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  Abstract 

Women’s ill health and health-related vulnerability in urban slums of Dhaka is 

a significant but largely invisible problem. Despite having access to better 

healthcare facilities like in the capital, slum women face multiple barriers due 

to poverty, overpopulation, gender inequality and limited healthcare. Thus, the 

study was undertaken mainly explore the social and cultural factors behind 

women’s health problems; assess healthcare providers’ perceptions of 

women’s health, disease and mortality; and determine structural barriers to 

women’s health. The study was conducted at Hazaribagh and Kamrangirchar 

slums in Dhaka, Bangladesh. Data were collected from 90 respondents through 

qualitative social autopsy methods, which used in-depth interviews, focus 

group discussions and participatory observation. The results revealed key 

obstacles include poverty, illiteracy, delayed decision-making, 

misconceptions, mistrust of medical institutions, and infrastructural limitations 

for women’s access to healthcare. A community-based survival model has been 

proposed which that has focused on education, poverty reduction, awareness, 

improved facilities, and trust-building. Implementing these measures could 

reduce preventable deaths and support broader goals of health, equity, and 

sustainable development.  

 

Keywords: Women’s Health, Urban Slums, Dhaka, Social Autopsy, Gender 
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1. INTRODUCTION        
Women’s health and mortality represent a significant worldwide public health concern because of the 

complex interactions between biological, social, cultural, and economic factors (Sen & Östlin, 2008; 

WHO, 2021). Globally, women encounter a variety of health issues, from the growing prevalence of 

non-communicable diseases (NCDs) to issues related to reproduction and motherhood. Approximately 

830 women perish every day from pregnancy and childbirth-related avoidable causes, the great majority 

of which take place in low- and middle-income nations (WHO, 2021). In addition to threats to 

reproductive health, NCDs including cancer, diabetes, and cardiovascular illnesses are now the main 

causes of morbidity and death among women (Vos et al., 2020). Crucially, research shows that women 

frequently exhibit unusual symptoms for diseases like heart disease, which leads to underdiagnosis and 

postponed treatment (Mehta et al., 2016). However, the burden of women's health issues goes much 

beyond biological factors. Socioeconomic marginalization, gender discrimination, and structural 

inequality continue to be major contributors to poor health outcomes (Farmer, 2004; Marmot, 2015). 

Women frequently put their families' needs ahead of their own health and later social shame, poverty, 

illiteracy, and cultural norms all make it more difficult for them to get healthcare (Ahmed et al., 2010). 

Furthermore, one in three women may experience physical or sexual violence, which poses a danger to 

their health worldwide and can have long-term effects on their physical and mental health (WHO, 2021; 

Devries et al., 2013). Women have greater rates of stress, anxiety, and depression because of these 

overlapping vulnerabilities, especially in settings with limited resources (Patel et al., 2018). 

In urban informal settlements, where poverty, overcrowding, and environmental risks create 

circumstances of severe vulnerability, women’s health issues become particularly acute. Millions of 

people live in slums in Dhaka which is one of the world’s fastest-growing megacities, with 

Kamrangirchar and Hazaribagh being two of the most crowded neighbourhoods (Banks & Hulme, 2011). 

Maternal mortality, obstetric difficulties, malnutrition, infectious illnesses like TB and diarrheal 

infections, and the increasing incidence of non-communicable diseases (NCDs) like diabetes and 

hypertension are among the many and overlapping hazards that women in these slums face (Afsana & 

Wahid, 2013; Hossain et al., 2019). These vulnerabilities are made worse by environmental stressors 

including air pollution, contaminated drinking water, and the effects of climate change, which further 

solidify the cycle of poor health (Islam & Khan, 2018). 

 It is impossible to properly comprehend these health hazards from an anthropological standpoint 

without placing them in the context of the larger social, economic, and cultural dynamics of women’s 

life. Instead of seeing women’s deaths as expressions of institutional violence, ignoring these factors 

reduces them to “biological accidents” (Farmer, 2004). In this sense, a vital tool for determining the 

underlying causes of health disparities and avoidable mortality is the social autopsy technique, which 

looks at the social, cultural, and structural circumstances around sickness and death (Kalter et al., 2011; 

Nichols et al., 2018). 

Against this backdrop, the present study investigates the health problems of women in the slums of 

Kamrangirchar and Hazaribagh in Dhaka city through an anthropological lens. The study not only 

focuses on the biological and medical aspects of health, but also highlights the structural barriers, socio-

cultural constraints, and systemic inequalities that shape women’s vulnerabilities. By applying the social 

autopsy approach, this research seeks to uncover the underlying determinants of women’s health risks 

and provide evidence for policy reforms aimed at reducing health inequities in urban poor communities. 

However, the specific objectives of the study were to: (i) identify and describe the major socio-cultural 

reasons behind women’s health issues; (ii) assess healthcare providers’ perceptions of women’s health, 

disease and mortality; (iii) determine structural barriers to women’s health and (iv) examine the 

government policies adopted and implemented for improving women’s health services  
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2. LITERATURE REVIEW  
Research on urban slums consistently shows that poverty, insecure living conditions, and inadequate 

health services directly shape women’s health outcomes. Studies from South Asian and African urban 

settlements demonstrate that low-income women often experience delays in seeking treatment, rely 

heavily on informal healers, and face stigma regarding reproductive and mental health problems 

(Subbaraman et al., 2022; Ezeh et al., 2017). These patterns closely mirror the realities of Dhaka’s slums, 

where structural constraints and gendered power relations heavily influence women’s everyday health 

decisions. Within Bangladesh, existing research has largely emphasized maternal and reproductive 

health, highlighting persistent problems such as limited autonomy, restricted mobility, and financial 

dependence (Afsana & Wahid, 2013; Sultana, 2021). However, chronic illnesses, untreated infections, 

postpartum mental health concerns, and delays in treatment remain comparatively understudied in urban 

slum contexts. Building on this gap, the present study examines the interconnected social, economic, 

and cultural dimensions that shape women’s health in the slums of Hazaribagh and Kamrangirchar. 

A particular focus of this study is postpartum mental health an area often overlooked in slum-based 

research. Recent work in South Asia indicates that depression, anxiety, and emotional distress frequently 

go undiagnosed due to stigma, household surveillance, and gendered expectations surrounding 

motherhood (Patel et al., 2018; Nahar et al., 2022). These constraints resonate deeply with the narratives 

of women in Dhaka’s slums, where emotional suffering is often dismissed as weakness, fate, or spiritual 

imbalance, resulting in delays in help-seeking. Another emerging concern is women’s limited awareness 

of hereditary health risks such as breast cancer, cervical cancer, and thalassemia and their restricted 

access to screening or early detection. Although Bangladesh has introduced several cancer screening 

programmes, financial barriers and inadequate facilities prevent low-income women from benefiting 

(Ahmed et al., 2023). This is particularly challenging in Hazaribagh and Kamrangirchar, where women 

frequently reported ignoring early symptoms due to fear, cost, and mistrust of hospitals. 

Environmental and structural hazards further compound these health vulnerabilities. Research on 

Dhaka’s slums indicates that water scarcity, malnutrition, infectious diseases, and exposure to industrial 

pollution disproportionately affect women and children (Islam & Kelly, 2020). These conditions have 

been intensified by climate change and rapid urbanisation, placing additional strain on already fragile 

coping mechanisms. Although NGOs and government programmes operate in many slum areas, studies 

show that service delivery often suffers from overcrowding, staff shortages, irregular supplies, and lack 

of follow-up (Adams et al., 2013). The present study builds on this literature by examining how women 

evaluate the credibility, accessibility, and sustainability of available health services. By integrating these 

diverse strands of physical illness, mental health, hereditary risks, environmental exposure, cultural 

stigma, and institutional limitations this research moves beyond the narrower maternal-health focus 

prevalent in earlier work. Using a social autopsy approach, it uncovers how multiple structural and 

cultural factors intersect to shape women’s pathways to illness and treatment. In doing so, the study 

offers a more holistic understanding of women’s health vulnerabilities in Dhaka’s low-income urban 

settlements. 

 

3. RESEARCH METHODOLOGY 
3.1. Study Area 
The study was conducted at Hazaribagh and Kamrangirchar slums under the capital city Dhaka, 

Bangladesh characterized by poor sanitation, overcrowding, and limited healthcare facilities. A huge 

number of people including women are living in the slums area. 

 

3.2. Population and Sampling  
A list of (collected from office of the Dhaka City corporation) 801 women living in the two slums area 

and recognized as population of the study. Among them, 405 women living in Hazaribagh slum and 390 
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living in the Kamrangirchar slum area. About 10 percent of the population were selected as sample of 

the study. Thus, 41 samples from Hazaribagh and 39 samples from Kamrangirchar were selected.  There 

were 10 health service providers selected for KII while 20 women for two FGDs. One FGD was 

conducted with 10 women in Hazaribagh and another one in Kamrangirchar.  

In this study, a combination of stratified and purposive sampling was applied to ensure both 

representation and relevance. Women from Hazaribagh and Kamrangirchar slums were divided into 

three age groups (10–30, 31–40, and 41–60+) through stratified sampling. Proportional samples were 

then collected to ensure no group was overlooked. In addition, Purposive sampling was used to select 

households with higher rates of women’s health issues or mortality. Important informants such as men, 

physicians, nurses, and midwives were also included. A total of 90 participants were included, which 

strengthened both the accuracy and analytical depth of the findings. 

 

3.3. Data Collection Methods 
In data collection phase, Unstructured Interview, Field Observation and Free Listing were used. For this 

data collection 46 respondents were taken from Hazaribagh and 44 from Kamrangirchar. Among them 

80 were women and 10 were men.  Two focus group discussions (FGDs) were conducted in each slum. 

Each session consisted of 10 participants. FGDs and KIIs (Key informant interview) were conducted 

using a semi structured questionnaire. The survey instrument was improved on the basis of the results 

of the FGDs and KIIs. This research had used open-ended questions and conducts the conversation 

naturally. Field observation directly notes the course of events and the behaviour of the participants. For 

this, home inspections, hospital visits and area-based observations were made. The free listing method 

was used to collect detailed information from women quickly.  

Data were collected through semi-structured interviews and in-depth interviews (IDI) with health 

professionals. 10 interviews taken from hospital of Kamrangirchar and Hazaribagh. Among them 1 

senior doctor and 3 nurses’ interviews were taken from Kamrangirchar hospital. 3 interviews taken from 

the hospital of Hazaribagh; 1 from a duty doctor and 1 from nurse & 1 Daai. from Hazaribagh. Semi-

structured interviews involved formal conversations guided by a set of open-ended questions prepared 

in advance, ensuring both structure and flexibility in the discussion (Cohen, 2006). This method is 

particularly effective when a researcher has only one opportunity to interview a participant or when 

multiple interviewers are engaged in the field (Bernard, 1998). In contrast, in-depth interviews allowed 

respondents to share their personal thoughts, feelings, perceptions, beliefs, and motivations in greater 

detail, thereby generating rich qualitative insights. During fieldwork, the participating medical 

practitioners requested anonymity; therefore, while their professional perspectives and experiences are 

documented, their names are not disclosed in this research. Policy recommendations have been given on 

the basis of secondary data and literature support. 

 

3.4. Data Analysis 
This is qualitative and quantitative anthropological study, using the social autopsy method. Data was 

collected through case studies, narratives, and observations. The analysis followed a descriptive 

approach, which revealed the participants behaviours, experiences, and socio-cultural context. This 

study was guided by a postmodern epistemology which dismisses the positivist’s rational certainty in 

the attainability of epistemic privilege and replaces it with a relativist view of multi layers reality. Using 

thematic analysis (Fig 1), the data were analysed. After the interviews were transcribed, six steps were 

taken to conduct an exhaustive thematic analysis. The steps are familiarization with the data; generation 

of initial codes; searching for themes; reviewing themes; defining themes, and naming themes. The 

research questions prompted the use of an inductive methodology to extract themes from the data. 

Verification of codes and themes was performed at each stage of the study. 
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Figure 1: Thematic Analysis 

 

Source 1: Braun & Clarke (2006) 

According to the data gathered from the field, some theme-based reasons exist behind women’s health 

diseases, issues, and deaths in these areas. The analysis shows that the themes are interconnected and 

can influence each other. 3 themes and 8 subthemes for doing the analysis. Three major themes are the 

sociocultural reasons for women’s health issues, structural barriers contributing to women’s health 

disease and mortality, and the role of health practitioners. The subthemes are delay in healthcare seeking, 

healthcare seeking from the unprofessional, lack of trust towards the medical sector, prejudice, 

maintenance of hygiene, poverty, lack of medical facilities, and medical failure. The following thematic 

analysis (Fig 2) would help to understand the factors responsible for the cases of women’s health disease 

and deaths. . The following thematic analysis would help to understand the factors responsible for the 

cases of women’s health issues and deaths. 

                         

Figure 2: Thematic Analysis 

 

Source 2: Field Work (2024) 

 

4. FINDINGS AND DISCUSSION 
The findings of this study reveal that women living in the slums of Hazaribagh and Kamrangirchar 

encounter a complex web of structural, cultural, and institutional impediments that define their health 

status and impact how and when they seek treatment. These women are caught in a cycle of ongoing 

vulnerability due to poverty, a lack of decision-making authority, mistrust of medical institutions, 

environmental risks, and discrepancies between legislation and practice. This section interprets the 

findings in relation to existing theories and empirical research. 
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4.1. Socio-Cultural Shadows on Women’s Health 
Women living in slums Hazaribagh and Kamrangirchar in Dhaka have limited income and opportunities 

and face various social and economic challenges.  One of the clearest findings of this study is that poverty 

continues to be the dominant barrier affecting women’s treatment-seeking behaviour. With monthly 

household incomes often ranging between Tk 5,000 and 15,000, accessing healthcare becomes a 

secondary priority after food and rent. The inability to afford consultation fees, medicines, and diagnostic 

tests forces women to delay or avoid seeking care altogether. The health problems of women in those 

slums are not simply biological; they are also influenced by socio-cultural and structural factors. Field 

data show that delay, illiteracy-based prejudices and misconceptions, ignorance, unstable family 

relationships, reliance on unfamiliar or untrained doctors, and taking medicines without prescription are 

the main causes. These factors are not isolated they are intertwined with larger structural realities such 

as poverty, gender inequality, and social instability. 

 

Figure 3: Shadows of Poverty Effects on the Structure of Society 

 

Source 3: Field work 2024 

The Figure 3 expresses that, sometimes it becomes hard for the people of the study area to consult a 

doctor because of poverty. The data from the fieldwork asserts that there were multiple factors 

contributed directly or indirectly in women health disease and mortality. Among them poverty, illiteracy, 

and lack of awareness were most prominent. 

72 out of 80 informants said that poverty somehow worsened the situation. Not only that, but poverty 

is also the factor found dominating and causing other reasons for the women health issues and death. 

The below visual describe the relation between poverty and other factors. From the both end medical 

practitioners and the patient parties- it was found poverty is often the main reason for making a delay to 

seek healthcare. This pattern reflects Farmer’s (2004) argument on structural violence, which highlights 

how poverty is produced and reproduced by social and political systems, resulting in unequal health 

outcomes. Similar observations have been made in Bangladesh by Afsana and Wahid (2013), who 

emphasize that poor women’s access to reproductive and maternal health services is shaped largely by 

economic disadvantage and gendered power relations. The delays observed in this study closely align 

with the Three Delay Model (Thaddeus & Maine, 1994): delay in recognizing illness, delay in deciding 

to seek care, delay in reaching an appropriate facility. These findings echo Sultana’s (2010) work, which 

shows that economic hardship and household hierarchy play a major role in women’s health decisions 

in low-income communities. Poverty, therefore, is not merely one factor among many it connects and 

reinforces all other barriers. This supports the WHO Social Determinants of Health framework (Solar & 

Irwin, 2010), which argues that unequal distributions of resources and opportunities are central to health 

inequities. 
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4.2. Cultural Beliefs, Fear, and Mistrust Toward Biomedical Care 

A significant portion of women expressed fear and discomfort regarding hospitals and medical 

professionals. Descriptions of doctors as “slaughterers” and fear of injections, operations, and hospital 

procedures illustrate a deep emotional distance between slum communities and biomedical systems. 

Foucault’s (1973) notion of the medical gaze helps explain this dynamic. In contexts where health 

professionals are perceived as distant, authoritative, and unapproachable, patients often feel powerless 

and anxious. South Asian ethnographic studies (Ahmed & Rashid, 2010) similarly highlight that mistrust 

often grows out of previous bad experiences, perceived negligence, and unequal power relations. In the 

Hazaribagh and Kamrangichar slums, healthcare providers perceive women’s health problems from 

spiritual, cultural, and biomedical perspectives. These perceptions determine how women understand 

illness, when they seek treatment, and ultimately what type of care they receive.  

For example, midwives often interpret maternal or infant deaths as the result of supernatural 

forces such as bad weather, the evil eye, or the will of God. In these cases, they typically recommend 

religious remedies such as pani pora or tel pora. While these methods provide comfort, they usually 

delay seeking medical attention and result in avoidable deaths. Similarly, homeopathy is very popular in 

this region. It is believed to be cheap, safe, and moderate. Homoeopathic healers typically attribute 

women’s reproductive health problems, such as irregular menstruation, to psychological stress, family 

conflicts, or moral weakness rather than biological causes. Although their treatments are not always 

biologically correct, women choose them because they are more respectable, reliable and affordable. 

Traditional healers and religious leaders are also very important. They often attribute illness to curses, 

possession by spirits or divine retribution. Through rituals and protective amulets, they provide women 

with meaning and a sense of reassurance. 54% cases were found that a distrust or dissatisfaction towards 

the healthcare system is evident. Many do not try to seek healthcare as they do not trust the system. 

There is a common notion that doctors are no less than slaughterers. Table 3 below presents a 

comparative picture of this. 

 
Table 1: Percentage of Individual Women who Trust Doctor    

Source 4: Field work 2024 

In the Hazaribagh and Kamrangichar slums, it is seen that infrastructural constraints play a significant 

role in women’s health risks. Although the number of hospitals and diagnostic centres in the city is 

relatively high, the quality and capacity of these institutions are limited. Most local hospitals cannot 

provide specialized services; there is insufficient infrastructure for emergency healthcare, and ICU or 

operation theatre facilities, which are essential for maternal health, are also absent. During the research, 

it was observed that many hospitals are disrupted due to power outages, and there is no option but to 

refer emergency patients elsewhere. The hospital environment is also unhygienic, where crowding, noise 

pollution, unnecessary gatherings and mismanagement hinder the treatment process. As a result, it is 

seen that despite the number of hospitals, low-income women do not receive timely and proper treatment 

due to the lack of effective service delivery mechanisms. Another major constraint to healthcare in 

           Variable   Individual women                  Percentage  

               Yes                    18                  22% 

        Partially yes                    16                  16% 

                 No                    49                  56% 

            Not sure                     4                   6% 

               Total                    80                  100% 
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Hazaribagh and Kamrangichar is the lack of technological advancement. The lack of advanced 

diagnostic equipment makes the diagnosis process slow and inaccurate. In cases of breast cancer, 

cervical cancer or complex gynaecological diseases, it is difficult to get timely and proper treatment. 

Services like modern surgery or specialized therapy are almost absent, forcing patients to go to private 

hospitals. But due to financial constraints, most low-income families fail to avail themselves of these 

services. During childbirth complications, many mothers lose their lives due to the lack of operation 

theatres, adequate equipment, trained doctors and nurses, blood banks or ICU facilities in nearby 

government hospitals. Technological limitations not only compromise the quality of treatment but also 

increase the risk of maternal mortality. Added to this is the distance to government medical facilities, 

which are much further away than in these slums, and although there are a few clinics nearby, women 

are not as keen to seek treatment there because it is expensive. And the fear of the machines in biomedical 

circles working among them, as well as the delayed cure, also discourages them from seeking traditional 

medicine. Reliance on these practices often postpones essential biomedical treatment. The strong 

reliance on home remedies, spiritual healers, and traditional birth attendants reflects Kleinman’s (1980) 

concept of explanatory models, where people interpret illness through cultural, spiritual, and social 

meanings rather than purely biomedical frameworks. In this study, midwives attributing maternal deaths 

to supernatural causes mirrors the findings of Rashid (2009), who notes that spiritual interpretations often 

delay necessary medical intervention in Dhaka slums.  

Despite being located in the capital city, the study reveals that access to quality healthcare remains 

extremely limited for low-income women. Overcrowded hospitals, unhygienic conditions, lack of 

diagnostic equipment, and long waiting times discourage women from seeking timely care. Ahmed et 

al. (2015) similarly note that Bangladesh’s urban health system suffers from infrastructural weaknesses, 

bureaucratic delays, and high out-of-pocket expenses. The absence of essential technologies such as 

breast and cervical cancer screening facilities forces women to rely on costly private hospitals. The sense 

of being ignored or marginalized by health facilities echoes Farmer’s (2004) claim that health inequities 

are not accidental but rather the outcome of institutional arrangements that overlook disadvantaged 

populations. Thus, mistrust of the biomedical system is not a matter of lack of awareness; it is rooted in 

lived experiences, cultural worldviews, and systemic neglect. 

 

4.3. Environmental Hazards and Occupational Risks 
Environmental risks emerged as another major concern especially in Hazaribagh, where long-term 

exposure to tannery waste, contaminated water, and industrial chemicals significantly affects women’s 

health. UN-Habitat (2003) labels such conditions as environmental deprivation, a defining feature of 

urban slums. Studies on Hazaribagh’s pollution (Islam et al., 2015; Rahman, 2012) support the finding 

that women frequently suffer from respiratory infections, skin diseases, and chronic illnesses due to toxic 

exposure. Polluted environments are a major cause of women’s health problems, especially in 

Hazaribagh and Kamrangirchar slums area. It is known that women living in slums suffer from various 

diseases due to lack of a healthy environment, nutrition, healthcare, and socio-economic challenges.  

Data from 90 surveyed respondents show that the age group of 40–60 years is the most affected 

among women, and women aged 30–40 years are also at risk for diseases caused by physical infections. 

Due to unsanitary environments and limited healthcare, women in slums are at risk of infectious diseases 

such as diarrhoea, dysentery, typhoid, hepatitis, pneumonia, tuberculosis, chronic obstructive pulmonary 

disease (COPD), malaria, and dengue. Unclean water, food, dense population, open defecation, and 

cooking fumes increase the chances of environmental diseases. Skin and fungal infections are also 

common in unsanitary environments. Women who live in Hazaribagh and Kamrangirchar slums face 

reproductive health problems due to unsanitary conditions, limited access to healthcare. Lack of safe 

maternity services increases the risk of anaemia, malnutrition, and complications during pregnancy. 

Lack of family planning and reproductive infections (such as PID, gonorrhoea, and syphilis) are also 
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common. An inadequate diet leads to deficiencies in calcium, iron, vitamins, and protein. Pregnant and 

lactating women are at particular risk. Long hours of physical exertion, irregular lifestyles, and unhealthy 

work environments contribute to women’s physical problems. Long hours of heavy work, irregular 

eating habits, smoke, and contaminated cooking fuels increase respiratory problems such as asthma and 

COPD. Skin and fungal infections are also common in their unhealthy work environments. 79% 

respondents believe that aged from 40-60 years are more affected by environmental disease and that 

group of people die more on the other hand 21 % of respondents believe that 20-30 years are less affected 

by environmental disease. Women aged having 10-30 years face physical and mental problems due to 

child marriage, unplanned pregnancies, domestic violence and unhealthy environments. Hormonal 

imbalance, polycystic ovary syndrome (PCOS) and irregular menstruation are common. Women aged 

31–40 years are more likely to experience uterine prolapse and pelvic floor muscle weakness due to the 

stress from pregnancy and childbirth. Long labor, carrying heavy objects and unhealthy environments 

further aggravate the physical complications. Women aged 41-50 years enter menopause during this 

period, which leads to problems such as hormonal changes, hot flashes, sweating, mood swings and 

insomnia.  

In addition to reproductive health problems, the risk of bone weakness and osteoporosis increases. 

Chronic diseases such as diabetes, high blood pressure and heart disease are common. Physical and 

mental health problems are widespread among older women (50-more than 60 years). They are at risk 

of infectious diseases such as diarrhoea, typhoid, respiratory infections, skin infections and chronic 

illnesses. Age-specific patterns also became visible: Women aged 40–60 show high rates of chronic 

diseases due to prolonged exposure and physically demanding work. Younger women (10–30) face 

reproductive health risks, early marriage, unplanned pregnancies, and domestic violence consistent with 

gender studies by Kabeer (1999) and Hossain (2010). Occupational hazards further exacerbate these issues. 

Long hours of informal work, inhaling smoke from cooking stoves, using unsafe fuels, and skipping 

meals all contribute to COPD, menstrual disorders, skin infections, and uterine prolapse similar to 

findings by Hossain et al. (2019). 

 

4.4 Policy and Program Gaps: Discrepancy Between Documents and Reality 
 Although several government and NGO-led initiatives exist on paper maternal health services, urban 

community development, reproductive health programmes, and geriatric care their practical impact in 

slum areas remains limited. This reflects Lipsky’s (1980) concept of street-level bureaucracy, where 

frontline workers often struggle to implement policies due to overwhelming caseloads, lack of resources, 

and institutional inefficiencies. Research on Bangladesh’s urban health governance (Adams et al., 2013; 

Ensor & Cooper, 2004) also highlights issues such as weak monitoring systems, irregular supply of 

medicines, staff shortages, donor dependency. The present study supports these findings: many women 

reported that they could not access subsidized medicines or free diagnostic services despite being 

eligible. NGO interventions, although helpful, tend to be short-lived and project-based, making long-

term sustainability a challenge. 

When interpreted alongside existing research, the findings of this study show that women’s health 

challenges in Hazaribagh and Kamrangirchar are deeply embedded within larger social, economic, 

cultural, and political structures. Poverty, environmental hazards, gender norms, mistrust in biomedical 

systems, and institutional weaknesses intersect to create a landscape where timely and quality healthcare 

remains out of reach for many women. The Bangladesh government and various NGOs have undertaken 

several policies and programs to improve the health of women in the Hazaribagh and Kamrangichar 

slums. The most important of these is the Urban Community Development (UCD) Program, which 

initially started in the Kaitlin area but later expanded and is now effective in almost every area of Dhaka 

city. The main goal of this program is to ensure the social and economic development of marginalized 

and backward communities, where emphasis is placed on maternal and child health care, primary health 
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care, safe water and sanitation, awareness raising, education and women’s empowerment. Along with 

government initiatives, local and international NGOs are also actively working in these areas. They are 

facilitating women’s access to health care through health education, vaccination, distribution of family 

planning materials, maternal care and organizing awareness workshops. As a result, women are 

gradually becoming aware of their health rights and services. Reproductive Health Facilities Various 

programs are underway in Hazaribagh and Kamrangichar to establish reproductive health care as a right 

of women. The Family Planning Department distributes free pills, condoms and other birth control 

products to women. In addition, regular health check-ups, antenatal and postnatal care, nutrition 

education and reproductive health workshops are organized at community clinics and NGO-run health 

centres. These programmers are playing a role in protecting women from unwanted pregnancies, 

pregnancy complications and sexually transmitted diseases. Safe Motherhood and Access to Health Care 

Although women in Hazaribagh and Kamrangichar face various obstacles in maternal health care, many 

are benefiting from the services of government health centres and Dhaka Medical College Hospital. 

Community health workers refer pregnant women to government hospitals for regular health check-ups 

and the provision of necessary medicines and prenatal and postnatal care. Through such services, it is 

possible to deal with anaemia, high blood pressure or complications during pregnancy. As a result, 

awareness among women is increasing and the risk of maternal mortality is decreasing. Older women in 

Hazaribagh and Kamrangichar suffer from various physical problems, such as diabetes, high blood 

pressure, arthritis, bone loss or eye problems.  

As per the National Geriatric Health Policy, special facilities have been set up for older women in 

government hospitals. Free or low-cost treatment, medicines, testing facilities and mental health services 

are also being provided through government community clinics and Dhaka Medical College Hospital. 

In addition, widow allowance, old age allowance and micro-credit schemes are being implemented under 

social security programs, which are bringing some relief to older women in accessing healthcare and 

daily life. However, the full implementation of these facilities is still limited in slum areas. In the context 

of Hazaribagh and Kamrangirchar, it can be said that although government policies and programs play 

an important role in improving women’s health, there are various limitations in their effective 

implementation. Nevertheless, significant gaps and limitations exist in both approaches. Government 

policies though comprehensive on paper, suffer from weak implementation, resource shortages, and 

bureaucratic inefficiencies in slum areas. Many women report difficulties accessing free medicines, 

diagnostic facilities, and allowances due to corruption, overcrowding, or lack of follow-up. Meanwhile, 

NGO programs, while impactful, are often project-based and donor-dependent, making their services 

less sustainable in the long run.  

Based on fieldwork experience and understanding, this section proposes a pathway to survival model 

(Fig. 4). This is a community-based survival model. According to the analysed data, implementing this 

model at a practical level can reduce the prevalence of women’s health issues and mortality rates in slum 

areas. The model focuses on six specific areas where targeted actions can bring significant changes to 

the current situation. Reducing women’s health diseases and mortality rates in slum areas requires active 

engagement with the community. According to the figure, the specific actions are-                
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Figure 4: Pathway to Survival Model. 

 

Source 5: Field Work 2024 

Education should be widespread available. Educated families normally take less reaction time in case 

of emergency. Reduction in poverty level can change the scenario on a large scale. So, government or 

non-government institutions should come forward to develop the life condition of the people living in 

slums. Awareness projects should be run not only in individual level but also in a community level. Also, 

the infrastructure and facilities of the medicals in the study area need to be upgraded. A proper medical 

facility can reduce almost half of the women death. (Fieldwork, 2024). Health Practitioners should focus 

on gaining the trust of the patients. For this, they should be psychologically trained for critical situation 

handling. The verbal and social autopsy method uncovers these hidden. This study adds to the broader 

literature on slum health and health inequality by illustrating how multiple structural pressures converge 

to produce delayed treatment, heightened vulnerability, and persistent marginalization among low-

income urban women in Bangladesh. 

 

5. CONCLUSION 
Women’s health-related morbidity and mortality in Dhaka’s slums cannot be understood solely through 

biological factors; rather, they are deeply rooted in poverty, gender inequality, socio-cultural practices, 

and limited access to healthcare. The findings highlight how poverty functions as a structural driver 

affect the health condition of the women. Moreover, illiteracy and misconceptions, lack of awareness, 

fear and anxiety, delayed decision-making, reliance on untrained providers, and mistrust of medical 

institutions are also barriers to women’s access to healthcare. Structural barriers like lack of healthy 

environments, malnutrition, unsanitary environments, unclean water, dense population, open defecation, 

lack of safe maternity services, long hours of physical exertion and irregular lifestyles further exacerbate 

their health risks. To address these challenges, this study proposes a community-based survival model 

that emphasizes six areas of action: education, poverty reduction, community-level awareness, 

infrastructural improvement, trust-building between patients and practitioners, and upgrading service 

delivery in slum areas. Proper implementation of these measures could significantly reduce preventable 

diseases and maternal mortality in slum communities. Improving women’s health in these slum areas 

not only supports Sustainable Development Goal (SDG) 3: Good Health and Well-being but also helps 

to reduce poverty, promote gender equality, ensure better sanitation, and build a fairer society. 
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