Key Considerations in Assessing the GP Model for Bangladesh
Workforce Shortage:
Challenge for GP Model: Bangladesh currently faces a shortage of healthcare workers, particularly in rural areas, where PHC services are most lacking. The GP model relies on having a sufficient number of qualified doctors to serve as the first point of contact, and training enough GPs to cover both urban and rural populations would require a long-term investment. In the short term, this is a significant limitation.
Alternative Models: The Community Health Worker (CHW) model, which has been successfully implemented in many countries like Ethiopia and Brazil, could be more appropriate for filling the immediate gap in healthcare workers. CHWs can deliver basic health services and health education, helping to improve access to care in underserved areas. Bangladesh already has a CHW system, and strengthening this could provide quicker gains in PHC than trying to immediately scale up a GP model.
Infrastructure Constraints:
Challenge for GP Model: Implementing a GP system would require a significant upgrade of healthcare infrastructure, particularly at the primary level. Many community clinics and union health complexes lack basic equipment, adequate medicines, and diagnostic facilities. Without improving these, GPs would not be able to provide the full range of PHC services.
Alternative Models: Strengthening existing community clinics and telemedicine platforms might be more feasible in the short term. For example, digital health solutions could be rapidly scaled up to provide virtual consultations, particularly in areas where physical infrastructure is weak. Countries like India and Rwanda have had success with telemedicine in improving access to care.
Cost and Sustainability:
Challenge for GP Model: Establishing and maintaining a GP system requires considerable financial investment in training, salaries, infrastructure, and referral systems. Given Bangladesh’s limited healthcare budget and reliance on out-of-pocket payments by patients, the financial sustainability of a GP model could be challenging.
Alternative Models: A Public-Private Partnership (PPP) approach could mobilize resources from the private sector to complement public investments in PHC. Private healthcare providers could be incentivized to deliver PHC services under a regulated framework, improving both access and quality. Social franchises, as seen in Kenya’s "Tupange" network, are an example of how private clinics can be integrated into national healthcare systems.
Referral System and Coordination:
GP Model’s Strength: One of the major advantages of the GP model is its ability to establish a formal referral system, ensuring that patients receive care at the most appropriate level (primary, secondary, or tertiary). This would prevent the overburdening of higher-level hospitals, which is currently a significant problem in Bangladesh.
Challenges for Other Models: While the CHW model can help expand access to care, it may not have the same capacity to effectively manage referrals to higher levels of care, as CHWs often have limited training in diagnosing and managing complex health conditions. Thus, the GP model’s ability to streamline the healthcare system could be a key strength, but only if adequate resources and infrastructure are put in place.
Patient Preferences and Healthcare Utilization:
Challenge for GP Model: Many patients in Bangladesh currently bypass PHC facilities and go directly to higher-level hospitals, as they perceive them to be more trustworthy and capable. Changing these ingrained habits and building trust in a GP-based system would take time and effort, including public awareness campaigns and improvements in service quality at the PHC level.
Alternative Models: Improving the quality of services at existing community clinics and introducing financial incentives (such as reduced costs for using PHC services) could help shift patient behavior. Additionally, creating health insurance schemes that promote the use of PHC services could gradually redirect patients from tertiary care centers to GPs or community clinics.
Equity and Access to Care:
Challenge for GP Model: The GP model may face challenges in reaching the most vulnerable populations, especially in hard-to-reach rural areas, unless there is a focused effort on ensuring equitable distribution of healthcare workers and resources. Rural areas in Bangladesh suffer from a significant lack of doctors, and without substantial investment in recruitment and retention strategies, the GP model may primarily benefit urban areas.
Alternative Models: The CHW model, with its focus on community-based workers, might be more effective in reaching underserved populations. Additionally, leveraging mobile health units and telemedicine could improve access to care for remote populations without the need for a full-scale GP presence.
Comparative Evaluation of the GP Model Against Other Approaches
	Criteria
	GP Model
	CHW Model
	Telemedicine/Digital Health
	Public-Private Partnership (PPP)

	Workforce Availability
	Requires substantial investment in training and recruitment
	Utilizes community-based workers; faster scale-up possible
	Requires minimal workforce; scalable
	Leverages private sector capacity; supplements public workforce

	Infrastructure Needs
	High – requires fully equipped PHC facilities
	Moderate – community-based, uses existing clinics
	Low – requires digital infrastructure, not physical
	Moderate – private clinics can fill gaps

	Cost
	High – GP salaries, infrastructure upgrades, training
	Lower cost – relies on CHWs with basic training
	Medium – investment in digital platforms
	Moderate – cost-sharing with private sector

	Referral System
	Strong – GPs act as gatekeepers
	Weak – CHWs may not be equipped for complex referrals
	Depends on integration with hospitals
	Strong – with structured partnerships

	Patient Satisfaction
	High – if services are well organized and continuous
	High – CHWs have community trust
	Moderate – depends on quality of digital care
	High – if private providers maintain quality

	Reach to Vulnerable Populations
	Potentially low in rural areas without strong recruitment incentives
	High – CHWs are community-based and can reach remote areas
	Moderate – dependent on technology penetration
	Moderate – dependent on private clinic locations

	Sustainability
	Challenging without long-term funding
	More sustainable with lower costs
	Potentially high – low maintenance costs
	Potentially high – private investment supports sustainability


Conclusion
Is the GP Model the Best Option for Strengthening PHC in Bangladesh? The GP model offers a number of strengths, particularly in providing continuity of care, establishing a formal referral system, and focusing on preventive health. However, given Bangladesh’s current context—specifically the shortage of healthcare workers, inadequate infrastructure, and financial constraints—the GP model may face significant barriers to rapid implementation and scaling.
Other models, such as the Community Health Worker model and telemedicine, might offer more immediate, scalable solutions for expanding access to PHC, especially in rural and underserved areas. Additionally, Public-Private Partnerships (PPP) could help address both resource and capacity gaps in the health system.
The GP model could still be part of a longer-term strategy for strengthening PHC, particularly as part of a multi-tiered approach that includes task-shifting to CHWs, telemedicine for remote consultations, and PPPs to mobilize resources. However, as an immediate solution for strengthening PHC in Bangladesh, it may not be the best standalone option given the existing challenges. Instead, a hybrid approach combining the GP model with other PHC-strengthening strategies might be more appropriate and feasible.

