal and child health care services, and refer-
ral services. To facilitate the health of the rural 
population, community clinics should start normal 
delivery immediately and strengthen their Mater-
nal and child health care and referral service.
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