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Urban health in Bangladesh presents significant challenges, with 41% of the population residing in
urban areas' where primary healthcare (PHC) delivery remains fragmented and complex. This
complexity stems from overlapping jurisdictions of the Ministry of Health and Family Welfare
(MoHFW) and the Ministry of Local Government, Rural Development, and Cooperatives
(MoLGRD&C)?3, creating gaps in coordination and service quality. Despite efforts like the Urban
Primary Health Care Service Delivery Project (UPHCSDP)* and the Bangladesh Smiling Sun Franchise
Program®, urban healthcare remains underfunded, heavily reliant on external support, and unsustainable
without robust reforms.5The private sector plays a dominant role in healthcare delivery in Bangladesh,
operating approximately 60% of the healthcare system’, with 16,979 facilities and providing twice the
number of hospital beds compared to government hospitals®. However, weak regulatory oversight has
led to high out-of-pocket costs, which constitute 73% of total health expenditures, pushing millions into
poverty each year®. Public-Private Partnerships (PPP) hold potential to bridge these gaps, as seen in
neighboring countries like India, where innovative PPP models in states like Kerala have strengthened
healthcare access and affordability’®. These activities Dialogue and roundtable discussion aim to
enhance urban PHC services by integrating the private health sector within the health system
framework, seeking to establish a sustainable urban healthcare model, aligning with the principles of
Universal Health Coverage (UHC) and ensuring access to quality healthcare for all.

Themes of the Dialogue
The Policy Dialogue on Urban Health and Private Sector Engagement will focus on three interrelated
themes that are central to strengthening urban health governance and service delivery in Bangladesh:

Private Sector Engagement in Primary Equitable Access to Essential Drugs in Urban
Healthcare Delivery Health Systems

Recognizing the dominant role of private providers The barriers to equitable access to essential

in urban healthcare, this theme will explore how the medicines, including issues of affordability,
pri\_/ate_sectO( can be more effectively engaged in availability, and rational use with a particular focus
delivering primary healthcare. on the most vulnerable groups.

Objectives of the Dialogue

1. Explore strategies for engaging the private sector in primary healthcare delivery,
including models for collaboration, regulation, and innovation to improve coverage and
service quality.

2. ldentify policy options to ensure equitable access to essential drugs, particularly for
underserved and vulnerable urban populations, by addressing issues of affordability,
availability, and rational use.

3. Generate actionable recommendations for government, private sector, and development
partners to foster sustainable partnerships in urban health service delivery.




TIME AND PLACE

On Monday, September 22, 2025, the Bangladesh Urban Health Network (BUHN) convened
a National Policy Dialogue titled “Urban Health and Private Sector Engagement” at the Dr.
Cecep Effendi Conference Hall, CIRDAP, Chameli House, 17 Topkhana Road, Dhaka-1000,
Bangladesh. Held from 10:30 AM to 1:00 PM (BDT, GMT +6), the session was skillfully
moderated by Dr. Kazi Saifuddin Bennoor, Senior Consultant at United Hospital, Dhaka.

DAILOGUE DESCRIPTION:

Welcome Speech

Dr. Margub Aref Jahangir, Health Specialist (Urban), Health Section, UNICEF
Bangladesh

Dr. Margub Aref Jahangir, Health Specialist (Urban), Health
Section, UNICEF Bangladesh, welcomed attendees by
highlighting Bangladesh’s rapid urbanization, noting that over
one-third of the population lived in urban areas, presenting both
opportunities and challenges for accessible, affordable, and
equitable healthcare. He emphasized that healthcare was a
fundamental right, not a privilege, pointing out that the private
sector delivered 60% of services while underserved groups like
the urban poor, slum dwellers, and migrants faced significant
barriers. He cited the Aalo Clinic, a public-private partnership,
as a model of effective collaboration and stressed the need for transparent, accountable
partnerships to strengthen primary healthcare systems, ensuring no child, mother, or family
was left behind.

Keynote Speech - 01
Presentation on Private Sector Engagement in Primary Healthcare Delivery

Dr. Md. Shamim Hayder Talukder, CEO of Eminence Associates for Social
Development and Member Secretary of BUHN

In his keynote address, Dr. Md. Shamim Hayder Talukder, CEO of
Eminence Associates for Social Development and Member Secretary
of BUHN, underscored the critical role of the private sector in
enhancing accessibility, timely care, and digital innovation in
Bangladesh’s urban healthcare, given the limitations of government
services. He highlighted stark disparities, noting that only 66% of
urban children received healthcare compared to 95% in rural areas,
22% of urban children were vaccinated versus 93% in rural areas,
and just 39% had access to family planning services compared to
83% in rural areas, drawing on successful models from India, Kenya,
and Thailand. Dr. He also called for result-based financing, formal recognition of private
providers, robust digital data systems, and targeted support for low-income groups,
emphasizing that sustainable urban healthcare demanded strong coordination between the
government and private sector to address fragmented services, weak monitoring, and
quality concerns.




Keynote Speech — 02
Presentation on Access to medicine: current status and gaps in urban settings of Bangladesh

Dr. Ahmed Ehsanur Rahman, Scientist at icddr,b and member of the Health Sector
Reform Commission
] w @ In his keynote speech, Dr. Ahmed Ehsanur Rahman,
6. Scientist at icddr,b and member of the Health Sector Reform
Commission, highlighted the dire health conditions in urban
slums, noting that 34 percent of children under five in these
areas were stunted, compared to 22 percent in rural areas,
according to the latest national survey. He also revealed
b critical gaps in medicine availability, stating that 27 percent
= ? of district hospitals lacked oxytocin, a vital drug for maternal
health, and only 39 percent of urban hospitals had amoxicillin for childhood pneumonia,
compared to 95 percent of rural health centers, as per the latest health facility survey. Dr.
Rahman emphasized the urgent need for health sector reforms to address these disparities
and improve urban healthcare access.
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Speech by Special Guests

Dr. Ziauddin Hyder, an advisor to the BNP chairperson and former World Bank
nutrition expert

- Dr. Ziauddin Hyder, an advisor to the BNP chairperson and former
World Bank nutrition expert, stated that the BNP considered
introducing a universal health card with an integrated patient
management system for all citizens, covering both public and private
sectors. He emphasized the critical role of primary healthcare in
Bangladesh’s health system, calling for major reforms, including a
medical negligence act, improved emergency medical services,
regulation of Caesarian section deliveries, and bringing urban health
under the Ministry of Health. Additionally, he advocated for a
structured framework for primary, secondary, and tertiary hospitals, enhanced medical
waste disposal systems, and strategic purchasing to strengthen the healthcare system.

Prof. Dr. Sayeba Akhter, a member of the Health Sector Reform Commission and
President of the Bangladesh Medical Research Council

Prof. Dr. Sayeba Akhter, a member of the Health Sector Reform
Commission and President of the Bangladesh Medical Research
Council, stated that while Bangladesh’s health sector was structurally
strong, it was functionally weak and required positive political
commitment to address its challenges. She demanded an increased
budget for the health sector and emphasized the need for more
research focused on urban areas and populations. Expressing
disappointment, she described the lack of implementation of the health
sector reform commission’s recommendations as unfortunate.




Speech by the Chief Guest

Dr. Hossain Zillur Rahman, Executive Chairman; Power and Participation Research
Centre - PPRC

1 Renowned economist Dr. Hossain Zillur Rahman, Executive
Chairman; Power and Participation Research Centre - PPRC,
citing a recent study, stated that 52% of households in the country
have patients with chronic diseases, requiring long-term
medication purchases. He recommended introducing social
programs to protect these families from the financial burden of
medicine costs, emphasizing the need for a healthcare safety net
similar to other social security programs to ensure access to
affordable medicines. The former advisor to the caretaker
government noted that there is a noticeable lack of momentum in
implementing reforms across nearly all sectors of the country. He
observed that while the country is progressing, it is doing so at a slow pace, which he
described as a luxury the current times cannot afford, as the demand is for rapid progress.
He further pointed out that filling the 40% vacant positions in the healthcare sector would
significantly accelerate progress without requiring any reforms.

Speech by the Session Chair

Dr. Mohammad Zahirul Islam, Senior Programme Officer and Health Advisor in the
Development Cooperation Section of the Embassy of Sweden

=) 1 Dr. Mohammad Zahirul Islam, Senior Programme Officer and
Health Advisor in the Development Cooperation Section of the
Embassy of Sweden, highlighted the poorly regulated formal and
informal private health sectors in Bangladesh, which have led to
haphazard growth of pharmacies and diagnostic centers alongside
escalating health expenditures. He advocated for achieving
Universal Health Coverage through integrated engagement of
public, private, and community sectors, with the government
defining service provision and procurement from private entities,
alongside mandatory accreditation for both sectors and reforms to
health administration, primary healthcare & public health, and the Directorate General of
Clinical Services. He underscored the government's pivotal role in driving these
comprehensive changes.

Session Moderator

Dr. Kazi Saifuddin Bennoor, Convener, Sushasther Bangadesh
& Senior Consultant at United Hospital, Dhaka

Dr. Kazi Saifuddin Bennoor served as the session moderator,
skillfully guiding discussions on urban healthcare challenges. His
expertise facilitated impactful dialogue, fostering collaboration to
address critical issues like health sector reforms and equitable
service delivery.




Speakers During Open Discussion

Dr. Zeba Mahmud, Director of the Micronutrient Initiative Bangladesh

Dr. Zeba Mahmud commended Bangladesh’s strong health
infrastructure, highlighting its potential to support equitable
% healthcare delivery. She urged prioritizing preventive medicine in
& urban areas to align with rural advancements, emphasizing the critical
24 role of educating women and communities on preventive health
measures. By fostering awareness and proactive health practices, she
believed urban populations could achieve improved health outcomes,

reducing disparities and strengthening the overall healthcare system,
~ though implementation challenges remain a concern.

Prof. Dr. Farhana Dewan, Member of the Obstetrical and Gynaecological Society
of Bangladesh (OGSB)

Prof. Dr. Farhana Dewan emphasized that the inconsistent
availability and distribution of prescribed medicines significantly
hinder effective healthcare delivery in Bangladesh. She advocated for
stricter regulations, enhanced oversight, and comprehensive training
programs for general practitioners and doctors to improve
prescription practices. By implementing these measures, she believes
the healthcare system can ensure more accurate, safe, and accessible
medication distribution, ultimately enhancing patient outcomes and
addressing critical gaps in urban healthcare services.

Prof. Dr. Shakhawat Hossain Sayantha, an Associate Professor at Bangladesh
Medical University

Prof. Dr. Shakhawat Hossain Sayantha praised the formulation of
robust health policies in Bangladesh, noting their potential to
significantly enhance the health sector if effectively implemented.
However, he expressed concern over persistent challenges, including
poor governance and corruption, which created a significant gap
between policy creation and execution. He emphasized that even
2 partial implementation could have yielded substantial improvements,
but the ongoing disconnect between policy promises and actual
outcomes remained a critical barrier to progress.

Dr. Nizam Uddin Ahmed, Chair of the GAVI CSO Steering Committee

Dr. Nizam Uddin Ahmed highlighted the chaotic state of
Bangladesh’s urban health sector, advocating for the Ministry of
Health to take full control to ensure cohesive service delivery. He

} y called for strong political leadership to bridge the divide between the
] AR Ministry of Health and Local Government, urging swift
o implementation  of the health reform  commission’s

_ recommendations. He also condemned pharmaceutical companies’



unchecked promotional spending, which inflates medicine costs by influencing doctors’
prescriptions.

Dr. Arif Mahmud, Director of Medical Services at Evercare Hospital Bangladesh

Dr. Arif Mahmud highlighted the well-established infrastructure in
the country but noted the severe shortage of human resources, with
only 1 lakh nurses available against a need for 3 lakhs, and similar
deficits in doctors and other staff. He stressed the incomplete
implementation of the PPP model, the need for clear principles and
roles for each sector, a proper digital health record system, health
insurance facilities, and an improved referral system.

Dr. Fazle Rabbi, General Manager of United Hospital Limited

He underscored the importance of proactively strengthen the health
sector to prevent overburdening tertiary care facilities, ensuring
sustainable healthcare delivery. By enhancing understanding of
primary, secondary, and tertiary healthcare levels, he advocated for
optimized resource distribution to alleviate pressure on advanced
care centers. This approach would improve access to timely care,
strengthen primary and secondary services, and address
inefficiencies, ultimately creating a more balanced and resilient
healthcare system for all communities.

Prof. Syed Abdul Hamid of the Institute of Health Economics at Dhaka University

He stated that providing healthcare in urban areas was not feasible
without involving the Local Government Ministry, advocating for a
single national health authority for both urban and rural areas to
manage strategic purchasing or public-private partnerships (PPPs).
He highlighted the potential to utilize existing Primary Healthcare
Centers and, where absent, collaborate with the private sector using
models like the Aalo Clinic, while emphasizing the importance of
needs assessment in the healthcare sector.

Shishir Moral, Special Correspondent for Prothom Alo

He acknowledged the productive discussions that highlighted the
' urgent need for a unified healthcare system under the Ministry of
Health to streamline urban healthcare services and improve access
for underserved communities. However, he expressed
disappointment that these talks failed to establish the Ministry of
; Health as the sole authority over urban healthcare, despite the
~—  evident necessity for such a transformative change to address
ongoing fragmentation and inefficiencies.




Dr. Fida Mehran, Health Systems Specialist at UNICEF Bangladesh

Dr. Fida Mehran highlighted the significant divide between
bureaucracy and the reform commission, stressing that urban
health encompasses not only primary healthcare but also
environmental health and climate change, which must be
addressed. He also emphasized the importance of resource
mobilization and the People Act to foster effective public-private
partnerships (PPPs) in urban areas of Bangladesh.

Prof. Dr. Syed Md Akram Hussain, Professor of Clinical Oncology at BMU

Dr. Syed Md Akram Hussain highlighted the persistent lack of
action despite numerous discussions on improving Bangladesh’s
health sector, emphasizing the critical need to implement the
health reform commission’s recommendations to address
, systemic inefficiencies. He advocated for enacting an ordinance
to legally empower the commission, ensuring robust reforms to
strengthen healthcare delivery, enhance accountability, and
improve access, particularly for underserved urban populations,
to achieve equitable and sustainable health outcomes.

Dr. Sharmin Mizan, a Public Health Specialist with the World Bank and LGD,
MoLGRD&C

Dr. Sharmin Mizan noted that a memorandum of understanding
was signed between DNCC, DSCC, and partner NGOs,
incorporating a cost-sharing strategy to sustain primary
healthcare (PHC) services in urban areas. She emphasized the
need for collaborative efforts to ensure cost-effective primary,
secondary, and tertiary healthcare coverage in every urban ward.

Prof. Dr. Saria Tasnim, Member of the Obstetrical and Gynaecological Society of
Bangladesh (OGSB)

She emphasized the need for better coordination between the
health sector and health education, highlighting the importance of
clarifying the government’s expectations from the private sector
and addressing the proliferation of pharmacies around government
hospitals. She advocated for a shift in mindset to prioritize health

; promotion and prevention over treatment, particularly to reduce
———— the rising rates of cesarean deliveries, and stressed the need to
develop policies to address these issues.




Ms. Masuda Begum, Director (Health and Nutrition) of Nari Maitree

She emphasized that political commitment was essential for the
y health sector ahead of the upcoming election. She requested that
policymakers establish a treatment time schedule for urban
communities, considering the unique characteristics of urban
populations, and conduct an analysis on how strategic purchasing
should be implemented.

Brig Gen (Retd.) Dr. Md. Saidur Rahman, Team Leader of the Aalo Clinics
project at Partners in Health and Development (PHD)

- __ _ Dr. Md. Saidur Rahman emphasized that ensuring primary

g » healthcare in urban areas through strategic purchasing and public-
_"» private partnerships, such as Aalo Clinic, Surjer Hashi Clinic, or
B the UPHSDP project, should be our primary target. He also
advocated for an ordinance to establish legal bindings for primary

healthcare to strengthen its implementation.

Ms. Khondker Rebaka Sun Yat, Member Secretary and Executive Director of the
Coalition for Urban Poor (CUP)

Khondker Rebaka Sun Yat, Member Secretary and Executive
Director of the Coalition for Urban Poor (CUP), emphasized the
significant challenges in securing consistent funding disbursement
for urban healthcare in both public and private sectors, which
¥ hinders service delivery to the urban poor. She highlighted the
transformative potential of Corporate Social Responsibility (CSR)
8 initiatives, advocating for their strategic use to mobilize resources
and support sustainable healthcare solutions for underserved urban
communities in Bangladesh.

Dr. Md. Mahbubul Alam, Head of Programs at PSTC

He highlighted the critical need for sustainable financing to address
the declining funding for Surjer Hashi Clinic and UPHSDP,
emphasizing that securing long-term resources and enhancing
coordination among stakeholders beyond 2025 were vital steps.
These measures, he stressed, would strengthen urban health
services, bridge existing gaps, and ensure equitable access to quality
care for underserved urban populations in Bangladesh.




RECOMMENDAIONS

1. Establish a sustainable financing framework by integrating result-based financing
models, such as public-private partnerships (PPPs), with Corporate Social
Responsibility (CSR) initiatives and strategic purchasing agreements, ensuring cost-
sharing strategies between government, private sectors, and NGOs to secure long-term
funding for primary healthcare services, particularly for underserved urban populations,
while leveraging digital health systems to enhance transparency and accountability in
fund allocation and utilization.

2. Introduce mandatory accreditation and stricter regulations for pharmacies and
diagnostic centers to curb haphazard growth, control pharmaceutical companies’
promotional practices, and ensure quality and affordability of medicines in urban areas.

3. Tackle shortages in nurses, doctors, and staff by filling 40% vacant positions, improving
training for ethical prescription practices, and curbing pharmaceutical companies'
promotional influences to lower medicine costs and improve quality.

4. Introduce universal health cards, integrated digital health records, improved referral
systems, and health insurance schemes, coupled with result-based financing and CSR
mobilization, to bridge urban-rural gaps and ensure affordable care for low-income
groups.

5. Increase health sector budget allocations, conduct needs-based assessments for urban-
specific research, and foster political commitment ahead of elections to sustain funding
beyond 2025 and integrate environmental health and climate resilience into urban
strategies.
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Context of

urban settings
in Bangladesh

u Definition of Urban Area

Bangladesh Bureau of Statistics defined an Urban area

“An urban area is defined as a region characterized by high
population density, a majority of the population engaged in
non-agricultural occupations, and the availability of amenities
such as paved roads, electricity, gas, water supply, and
sanitation.”

U Types of Urban Area
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D What is the health status of urban populations?
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35

17
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Urban

57
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What is the health status of urban populations?
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N/A

31
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Health behavior

Slum

82
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N/A
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N/A
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N/A

N/A
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Self-medication Purchase without
over 40% of adults prescriptions
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arrived without
4 prescriptions
Consultation with Antibiotic resistance
Informal drug sellers 63% of antibiotics are
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49% salespersons have no health care providers
formal training in : 68.8% antibiotic resistance due

dispensing drugs 10 non-compliance
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