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Abstract

Socioeconomic health disparities is a much publicized concern in developed
and developing countries and recently this concept are becoming popular
among demographers and health scientists in Bangladesh. Research on health
disparities can be instrumental in drawing attention to the health of
socioeconomically vulnerable groups in Bangladesh in the context of rapid
economic growth. Although Bangladesh has already achieved noticeable
progress in the field of development and health, but socioeconomic disparities
of health for several markers are still noticeable. However, population within
the Bangladesh experience marked differences in health and longevity due to
socioeconomic disparity. In this regard, to assess the development of health
sector, an attempt has been made in this study to observe the socioeconomic
health disparities among women using Bangladesh Demographic and Health
Survey by urban-rural and richest-poorest discrepancies. It also finds out the
levels and trends of socioeconomic health disparities in Bangladesh. The study
also provides urban-rural and richest-poorest disparities through Lorenz curve
and Gini ratio though public health sector in Bangladesh has achieved
tremendous successes over the few decades. Therefore, more public health
strategies are needed for rural and poorestwomen in order to reduce these gaps
further. This study gives information for policy makers about socioeconomic
health disparity and will be a milestones in health sector research to take
appropriate policy as well as informative to execute sustainable development
goals agenda in Bangladesh.
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INTRODUCTION

Health disparities have been described as “differences in health outcomes and their
determinants between segments of the population, as defined by social, demographic,
environmental, and geographic attributes (Penman-Aguilar et al., 2016). In recent
decades, the health sector in most countries has paid attention to the issue of removing
the health disparities and inequalities in health, in addition to improving the
population’s health (Bayatiet et al., 2017). Health disparities are the inequalities that
occur in the provision of healthcare and access to healthcare across different racial,
ethnic and socioeconomic groups. Health disparities are becoming widely recognized
as one of the world’s great challenges for the 21st century (Ruger, 2006). Health
disparities are a global issue, and many different groups of people are affected by
them. Although some disparities are related to economics, with poorer nations and
communities receiving lower quality care, others result from discrimination
(Ndiaye et al., 2008). Differences can be found according to socioeconomic status
(income/education), race, ethnicity, sex or gender, sexual orientation, immigrant
status, geography, and physical and mental disability. Health disparities have become
of central concern in Bangladesh and globally. Populations within the Bangladesh
experience marked differences in health and longevity. Health disparities frequently
refer to disparities in health care, including differential access to screening and/or
treatment options, or unequal availability of culturally or linguistically knowledgeable
and sensitive health personnel as well as differences in access to or availability of
facilities and services.

Health disparities more frequently refer to differences associated with social class and
socioeconomic status (Adler et al., 2010). Socio-economic inequalities in health care
in Bangladesh come near the top of international league tables of equity in health care
financing. Benefit incidence studies show that public health care expenditure in
Bangladesh disproportionately benefits poorer people. However, this does not
necessarily mean that health care is distributed fairly in relation to need, since poorer
people tend to be sicker and so have greater need for health care (Cookson et al.,
2016). Lower socioeconomic status is associated with higher mortality, and the
greatest disparities occur in middle adulthood. Disparities in the quality of health care
delivered to different socioeconomic groups have been noted in studies. Compared to
disparities in health status, which are caused by a variety of social, economic,
environmental and other factors, disparities in the quality of health care services are
considered more amenable to changes in the health care delivery system (Hussey et
al., 2008). There is substantial evidence regarding racial/ethnic and socioeconomic
disparities in health-related behaviors, health status, and health outcomes (O’Keefe et
al., 2015). In this context, an attempt has been made in this study to know the
socioeconomic health disparities in Bangladesh using Lorenz curve and Gini
concentration ratio.
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DATA AND METHODS

This study is based on the extensive analysis of seven comparable data sets from the
BDHS carried out in 1993-94, 1996-97, 1999-2000, 2004, 2007, 2011 and 2014. In
this analysis, women who had most recent child have been considered for the above
surveys. The selected some socioeconomic health indicators such as antenatal care,
healthcare facility for recent child, ideal number of children, age at marriage,
underweight and overweight have been considered.In this study, Lorenz curve has
been used to measure socioeconomic health disparities. Generally, Lorenz curve is
introduced as a graphic device for representing the inequality or disparity of two
distributions and is illustrated by plotting the cumulative percentage of the number of
areas (Yi) against the cumulative percentage of population (Xi) of localities in a
country. The perfectly distributed population in a country means the cumulative share
of population would be equal to the cumulative share of localities. Such equality of
distribution is represented by a diagonal line. This diagonal line is compared to the
actual distribution and the gap between the ideal and actual lines is interpreted as the
degree of inequality.The Gini coefficient is a number between 0 and 1, where 0
corresponds with perfect equality (where everyone has the same income) and 1
corresponds with perfect inequality. The BDHS constructed cumulative percentage
wealth score is considered in X-axis and cumulative proportion of several health
indicators (age at marriage, ideal number of children, adequate antenatal care visits
for most recent child, healthcare facility for recent child, underweight and
overweight) are plotted in Y-axis.

FINDINGS
Levels and Trends of Socioeconomic Health Disparities in Bangladesh

In this study, some socioeconomic public health indicators such as age at marriage,
ideal number of children, adequate antenatal care visits for most recent child,
healthcare facility for recent child, underweight and overweight have been considered
from Bangladesh Demographic and Health Survey (BDHS). Here, seven round BDHS
survey data have been used to know the levels and trends of disparities. The trends of
disparities among public health indicators by socioeconomic status in Bangladesh
during 1993 to 2014 have been observed.

Figure 1 shows that age at marriage is increasing day by day due to socioeconomic
development for Bangladesh. In richest group, age at marriage was 22.1 years in
1993-94 but every BDHS survey it increased on average three or four years up to
2011. However, age at marriage increased from 37.3 years in 2011 to 39.2 years in
2014 approximately two years. The similarly pattern was observed poorest group. The
age at marriage dramatically has increased approximately eight years from 2011 to
2014.
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14 Md. Mamunur Rashid, Tapan Kumar Roy and Brijesh P. Singh

29.2
311
256
....... 21
- 9.1 LR
6.9 .- I

1993-94 1996-97 1999-2000 2004 2007 2011 2014

M Richest M Poorest

Figure 1: Trends of richest-poorest disparity in case of age at marriage in Bangladesh
during 1993 to 2014

Figure 2 shows that ideal number of children is increasing day by day due to

socioeconomic development for Bangladesh. In richest group, ideal number of

children was 72.0 years in 1993-94 but every BDHS survey it increased on average

one or two years up to 2004. However, ideal number of children was stable from 86.3

years in 2011 to 86.3 years in 2014. The similarly pattern was observed in poorest

group. The ideal number of children dramatically has increased approximately nine
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Figure 2: Trends of richest-poorest disparity in case of ideal number of childrenin
Bangladesh during 1993 to 2014
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Figure 3 shows that antenatal care is increasing day by day due to socioeconomic

development for Bangladesh. In richest group, antenatal care was 25.4 years in 1993-

94 but every BDHS survey it increased on average four or five years up to 2011.

However, antenatal care decreased from 53.1 years in 2011 to 48.0 years in 2014

approximately five years. The similarly pattern was observed poorest group. The age

at marriage dramatically has increased approximately twelve years from 2011 to
5

2014.
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Figure 3: Trends of richest-poorest disparity in case of adequate antenatal care for
recent childin Bangladesh during 1993 to 2014

Figure 4 shows that healthcare facility for recent child is increasing day by day due to
socioeconomic development for Bangladesh. In richest group, healthcare facility for
recent child was 18.2 years in 1993-94 but every BDHS survey it increased on
average three years up to 1996-97. However, healthcare facility for recent child
increased from 57.6 years in 2011 to 81.3 years in 2014 approximately twenty two
years. The similarly pattern was observed poorest group. The healthcare facility for

recent child dramatically has increased approximately forty five years from 2011 to
2014.
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Figure 4: Trends of richest-poorest disparity in case of healthcare facility for recent
child in Bangladesh during 1993 to 2014

Figure 5 shows that underweight is decreasing day by day due to socioeconomic
development for Bangladesh. In richest group, underweight was 60.5 years in 1996-97
but every BDHS survey it decreased on average four or five years up to 2011.
However, underweight decreased from 38.8 years in 2011 to 29.8 years in 2014
approximately nine years. The similarly pattern was observed poorest group. The
underweight dramatically has increased approximately four years from 2011 to 2014.
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Figure 5: Trends of richest-poorest disparity in case of underweightin Bangladesh
during 1993 to 2014
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Figure 6 shows that overweight is increasing day by day due to socioeconomic
development for Bangladesh. In richest group, overweight was 11.3 years in 1996-97
but every BDHS survey it increased on average six or seven years up to 2007.
However, overweight decreased from 36.3 years in 2011 to 26.8 years in 2014
approximately ten years. The similarly pattern was observed poorest group. The
overweight dramatically has increased approximately four years from 2011 to 2014.
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Figure 6: Trends of richest-poorest disparity in case of overweightin Bangladesh
during 1993 to 2014

Differentials of Socioeconomic Health Disparities in Bangladesh

In this section, the differentials of socioeconomic health disparities and their
significance have been observed by using chi-square p-value. Socioeconomic status
(SES) explains the rural/urban difference in ANC quality, and not the reverse,
reducessupport for the hypotheses that high socioeconomic background women
receive better quality of care because of where they live. This does not mean the
quality of care in one’s place of residence is unimportant, it means a woman’s SES, if
high, may enable her to obtain better quality of care above what is available in her
immediate community.Women of higher SES are not limited to seeking care where
they live, they can go outside of their communities to access higher quality care. The
urban-rural, richest-poorest and literate-illiterate comparison based on Bangladesh
Demographic and Health Survey (BDHS) 2014 are shown in this section.



18 Md. Mamunur Rashid, Tapan Kumar Roy and Brijesh P. Singh

Table 1: Disparities of health indicators by urban-rural according to BDHS 2014

Indicator Urban (%) Rural (%) | Urban/Rural p-value
ratio

Age at marriage 34.9 25.4 1.37 0.000
Ideal number of children 86.5 79.8 1.08 0.000
Adequate ANC visits for 45.8 254 1.80 0.000
recent child

Healthcare facility for the 79.0 59.4 1.32 0.000
recent child

Underweight 17.2 26.3 0.65 0.000
Overweight 25.0 12.1 2.06 0.000

The levels of disparities of different health indicators differed significantly with
urban-rural groups. From above table, we see that urban pregnant women receive
adequate antenatal care service more often (45.8%) than rural women (25.4%).
Similarly, significantly the levels of age at marriage, ideal number of children, health
care facility for recent child and underweight in the rural groups revealed their greater
level of vulnerability than the urban groups. The rural groups only revealed a better
situation in terms of being overweight, it was significantly lower in these groups.

In this study, the urban/rural ratios for these indicators are also calculated. In general,
a ratio equal to one indicates no disparity, which means the greater the deviation from
the ratio one, the greater is the disparity. For all the indicators except being
underweight, urban/rural ratios greater than one indicate a better public health
situation in the urban groups as compared to their counterparts. In contrast, for the
overweight indicator a ratio greater than one indicates a worse situation in the urban
groups.Based on the urban/rural ratio, higher disparities (deviation from 1.0) were
found for the received adequate ANC visits for the most recent child (ratio=1.80),
overweight (ratio=2.06), healthcare facility for recent child (ratio=1.32) and age at
marriage (ratio=1.37). For the underweight indicator the ratio was 0.65, which also
indicated lower disparities. Comparatively, disparities were stronger rural groups than
urban groups. Disparities for ideal number of children indicators were lowest for both
equity makers.
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Table 2: Disparities of health indicators by richest-poorest according to BDHS 2014

Indicator Richest (%) | Poorest (%) | Richest/Poorest p-value
ratio

Age at marriage 39.2 21.0 1.86 0.000

Ideal number of 86.3 78.9 1.09 0.000

children

Adequate ANC visits 48.0 20.9 2.29 0.000

for recent child

Healthcare facility for 81.3 54.9 1.48 0.000

recent child

Underweight 14.2 29.8 0.47 0.000

Overweight 26.8 9.0 2.97 0.000

The levels of disparities of different public health indicators differed significantly
with richest-poorest groups. From above table, we see that richest pregnant women
received adequate antenatal care service more often (48.0%) than poorest women
(20.9%). Similarly, significantly the levels of age at marriage, ideal number of
children, health care facility for recent child and underweight in the poorest groups
revealed their greater level of vulnerability than the urban groups. The poorest groups
only revealed a better situation in terms of being overweight, it was significantly
lower in these groups.

In this study the richest/poorest ratios for these indicators are also calculated. In
general, a ratio equal to one indicates no disparity, which means the greater the
deviation from the ratio one, the greater is the disparity.For all the indicators except
being underweight, richest/poorest ratios greater than one indicate a better public
health situation in the richest groups as compared to their counterparts. In contrast, for
the overweight indicator a ratio greater than one indicates a worse situation in the
richest groups.

Based on the richest/poorest ratio, higher disparities (deviation from 1.0) were found
for adequate ANC visits for the most recent child (ratio=2.29), overweight
(ratio=2.97), healthcare facility for the most recent child (ratio=1.48), ideal number of
children (ratio=1.09) and age at marriage (ratio=1.86). For the underweight indicator
the ratio was 0.47, which also indicated lower disparities.

Comparatively, disparities were stronger poorest groups than richest groups.
Disparities for ideal number of children indicators were lowest for both equity
makers.
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Measurement of Socioeconomic Health Disparities Using Lorenz Curve and Gini
Ratio

In this section, Lorenz curve and Gini Concentration ratio have been applied to BDHS
2014 data to measure socioeconomic inequalities or disparities among women in
Bangladesh.The following figure represents the concentration curve of antenatal care
where the curves lies below the diagonal line. The value of Gini’s coefficient is 0.31
which means high inequality in antenatal care across the wealth of population.
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Figure 7: Lorenz curve of concentration for antenatal care

The following figure represents the concentration curve of delivered health care
facility where the curves lies below the diagonal line. The value of Gini’s coefficient
is 0.11 which means less inequality in delivered health care facility across the wealth
of population.
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Figure 8: Lorenz Curve of Concentration for delivered health care facility

The following figure represents the concentration curve of age at first marriage where
the curves lies below the diagonal line. The value of Gini’s coefficient is 0.018 which
means less inequality in age at first marriage across the wealth of population.
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Figure 9: Lorenz Curve of Concentration for age at first marriage
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DISCUSSION AND CONCLUSIONS

In this study, the long-term trends for socioeconomic disparity and some health
related indicators in Bangladesh shows interesting findings that are important for
policymakers and stakeholders. One of the important findings is the increasing
tendency of health indicators (except being underweight) over time, which delivers
the message that socioeconomic development occur in Bangladesh. Despite much
progress, social economic disparities persist in Bangladesh as well as wealth and
power are highly concentrated and the poorer and more disadvantaged segments of
the population reap few of the benefits of development, yet relevant public policies to
redress the situation are rarely implemented. Poverty is higher in rural areas than in
urban areas, the health system caters to the rich, urban elite and the poor have less
access to health care than the rich (Khan et al., 2011).If the poor are relatively
deprived of effective health care interventions, income-related disparities in health
will be exacerbated. Not only is this of immediate concern, it will strengthen the
health-poverty trap that can retard economic growth (Doorslaer et al., 2008). The
dominant schools of thought on health disparities in both developed and low-income
countries are the structural and the behavioral, the structural school maintains that
disparities arise as a result of differences in the socio-economic structure of society
which lead to poverty and its health consequences, the behavioral school holds that
cultural and behavioral patterns associated with and contributing to poverty explain
much of the observed difference in health outcomes (Macassa et al., 2006).The socio-
economic disparities in health will be biased if the reporting of health varies directly
with the socio-economic characteristic and/or with demographic factors correlated
with that characteristic (Bago d’Uva et al., 2008). It is therefore important to
understand how wider changes in socioeconomic conditions impact on health
disparities in order to shape the design of an effective set of public policies to tackle
the issue (Allanson et al., 2013).

There is a very significant difference in health disparities between richest and poorest
population in Bangladesh. The health disparities varies richest-poorest group in
Bangladesh although the inequality prevalence has been decreased in the country as a
whole. The overall condition of health disparities in richest group is better than
poorest group. This study showed that the richest population are more than free from
urban-rural and richest-poorest health disparities than poorest populations. Therefore,
Bangladesh government should pay more attention to eliminate the inequalities in the
economy as well as health care distribution richest-poorest group.
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